
THE 3 0 - 48 K N A L 

OF THE 

American Medical Association 

Published Under the Auspices of the Board of Trustees 


VOL. 173, NO. 1 


CHICAGO, ILLINOIS 


Copymght, I960, bv Americas Medical Association 


MAY 7, I960 


IRRITABLE COLON AND GALLBLADDER DISEASE 

Elmer W, Heffemon, M.D-, William A. Millhon, M.D. 

and 

Sidney W. Rosen, M.D., Boston 


Q HE irritable colon is an extremely com¬ 
mon medical disorder; patients with this 
condition are seen by nearly every physi¬ 
cian, whether he is in general practice 
or,.one of the various specialties. This disorder is 
present in about 50 to 80% of the patients seen by 
gastroenterologists. With the increasing stress and 
strain of daily living, it will undoubtedly continue 
to be a prominent source of annoyance and dis¬ 
ability. Irritable colon may be defined as spasm 
of the large intestine, although it may also be ac¬ 
companied by spasm of the small intestine. Tire 
spastic area may be large, small, single, multiple, 
temporary, persistent, stationary', hyperperistaltic, 
mild, or severe. 

The problem of irritable colon has been recog- 
nrzed for many’ years and has been labeled spastic 
colon, spastic colitis, mucous colitis, irritable bowel, 
unstable colon, functional indigestion, nervous indi¬ 
gestion, adaptive colitis, and functional esophago- 
gastroenterocolonopathy.’ The variety' of names ap¬ 
plied is evidence that no single term aptly describes 
tlie multiple aspects of the disorder. Clinically and 
physiologically it can be further classified with re¬ 
lated problems such as globus hystericus, cardio- ^ 
spasm, pylorospasm, anal spasm, and spasm pj Aiie 
biliary tract. Although our major objective is to 
present a clinical appraisal of the association of the 
irritable colon with gallbladder disease, we should 
' first like to discuss a few facts' and opinions about 
the irritable colon. 


In on effort to determine the relation be¬ 
tween demonstrable disease of the biliary 
tract ond persistent symptoms of colonic dys¬ 
function, the records of 300 patients were re¬ 
viewed. The group consisted of 294 patients 
in whom gallbladder disease was found at 
operation and 6 in whom it was demon¬ 
strated at autopsy. The predominant symptom 
was abdominal pain. It was located in the 
right upper quadrant in 81, radiated to the 
back in 25, and extended to the right 
shoulder in 10. It was true biliary col^y- ih , 
only 156 cases. Thirteen patients '''’were , 
asymptomatic. There were 140 pat tent' n 

multiple gastrointestinal sympfdrrts cT ■ 
istic of irritable colon. The-evid ,ice ** inter¬ 
preted to mean that-the p^-rcbotecystectorryf ■ 
syndrome and, -deto> - - ' disorders are. fre¬ 
quently part 'of W* irritable colon . problem 
and that go#* results cannot be expected 
from' surc»/ unless if is supplemented by 
,/tfietcv/ measures. 


Etiology 

Physiological evidence indicates that irritability 
of the colon results from an imbalance between the 
sympathetic and parasympathetic nervous control 
of motility in the gastrointestinal tract. Excellent 
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toms persisted, and poor if the original symptoms 
continued or became more severe. Our findings 
indicate that patients with gallbladder disease may 
be generally classified in three groups. 

v Asymptomatic.— Thirteen asymptomatic patients 
remain well, symptomatically with or without a 
postopeiative dietary regimen, at the time of 
writing. 

Biliary Colic.—There were 107 patients with re¬ 
current or single attacks of biliarv colic as the sole 
symptom. Surgical treatment is required for relief, 
but -patients in this group remain well with or 
without dietary management (table 4) at the time 
of writing. 

Irritable Colon and Gallbladder Disease.— There 
were 140 patients with irritable colon and gallblad¬ 
der disease who experienced multiple gastroin¬ 
testinal symptoms-flatus, bloating, belching, and 
intestinal dysfunction—with or without episodes of 
colic. Most remain well after operation if they con¬ 
tinue to follow’ our dietary program for long or 
indefinite periods of time (table 4). This group also 
includes those patients with the most prominent 

Table 4.— Relation of Results to Nervous Symptoms 

Patients with Few or Piiticnts u-Jlh Prowl- 

No Nervous Symptoms nent Nervous Symptoms 

r -—-\ /-——-*--> 

To- To- 

Good Pair Poor till Good Fair Poor till 


Colic only 
On liotve! mnn- 

apement . 8!» 0 o 3!> 4 o 0 4 

Not on bowel 

management ... <a n o us 1 o o l 

Irritable colon with 
or without colic 
On bowel man¬ 
agement . till 17 3 SO 8 10 17 35 

Not on bowel 

management ...10 2 2 20 1 0 5 0 


psychological disturbances who are most likely to 
experience persistent gastrointestinal symptoms in 
spite of adherence to the dietary routine (table 4). 
Even these patients may improve with careful die¬ 
tary management, however, especially under hos¬ 
pital control. We believe that the patients who 
have been classified by many observers as having 
biliary dyskinesia, postcholecystectomy syndrome, or 
chronic appendicitis also belong in this group. 

These patients may feel miserable and in many 
cases tend to shop from one doctor or clinic to 
another to obtain relief. Many refuse to accept the 
functional origin of the ailment and lack the in¬ 
sight necessary to accept the situation and make 
the necessary adjustment. Unfortunately, psychiatric 
help;.is also likely to be of little benefit in such 
instances. 

The patient who complains of abdominal pain in 
the right upper quadrant and has a history of gall¬ 
bladder operation is naturally suspected of having 
a common duct stone or common duct disease when 
seen for the first time by another physician. It is 
not always possible to obtain details about this 


previous surgery, but in many cases the removed 
gallbladder was normal and contained no stones. In 
any event, patients have often been referred to us 
for further common duct surgery because of recur¬ 
rent right upper quadrant pain and we have been 
unable to find any pathological basis for the pain. 
The diagnosis of biliary dyskinesia is often made in 
these cases. Since the typical symptoms of an irri¬ 
table colon are usually present, we believe [the 
irritable colon is the underlying cause of the pre¬ 
senting symptoms and prefer this diagnosis. The 
following report describes one of the more severe 

cases. , i 

' » 

Report of a Case 

A 51-year-old woman was first admitted to ;the 
clinic on July 8, 1954, complaining of anorexia, 
postprandial distress in the right upper quadrant, 
substernal burning, and chest discomfort of ; six 
months’ duration. She also noted a 20-lb. (9-kg.) 
weight loss in one year. Previous to admission to 
the clinic she had undergone four major surgical 
procedures, including appendectomy, excision- of 
an ovarian cyst, lysis of abdominal adhesions and 
hysterectomy, and exploration of the left kidney. 
She lias remained under medical care to the time of 
writing and has continued to experience recurring 
and severe episodes of abdominal pain in the right 
upper quadrant, abdominal cramps, nausea, vomit¬ 
ing, episodes of diarrhea, anorexia, and inability to 
gain weight. The attacks are often acute, requiring 
hypodermic injection for relief. Since July, 1954, 
she has been hospitalized on seven occasions jfor 
observation and dietary management, with tem¬ 
porary relief in each instance. In addition to these 
seven hospital stays she has undergone five more 
abdominal operations for the right upper quadrant 
pain, including laparotomy and removal ofj a 
Meckel’s diverticulum, subtotal gastrectomy and 
gastrojejunostomy, another abdominal exploration, 
cholecystectomy and choledochostomy with dilation . 
of the sphincter of Oddi, and the last operation,,on 
Feb. 14, 1957, was another exploratory laparotomy. 
At that time, choledochostomy and transduodenal 
sphincterotomy were again performed. 

No actual cause of the acute episodes of pain 
could be found during any of these surgical pro¬ 
cedures. No abnormality of the pancreas or the 
common duct has been demonstrated after re- . 
peated examinations, and pathologically the gall¬ 
bladder was normal. In fact, no organic disease 
has ever been discovered except for the Meckel s 
diverticulum, which obviously was not causing 
the problem. Moreover, repeated - roentgenologic 
studies, including upper and lower gastrointestinal 
series and intravenous pyelograms, did not reveal 
any abnormality. Analysis of urinary porphyrins, 
urinalysis, liver function tests, pancreatic function 
tests, gastric analysis, and examination of feces in 
October, 1958, revealed no abnormality. Follow-up 
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treatment including administration of tranquilizers 
and antispasmodics, dietary management, sedation, 
and rest has been continued, but the distress has 
persisted despite these measures. She has denied 
emotional trauma and tension throughout the years, 
but it is obvious that many such elements have 
been present, and that she has a severe general 
type of neurosis. She has most violently refused to 
be seen by any psychiatrist, despite diplomatic 
maneuvering on our part. It is known from another 
source that she has many causes for emotional 
disturbance. 

: a The recent availability of intravenous cholangi¬ 
ography has been most helpful in ruling out the 
possibility’ of common duct stones, stricture, ampu¬ 
tations, and retained cystic stumps'containing gall¬ 
stones. We carefully reviewed the histories in nine 
typical case's previously reported by McDonough 
and Wise. 7 The results of all studies, including 
intravenous cholangiography, were normal, as were 
those in die case reported. A final diagnosis of 
irritable colon was made, and the patients were 
placed on bowel management programs, with 
benefit. 

Treatment 

On the basis of the collective experience of our 
group in the management of thousands of irritable 
colon problems each year and, more specifically, 
after reviewing the records of the 300 patients in 
tliis series, we believe the conditions that have been 
termed postcholecystectomy syndrome, chronic ap¬ 
pendicitis, and biliary 7 dyskinesia are actually part 
of the irritable colon problem.® The facts that 
typical right upper quadrant pain may be pro¬ 
duced by enema administration and that actual 
spasm can be demonstrated fluoroscopically in the 
hepatic flexure area at this time are evidence that the 
pain originates in the colon and not in the biliary 
tract. Hyperventilation seems to help relieve the 
spasm, and the pain may immediately disappear. 

Our treatment consists of a bland diet from 
which obviously offending foods, fried foods, rough- 
age, greasy foods, and spicy foods are eliminated. 
We further instruct our patients regarding good 
eating habits and recommend dental treatment, if 
necessary, for proper dentition and adequate masti¬ 
cation. Thei' are advised to rest at least 15 minutes 
after meals. Laxatives and enemas are completely 
avoided. Oil retention enemas are allowed at bed¬ 
time to prevent rectal impactions in cases of severe 
constipation. Antispasmodics (especially tincture of 
belladonna, tridihexethyl [Pathilon] chloride, or 
■ dicyclomine [Bentyl] hydrochloride), and a mild 
sedative (A to A grain [15 to 32 mg.] of phenobar- 
bital) are also prescribed before meals and at bed¬ 
time. Tranquilizers may be given for a short time in 
; the severe cases. Heat to the abdomen (including 
flaxseed poultices) is advised when pain is severe. 
• For constipation, cooked fruits two to three times 


daily and orange juice mixed half-and-half with 
hot water before breakfast are helpful. An impor¬ 
tant part of our program is the administration of 
hot water, six to eight cups throughout the day. 
This increases fluid intake and apparently has an 
antispasmodic effect. The patients are educated 
regarding normal or average bowel habits and any 
special aspects of the individual case are explained. 
Tlie most resistant patients may require strict man¬ 
agement in the hospital for one to two weeks in 
order to relieve the pain and reinstitute normal 
bowel function. Under the hospital regimen we 
have allowed patients to go as long as 100 days 
without a bowel movement without ill-effect. For 
those patients who have emotional problems whom 
we are unable to help, we recommend psychiatric 
guidance as well. Some patients still fail fo re¬ 
spond to our program, but these are the minority’. 
The attention and kindness of the physician are 
most helpful to patients with this disorder. 


Summary' 

Patients with the irritable colon syndrome re¬ 
quire careful treatment. By reviewing the records 
of 300 patients, 299 of whom had proved gallblad¬ 
der disease, and presenting the statistics, we have 
tried to show, if not prove, that in the absence of 
obvious residual biliary' disease, recurring pain in 
the right upper quadrant after cholecystectomy is 
caused by an accompanying irritable colon prob¬ 
lem. Surgical treatment alone, without a dietary 
regimen, will only result in a large number of post¬ 
operative failures. 

605 Commonwealth Ave. (15) (Dr. HefFemon). 


Dr. Sara M. Jordan assisted in the preparation of this 


report. 
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During the last decade there has been increas¬ 
ing awareness of the need for improved techniques 
in handling clinical and research data. Tlie increas¬ 
ing quantity of medical data has presented in¬ 
creased difficulties in the classification, search, cor¬ 
relation, and storage. 1 Recent developments in the 
field of electronic data processing and computing 
apparatus have indicated that there are unlimited 
potentialities for the adaptation of such apparatus 
and techniques to this problem of clinical and in¬ 
vestigative medicine. 2 Up to the present time the 
use of this type of apparatus has been limited in 
scope to primarily statistical, sorting, and correla¬ 
tion studies of a narrow focus because of the 
marked limitation of the quantity and type of data 
that could be handled. 3 With the advent of the 
large-~scale electronic digital computer, now avail¬ 
able to most medical schools and other medical 
groups, the routine use of such apparatus has be¬ 
come feasible as an adjunct to clinical and investi¬ 
gative use in the evaluation of diagnostic and thera¬ 
peutic problems as well as for improved medical 
record storage and accessibility. 4 The purpose of 
this paper is to present a technique for this routine 
clinical application in the problems of storing, cor¬ 
relating, retrieving, and searching for medical in¬ 
formation. 

For a number of years many medical groups 
and investigators have used standard punch-card 
accounting and tabulating equipment to carry out 
data processing and computational problems which 
have been applied to laboratory research, statistical, 
and epidemiologic studies. These techniques have 
been limited by the quantity and type of medical 
data- or information that could be handled and 
made available for the search and correlation with 
other data. During the summer of 1958 approxi¬ 
mately 40 medium-sized electronic digital com¬ 
puters were installed at various universities as well 
as at the National Institutes of Health for evaluation 
of the use of this apparatus by the universities. In 
the summer of 1959 the present work was initiated 
at the Tulane University Medical School to deter¬ 
mine the extent of medical use of the large-scale 
digital computer. 

From- the. Department of Medicine and the Hutchinson Memorial 
Clinic, Tuiane'University Medical School {Dr. Schenthal), and the 
Tulane University Computer Center (Dr. Sweeney and Mr. Nettleton). 


The uses and advantages of a digital com¬ 
puter system in medical research were ex¬ 
plored in a pilot study of 138 records from 
an outpatient clinic. Information was coded 
with the help of the Standard Nomepclature 
of Diseases and Operations, the Cornell 
Medical Index, and other aids, and it was 
found possible to punch a history of 195 
questions on International Business Machine 
cards in 40 seconds. Manual punching can 
be avoided by a procedure (mark-sensing) 
whereby information recorded an blanks by 
electrographic lead pencils can be trans¬ 
ferred directly to punch cards by machine. 
Data in this form can be stored easily and 
retrieved quickly. The study demonstrated the 
possibility of locating rapidly, in a very large 
collection of records, a group of charts 
meeting any desired combination of require¬ 
ments. / 


Methods and Procedures 

There are two broad classes of electronic com¬ 
puting equipment used for processing medical data: 
the digital computers, which use discrete electronic 
impulses in varying degrees to represent numerical 
or alphabetical information, and the analogue com¬ 
puters, which utilize smoothly varying levels of 
electromotive force to provide an analogous repre¬ 
sentative of quantitative magnitude. A mechanical 
example of the digital computer is the desk cal-, 
culating machine, and one of the analogue com¬ 
puters is the slide rule. The digital computer is 
superior in its capacity to manipulate vast quanti¬ 
ties of information in a complex way, in its multi¬ 
plicity of types of input and output, and in its 
tremendous capacity for remembering. The digital 
computer is complicated and requires several large 
pieces of equipment and special housing. The 
preparation of data for processing and the provi¬ 
sion of the appropriate instructions to the machine 
is called programming. Programming takes some 
time, is complex, and requires specially trained 
staff personnel. The analogue computer is ab e 
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to cut,' out mathematical operations easily and 
is also able to simulate biological and physiological 
mechanisms, but it is not suited to the complex 
handlin’! of large quantities of data. Its input is 
simple, its operations are manually controlled, and 
the results are obtained directly by means of 
meters, oscilloscopes, or curve tracers. It is a small 
piece of eouipment. to be used in the laboratory. 

The present work was carried out with a me¬ 
dium-size International Business Machine (IBM; 
digital computer (IBM 650) in conjunction with 
supplementary data processing equipment which 
is located at the Tulane University Computer Cen¬ 
ter.' Supplementary equipment included an IBM 
printin’! card punch for recording alphabetical, 
numerical, and special character data on IBM cards 
(IBM 026): a verifier (IBM 056). used to check the 
accuracv of data punched into the IBM cards; a 
sorter (IBM 0 S'2). used to classify IBM cards into 
numerical or alphabetical order, and a collator 
(IEM 0771. which is a high-speed card selector and 
Sling machine. The latter compares two sets of 
cards so that they may be matched, merged, and 
selected and their sequence may he checked. Addi¬ 
tional equipment included a printer (IBM 402k 
which prepares printed records from punched cards, 
and a mark-sense reproducer (IBM 514), which 
senses data marked on the cards with electro- 
graphic lead and converts- these data to punched- 
hole forms on the card by controlling circuits to 
actuate punching mechanisms. 5 

.As a pilot stud}' a group of IBS records were 
used from one cf the Tulane Medical School out¬ 
patient clinics, each patient’s chart including prac¬ 
tically all aspects of diagnosis coding (based on the 
coding in Standard Nomenclature of Diseases and 
Operations "1. a complete history (Cornell Medical 
Index and speciaL supplementary gynecologic his¬ 
tory). and a physical examination including a com¬ 
plete gynecologic examination, a roentgenograpliic 
examination, and laboratory tests. IBM cards were 
first used in this evaluation to determine the value 
of the technique as applied to the Cornell index 
history. The IBM cards were first punched by card 
punch operators who used the patient’s history as 
a work sheet. 

With the use of newer electronic recording ap¬ 
paratus developed to record the Cornell Medical 
Index in punched cards. 7 a history of 1S5 questions 
could be punched in 40 seconds. This technique did 
not afford tire flexibility and speed offered by the 
mark-sense system in recording the history, the 
results of the physical examination, and the labora¬ 
tory data. Thus, the chart number, a code number 
given to a particular portion of the patient record 
such as the cardiac examination or urinalysis, ana 
code numbers for the various items of the record 
along with die actual values or magnitude of the 


data were recorded on Mark-Sense cards with elec- 
trosraphic pencils. These cards were then used to 
punch out tire standard IBM cards to be used. 

The digital computer is a magnetic memory drum 
which rotates at 12.500 rpm. It will retain data 
stored on its surface in die form of magnetic spots 
and provides storage space for 20,000 digits, each 
diint being identified by a pattern of the magnetic 
spots. These are permanent and available for re¬ 
trieval unless diey are erased and new information 
is recorded. In the future this or additional data 
can again be stored on the magnetic drum in min¬ 
utes or seconds from die card data or magnetic 
tape of the permanent medical record. The time it 
takes to locate any word varies between 0.096 and 
2.4 milliseconds, depending on the technique of 
programming. 

Lae< 

to eamyittr { 



Fig. I.—Flow of procedures of electronic digital com¬ 
puter evaluating clinical hypothesis. 


The machine is prepared by introducing instruc¬ 
tions on die memory drum on how to perform the 
problem. The control is then relinquished to the 
machine. The machine has to know how mam- 
questions there are in the hypothesis (of which 
there can be a maximum of 50). the code assigned 
to die finding, and the magnitude. The latter is 
equivalent to “greater than.” “equal to." and “less 
than.” Also included in the magnitude is informa¬ 
tion about whether die question or condition is 
concerned vidi another “or” or an “and” relation¬ 
ship. These instructions are given on cards to the 
machine for each question to be examined. After 
the hypothesis is fed into the machine, the patients’ 
records are given to it. The machine examines all 
the records and compares each case record to the 
hypothesis. If the record does not agree with the 
hypothesis the machine slaps the record and passes 
to die next case. If the patient's record meets the 
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conditions of the hypothesis, it adds one case to the 
total group that meets the condition, punches out 
that case record number, and passes to the next 
number. 

As the end of the deck of cards of patients’ 
records is reached, there is a dummy record which 
shows an impossible case. When that card is 
reached, the computer punches out a card with the 
total number and percentage of patients found whose 
histories fulfill the conditions of the hypothesis 
(fig. 1). These cards are then put into the printer, 
which prints the hypothesis and the total number 
and percentage of patients found complying with 
the hypothesis. If the computer had been properly 
instructed while reading the patient records, a du- 
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nite heart disease, or both. These cases were de¬ 
tected and the record cards separated from the 
other patient cards. 

The machine was then instructed to determine 
the possibility of a correlation of a number of 
conditions and to locate the record of a patient 
with all of 14 specific conditions. It was instructed 
to find (1) a white (2) man between (3) 40 and 
49 years of age, who (4) might have known he 
had hypertension but who (5) did not know that he 
} >ad heart disease. He had to have (6) cardiac en- 
laigement with the left ventricle percussed over 
1.0 cm. outside the midclavicular line and (7) a 
pulse with a normal sinus rhythm less than 90 per 
minute, and (8) the second, aortic sound had to be 


Chart Number 



96050 
100745 
101900 
102120 
102140 
103110 
103230 
25290 
48060 
58380 
64790 
74520 
83500 
86340 
86940 
93790 
101740 
101870 
101990 
102000 
102060 
102100 
102130 
103020 
103050 
103090 
103300 
103360 
103390 


0000000000 
0000000000 
0001000000 
00 I 000 0 I 00 
0010000100 
00/000000 0 
0001000000 
0000000000 
00 0 0000000 
0100000000 
0000000000 
0000000000 
0000000000 
0000000000 
0000000000 
0000000000 
0000000000 
0000000000 
0000000000 
0000000000 
0000000100 
I 000000000 
0001000100 
0000000000 
0010000000 
0000000000 
0000000000 
0000000000 
0000000000 


0000000000 
0010000000 
000 I 000000 
0000000000 
0000000000 
0000000000 
0010000000 
oooooooooo 

I 000000000 

oooooooooo 
1000000000 
0001000000 
oooooooooo 
oooooooooo 
0010000000 
oooooooooo 
0000000010 
0001000100 
0000000100 
I 0000000 I 0 
0100000010 
oooooooooo 
0010000000 
oooooooooo 
oooooooooo 
001 0000000 
oooooooooo 
0010100000 
oooooooooo 


0000000 IQ 1 

oooooooooo 

0 I 0 0 0 0 I 10 0 

oooooooooo 

oooooooooo 

0 0 0 0 0 0 1 1 I 1 

oooooooooo 

0000000001 

oooooooooo 

0000000101 

oooooooooo 

oooooooooo 

000000000 I 
0000000 100 
0001000000 
0 0 0 0 0 0 1 10 1 
0000000100 
oooooooooo 
oooooooooo 
oooooooooo 
oooooooooo 
oooooooooo 
0001000000 
0000001 100 
oooooooooo 
oooooooooo 
0 0 0 0 0 0 0 I 1 1 
oooooooooo 
0000001100 


oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

00000000 0.0 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 


oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 

oooooooooo 


Total coses 29 29 


Fig. 2.—Profile of pattern of medical conditions by which specific patients have met hypothesis. Conditions of hypothesis 
are listed horizontally in numerical order opposite eacii patient's chart number, which has been presented by electronic com¬ 
puter. The patients meeting the hypothesis are listed by a 1 for each particular condition. A 0 lias been put m to permit 
visual orientation. Groupings of the pattern of pathology are indicated for cardiac enlargement, types of heart murmuis, and 
roentgenographic findings. 


plicate set of cards would have been punched for 
each patient found to meet the hypothesis and these 
cards would also have been put through the printer. 
This process would give a printed record of the 
chart numbers and a printed profile of the number 
of conditions met by each patient (fig. 2). 

Data Search and Correlation 

; An example of searching arid correlating of data 
is shown by giving instructions to the computer to 
determine the number of cases of heart disease in 
the series of 138 well and asymptomatic persons. 
Twenty-nine patients with heart disease were noted 
. by the machine on the basis of a history suggestive 
of heart disease, positive physical findings of defi- 


greater than the pulmonic without a heart murmur. 
(9) The prostate had to be firm and slightly en¬ 
larged. All of the preceding conditions had to be 
present, with (10) a hemoglobin level of no less than 
14.0 Gra. and a urinalysis showing (11) a specific- 
gravity over 1.020 but (12) negative results for 
albumin tests and with (13) glycosuria and (14) oc¬ 
casional pus cells on microscopic examination. It 
is possible to correlate up to 50 such conditions. A 
patient with the 14 conditions was present, and his 
record was given along with information about 
what percentage of the group he constituted. 

Another technique of value is the ability-to ob¬ 
tain visual profiles of the hypothesis being tested. 
Thus, in searching for the patients with heart dts- 


92 
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ease, the machine also recorded the chart numbers 
of patients meeting the conditions as well as the 
conditions noted in each patient's record, which 
could be scanned for a pattern of the pathology or 
conditions being studied. 

The machine was instructed to scan The 138 
charts for patients with heart disease and, at the 
same time, to punch out a duplicate set of cards for 
each of the cardiac patients. These cards, which 
make up a smaller deck from the main group, 
could he further investigated. The cards were then 
processed through an IBM printing machine, which 
listed the hypothesis of 32 conditions presented to 


mass collection of clinical case data.) This hypothe¬ 
sis could he tested in several ways. One way would 
he to instruct the machine to scan the records of the 
13S patients and to give the chart numbers of any 
with the diagnosis coded as hypertension or hyper¬ 
tensive cardiovascular disease in Standard Nomen¬ 
clature of Diseases and Operations. This would 
make a smaller group of records with which to 
work. Actually, the problem was approached in 
order to use the history and physical and labora¬ 
tory findings for the entire series, the machine 
being instructed to scan the 138 patients for 30 
specific conditions in the following way: 
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history 
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physical examination 
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0009 
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000 
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0009 
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000 
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0009 
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history 
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0000 
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0000 
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had to be over 29 years of age 
bad to be less (ban 50 years of age 
had to Ire male . 

bad to have systolic blood pressure of 150 or over 

bad to have diastolic blood pressure of 100 or more 

had been told he bad high blood pressure 

bad been tokl be bad heart trouble 

bad been told be bad bladder or kidney disease 

albuminuria (trace to 4 plus) 

hyaline casts 

granular casts 

white blood cell count; occasional to innumerable casts 

white blood cell count; occasional to innumerable casts 

red blood cell count 

white blood cell count 

rales, left base 

rales, right base 

left border outside midclavieular line 
rigid ventricular enlargement 
sounds, soft quality 
sounds, poor quality 
sounds, aortic greater than pulmonic 
sounds, pulmonic greater than aortic 
aortic diastolic murmur (transmission) 
aortic systolic murmur (transmission) 
mitral systolic murmur (transmission) 
mitral diastolic murmurs (transmission) 
aortic systolic murmur, grades 1-4 
aortic diastolic murmur, grades 1-4 
mitral systolic murmur, grades _l-4 
mitral diastolic murmur, grades 1-4 


it' in the original instructions and then listed the 
patients’ chart numbers. Opposite each chart num¬ 
ber were indicated the specific conditions through 
which that particular patient met the hypothesis 
(fig. 2). It will be noted that the 302 conditions 
making up the hypothesis are listed horizontally in 
numerical order in groups of 10 and that the posi¬ 
tive relationships are indicated by the figure 1. The 
grouping of these indicates the frequency of the 
— findings. 

. The technique of presenting instructions to the 
machine in the programming is exemplified by an 
example of a simple Probe to test the hypothesis 
that the majority' of well and asymptomatic males 
between 30 and 50 years of age who have hyperten¬ 
sion will exhibit cardiac or renal pathology but will 
be unaware of their conditions. (Probe is the name 
given to the technique for testing with a digital 
computer a complex medical hypothesis against a 


It will be noted that the first column is the nu¬ 
merical order of die conditions of the hypothesis. 
The second column is the code given to the specific- 
portion of the chart, such as the history, physical 
examination, 'or specific laboratory' examination. 
The third column is the subdivision of die informa¬ 
tion given in the previous column. The fourth 
column indicates the connective “or” (designated 
by an 8) or “and” (designated by a 9); the fifth, the 
magnitude of the data in question; and the sixth, 
the connective “equal to” (designated by a 0), “less 
than” (indicated by an 8), or “more than” (indi¬ 
cated by a 9). 

The machine then showed that 2 men complied 
with the conditions of the hypothesis, giving the 
percentage as 1.5% of the 138 patients scanned. Put¬ 
ting these two records through the printing ma¬ 
chine resulted in the following profile: 

3 W 90 . 1 X 11001000 1000000000 0000000000 oooooooooo oonoooonoo 

10 IS 30 . lllllllioo onoonoonoo mnnonwno oonono'inno oooooooooo 
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conditions of the hypothesis, it adds one case to the 
total group that meets the condition, punches out 
that case record number, and passes to the next 
number. 

As the end of the deck of cards of patients’ 
records is reached, there is a dummy record which 
shows an impossible case. When that card is 
reached, the computer punches out a card wit]) tiro 
total number and percentage of patients found whose 
histories fulfill the conditions of the hypothesis 
(fig. 1). These cards are then put into the printer, 
which prints the hypothesis and the total number 
and percentage of patients found complying with 
the hypothesis. If the computer had been properly 
■instructed while reading the patient records, a du- 
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nite heart disease, or both. These cases were de¬ 
tected and the record cards separated from the 
other patient cards. 

The machine was then instructed to determine 
the possibility of a con-elation of a number of 
conditions and to locate the record of a patient 
with all of 14 specific conditions. It was instructed 
to find (1) a white (2) man between (3) 40 and 
49 years of age, who (4) might have known lie 
had hypertension but who (5) did not know that he 
had heart disease. He had to have (6) cardiac en¬ 
largement with tire left ventricle percussed over 
1.0 cm. outside the midclavicular line and (7) a 
pulse with a normal sinus rhythm less than 90 per 
minute, and (8) the second, aortic sound had to be 
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tasks and by which it accomplishes the probing 
search and correlation of data is known as Medical 
Probe. 

1430 Tulnne Ave. (Dr. Schcntluil). 
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ANTIHYPERTENSIVE DRUG VERSUS SYMPTOMATIC TREATMENT 

IN PRIMARY HYPERTENSION 

EFFECT ON SURVIVAL 

George A. Perera, M.D., New York 


It is accepted generally that antihypertensive 
drugs arc of value in prolonging the life of at least 
some patients with the accelerated form of hyper¬ 
tension. There is agreement also that such drugs 
may relieve symptoms and modify some complica¬ 
tions in many patients with primary' hypertension 
who do not have the accelerated form. Although 
reports are beginning to appear in this latter group 
which suggest beneficial effects on survival, 1 it is 
not easy as yet to obtain large enough series or 
satisfactory yardsticks for comparison. Certainly 
much more time must elapse before any valid state¬ 
ments can be made concerning patients with early, 
uncomplicated disease. 

The present study is another effort to determine 
the possible role of antihypertensive drugs in 
lengthening the life of patients with primary hyper¬ 
tension. It represents a seven-year period of obser¬ 
vation; the technique used matches each treated 
subject to one who is identical in all measured 
parameters' and is receiving only symptomatic 
therapy. 

Case Material and Methods 

Twenty-nine patients and their matched controls 
were selected for this study. All had an established 
diastolic hypertension :1 known and documented for 
at least five years before treatment. Patients with 
the accelerated form of hypertension, secondary 
hypertension,' 1 diabetes, other endocrine disorders, 
or valvular heart disease were excluded from both 

From the Department of Medicine, Columbia University College of 
Physicians and Surgeons, and the Presbyterian Hospital. 


An effort was made to determine the pos¬ 
sible role of antihypertensive drugs in length¬ 
ening the life of patients with primary hyper¬ 
tension. The 58 patients satisfied rigid 
criteria for the diagnosis of primary hyper¬ 
tension, and all had had it for at least five 
years. They were divided info two equal, 
matched groups, 16 of the 29 matched 
patient-pairs being male. The test group re¬ 
ceived a variety of antihypertensive drugs 
sufficient to maintain blood pressures at or 
below 160/104 mm. Hg. None'of these 
drugs were given to the contratest group. 
Both groups received sedatives, analgesics, 
digitalis, and diuretics as needed and were 
otherwise treated alike. Within the subse¬ 
quent seven-year period of observation,- 16 
patients in each group died, and no signifi¬ 
cant difference between the fwo groups was 
found. 


series. All were private or clinic patients who were 
examined and followed up at intervals of six months 
or more frequently by me and in interim periods 
by other physicians unaware of the study program. 
The antihypertensive drugs received by the index 
patients included varying doses of hexamethonium, 
pentolinium, or mecamylamine,' generall le- 

mented by rauwolfia alk 
hydralazine as well. A 
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only hydralazine and a rauwolfia alkaloid. Shifts 
were made occasionally from one ganglionic-block¬ 
ing drug to another. All medicaments were given 
by mouth and their administration continued un¬ 
interruptedly until dosages were modified or treat¬ 
ment terminated by a complication. At no time did 
the matched control patients receive any of these 
drugs; however, most were treated at one time or 
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another with phenobarbital or chloral hydrate and 
sometimes with other sedatives or mild analgesics, 
z All patients in both groups were advised to avoid 
excesses of salt or were restricted to not less than 
2 Gm. of sodium chloride per day. Digitalis and 
diuretics, such as mercurials or chlorothiazide, were 
used in some patients in both groups only for 
congestive failure. 


Fate of Hypertensive Patients Treated with Antihypertensive Drugs (D) 
Compared with Matched Controls Treated Symptomatically (S) 
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In addition to the documented diagnosis of pri¬ 
mary hypertension of five or more years’ duration, 
the following criteria were used arbitrarily to select 
the index patients to be treated with antihyperten¬ 
sive drugs and to maintain them in the study: age 
at start of treatment not less than 41 or more than 
52 years; at least one casually recorded standing 
diastolic blood pressure of 120 mm. Hg or higher; 
an abnormal electrocardiogram indicative of left 
axis deviation and myocardial damage but not sug¬ 
gesting an antecedent myocardial infarction; no 
pretreatment history of angina pectoris, myocardial 
infarction, congestive failure, or cerebrovascular 
accident; no retinal hemorrhages, “exudates,” or 
papilledema; no nitrogen retention; seven years of 
antihypertensive drug therapy during which time, 
after the initial response, there was no blood pres¬ 
sure reading in the standing position in excess of 
160/104 mm. Hg as recorded by any physician; and 
death, if it occurred, the result of a hypertensive 
complication. Each of the above patients was then 
matched retrospectively to a patient treated symp¬ 
tomatically who was within three years of the same 
age and of similar sex and race and who had com¬ 
parable standing, casually recorded blood pressures 
secured over at least a two-year period as a base 
line, and the same clinical and laboratory picture. 
The matched control cases, when they fulfilled 
these criteria, were then designated post-treatment 
and each course followed in parallel with its index 
case. Only patients whose symptomatic treatment 
period began after 1949 were used as controls, 
and the matching was done without knowledge of 
the clinical outcome of either the control or the 
index case. Sixteen of the 29 matched patient pairs 
were male. 

Results .—Additional data, blood pressure ranges 
prior to complications, causes of death, and post¬ 
treatment month at which death occurred are 
shown in the table. Of the 32 male patients, 9 
treated with antihypertensive drugs and 10 treated 
symptomatically have died. Of the 26 female pa¬ 
tients, 7 treated with antihypertensive drugs and 6 
treated symptomatically have died. The rest, all of 
whose progress has been followed for seven years, 
are still alive. 

Thus, a total of 16 of 29 antihypertensive drug- 
treated patients and 16 of 29 symptomatically 
treated patients have died within a seven-year 
period of observation. The average period of sur¬ 
vival of the drug-treated group was 42 months and 
that of the control group 45 months. It is evident 
that most deaths can be ascribed to atherosclerotic 
complications. 

Comment 

This study, dealing with the action of antihyper¬ 
tensive drugs as compared to symptomatic therapy 
in matched patients with primary hypertension. 


indicates that the resultant lowering of the casually 
recorded standing blood pressure is unassociated 
with a demonstrable lengthening of the life span. 
Before interpretations can be made from these 
observations, considerable qualification is required. 
First, it is most unlikely that blood pressures were 
maintained at levels of 160/104 mm. Hg or less 
"around the clock” or when the patients were 
supine. Second, it should be emphasized that this 
series of patients is small and that the index cases 
arc selected. Finally, only patients with long-stand¬ 
ing hypertension with signs of myocardial damage, 
generally associated with cardiac hypertrophy and 
sometimes with possible early nephrosclerosis, were 
included. 

The possibility that antihypertensive measures 
may lengthen the survival of patients with early, 
uncomplicated disease; of patients with congestive 
failure; or of patients in other age groups cannot 
be gauged in any way from the present study. 
Nevertheless, it is suggested that the burden of 
proof, that drugs which lower the arterial pressure 
will prolong the lives of patients with primary- 
hypertension who do not have the accelerated form 
of disease, must rest with those who make such 
claims. 

Summary 

Twenty-nine patients with primary hypertension, 
all of whom had had an elevated blood pressure 
for more than five years and bad developed electro¬ 
cardiographic signs of myocardial damage, were 
treated for seven subsequent years with antihyper¬ 
tensive drugs in dosages sufficient to produce a 
standing blood pressure of 160/104 mm. Hg or less. 
Each of these patients was matched to a hyperten¬ 
sive subject similar in all measured parameters but 
treated symptomatically. During the period of ob¬ 
servation 16 patients in each group died, there 
being no significant difference in their average 
survival whether or not they received antihyperten¬ 
sive drugs. 

620 W. I6Sth St. (32) 

This research was aided by a grant from the Albert H. 
and Jessie D. Wiggin Foundation. 
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EFFECTS OF P-Di-(2-CHLOROETHYL)-AMINOPHENYLALANINE ON 

MALIGNANT TUMORS 

Bernard J. Miller, M.D. 
and 

John C. Kistenmacher, M.D., Philadelphia 


In 1953 Larionov 1 synthesized p-di-(2-ehloroeth- 
yl)-arninopheny]alanine and demonstrated its tumor- 
inhibitory effects in experimental animals and in 
human patients. Creech and others 8 used the same 
agent in treating malignant tumors in human 
beings. However, in this instance the drug was con¬ 
fined within the isolated anatomic segment contain¬ 
ing the tumor, while circulation was maintained by 
means of an extracorporeal circuit. Favorable effects 
were noted in melanomas after treatment of an 
extremity in this manner. 

This work is concerned with a clinical trial of p- 
di-(2-ch]oroethyl)-aminophenylalanine (Sarcolysin, 
Sarcolysine, [nitrogen mustard]) given orally or by 
segmental perfusions, in advanced cases of various 
malignant tumors in human beings. 

Method of Study 

A randomized group of 60 patients with far-ad¬ 
vanced malignant tumors was' selected for thera¬ 
peutic trial. These patients had failed to respond to 
all standard methods for the control of their tumors. 
Many- had responded previously to other chemo¬ 
therapeutic agents and were then treated with p-di- 
(2-chloroethy})-aminophenylalanine. A total dose of 
2 mg. per kilogram of body weight of p-di-(2- 
chloroethyI)-aminophenylaIanine was orally admin¬ 
istered over a four-day period as the initial course. 
The basic studies consisted of a complete blood 
cell and platelet count, serum protein, uric acid, 
and alkaline phosphatase determinations; and blood 
calcium level measurements in patients with breast 
carcinoma presenting osteolytic metastases. In 45 
patients a minimum course of the drug (2 mg. per 
kilogram of body weight) was administered. The 
.remaining patients, because of the terminal status 
of their disease, were unable to receive at least a 
full initial course of the drug. The criteria for with¬ 
holding a drug or discontinuing its administration 
was a white blood cell count of less than 3,000 per 
cubic millimeter and a platelet count of less than 
75,000 per cubic millimeter. Both blood elements 
appear to be equally effected by administration of 
p-di-(2-cbloroethyl)-aminophenylalanine. In pa¬ 
tients in whom favorable effects were noted, fur¬ 
ther therapy was withheld until such time as evi¬ 
dence of relapse became manifest. In these eases, 

From the Daniel Baugh Institute of Anatomy of the Jefferson Mcdi- 
, cal College ami the Surgical Service of the Germantown Hospital. 


4 group of 60 patients with far-advanced 
malignant tumors was selected for iherapeu- 
tic trial of p-di-12-chloroethyll-aminophenyl- 
alanine. The drug was administered orally 
or by segmental perfusion usually in a dos¬ 
age of 2 mg. per kilogram of body weight. 
Some patients showed no improvement, some 
improved for a time only to relapse later, but 
in some the improvement was lasting. The 
most marked improvement was in patients 
with sarcoma, particularly Hodgkin's disease, 
fibrosarcoma, Kaposi's sarcoma, and neuro¬ 
fibrosarcoma. Next in order of susceptibility 
to the drug were melanomas and carcinoma 
of the breast. Occasional cases of carci¬ 
noma of the lung, tongue, ovary and colon 
were susceptible but for shorter periods of 
time. Bone marrow depression in varying de¬ 
grees was the side-effect, rarely observed 
with the oral administration, more frequently 
with the segmental perfusion. . 


usually 1 mg. per kilogram of body weight was 
administered over a two-day to four-day period, 
depending on the status of the marrow response. 
Seven patients with localized nonresectable tu¬ 
mors were treated by segmental perfusion. P-di-(2- 
chloroethyl)-aminophenylalanine, in a dose of 2 mg. 
per kilogram of body weight, was added to the 
extracorporeal circuit, which was connected to the 
vascular supply of the anatomic segment contain¬ 
ing the nonresectable tumor. The patients were 
heparinized with 2 mg. of heparin per kilogram 
of body weight. In six of these patients the tumors 
were in the pelvis. In these patients the connec¬ 
tions to the extracorporeab circuit were established 
by placing cannulas within the inferior vena cava 
and the abdominal aorta distal to the origin of 
the inferior mesenteric artery during laparotomy. 
The diversion of blood from this segment to the 
extracorporeal circuit was then established by 
temporary occlusion of both the aorta and the 
vena cava proximal to the points of entry of the 
cannulas. The blood of the extracorporeal circuit 
was excluded from the legs by the application of 
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pneumatic tourniquets to the thighs. In one pa¬ 
tient in whom the upper extremity was perfused, 
cannulas were inserted in the second portion of 
both the axillary vein and artery. Connection to 
the extracorporeal circuit was established by tem¬ 
porary occlusion of the aforementioned vessels 
proximal to the point of entry of the cannulas. Prior 
to perfusion, the patient received 2 mg. per kilo¬ 
gram of body weight of heparin. Perfusion of the 
involved part was maintained for an average time 
of 16 minutes. At the conclusion of the period of 
perfusion the venous blood from the segment was 
discarded while an average of 1,000 cc. of blood 
was pumped into the segment by means of the ex¬ 
tracorporeal circuit. In one patient (case 57) the seg¬ 
ment was first flushed with 1,500 cc. of saline solu¬ 
tion prior to the final replacement with 1 liter of 
blood. The cannulas were then removed from the 
vessels and the defects in the vessels sutured with 
fine silk. After the reestablishment of normal circu¬ 
lation to the treated areas, the heparin effect was 
neutralized by the intravenous administration of 
protamine. The amount of protamine needed to in¬ 
sure normal coagulation was determined by re¬ 
peated measurements of the coagulation time of the 
patient’s blood during the slow administration of 
protamine. Usually no more than 20 mg. of prota¬ 
mine was necessary for this purpose. 

The extracorporeal circuit is of new design and 
consists of one pump, a dispersion-type oxygenator, 
and is completely automatic in operation. The oxy¬ 
gen tension within the oxygenator is 1,000 mm. Hg. 
(Details and performance of the extracorporeal cir¬ 
cuit are to be published soon). 

Therapy 

With the exception of patients treated by per¬ 
fusion, favorable objective evidence of treatment, 
when obtained, was noted usually within four weeks 
after the administration of the drug. In the former 
instances, objective effects were noted in four pa¬ 
tients within two weeks. Massive necrosis was ob¬ 
served in two patients after perfusion with p-di- 
(2-chloroethvl)-aminophenylalanine and in one 
patient after oral administration of the drug. Other 
patients favorably affected exhibited gradual re¬ 
gression of tumor masses without ulceration. 

Carcinoma of the Breast .—Seven patients with 
carcinoma of the breast were treated with p-di- 
(2-ehIoroethyl)-aminophenylaIanine when relapse 
became evident after ablative or additive hormonal 
therapy. Five patients had also received triethvlene 
thiophosphoramide (Thio-TEPA). Of these pa¬ 
tients, five had had radical mastectomies originally. 
Repeated excisions of tumors had been performed 
on the sixth patient, none of which had been diag¬ 
nosed as malignant. The remaining patient had had 
a simple mastectomy for inflammatory carcinoma 
of the breast, together with simultaneous ablative 
hormonal treatment. 


In one patient (case 1), the recurrence of hoarse¬ 
ness due to progression of a tumor in the medias- ■ 
tinum subsided within three weeks after the insti¬ 
tution of p-di-(2-chloroethyl)-aminophenylalanine 
therapy. In addition to the improvement in hoarse¬ 
ness, she has shown objective improvement, mani¬ 
fested by a decrease in the size of the mediastinum 
and no further evidence of progression of her dis¬ 
ease. At the time of writing this remission has been 
maintained for nine months. 

Three patiehts (cases 2, 3, and 4) maintained on 
cortisone therapy showed evidence of progression 
of their disease. One patient (case 2), developed a 
mass in the remaining breast and increasing lymph 
node involvement. In two patients (cases 3 and 4) 
this was manifested by increasing dyspnea and the 
appearance of osteolytic metastasis in the calvarium. 
These patients also had an increase in calcium ex¬ 
cretion. In all three patients an objective remission 
has been maintained for four and eight months, 
manifested by calcification of osteolytic lesions and 
a decline in calcium excretion. These patients have 
been maintained in good condition by continuation 
of cortisone therapy supplemented by periodic 
courses of p-di-(2-chIoroethvI)-aminophenylalanine 
when there was objective evidence of formation of 
new lesions or progression of old lesions. The con¬ 
ditions of three other patients (cases 5, 6, and 7) 
previously treated by the same method continued 
to deteriorate rapidly despite treatment with p-di- 
(2-chloroethyl)-aminophenylalanine. 

Hodgkins disease.—Eight patients with Hodgkin’s 
disease involving mainly the lungs were treated 
with p-di-(2-ch!oroethyI)-aminophenylalanine. All 
patients had been previously treated by a combi¬ 
nation of surgery, x-radiation, and triethylenethio- 
phosphoramide. In two patients (cases 8 and 9) 
treatment was followed by a complete and per¬ 
sistent disappearance of all lesions from the lung, 
as determined by roentgenographic studies. In both 
patients the remission has been maintained for at 
least 16 months. A significant response was obtained 
in case 10, in which recurrent Hodgkins disease, 
after excision of the primary tumor mass from the 
posterior mediastinum, had subsequently progressed 
and involved the hila of both lungs and the right 
pleural cavity. After therapy with p-di-( 2-chloro¬ 
ethyl) -aminophenylalanine, the tumor masses in the 
hila of the lungs decreased in size. This was asso¬ 
ciated with general improvement. In one patient 
(case 11) there w r as development of an infraclavic- 
ular tumor mass which decreased to one-third its 
original size after treatment with p-di-(2-ch!oro- 
ethyl)-aminophenylalanine. One patient (case 12) 
with recurrent involvement of the lungs responded 
w’ell for only a short time. Within two months the 
disease recurred and progressed rapidly. One pa¬ 
tient (case 13) had metastatic involvement of the' 
vertebrae, but responded to a combination of x-ray 
and p-di-(2-chloroetliyI)-aminophenylalanine ther- 
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Treatment of Sixty Patients with Malignant Tumors with P-di-(2-chloraethyl)-amino})hcn{ihluninc —Continued 


Malignancy, 

Ciw' 



Dose. 

Duration 

of 

Favor¬ 

able 

Result 

Hemato¬ 

logical 

Type or Site 

No. 

Previous Trewtinent 

Statu* 

Mg. 

Effect 

h fleet 

Effect 

Union 

?A 

Rejection; chloro- 
pactln In operative 
field; triethylene- 
th!opho«phorni»iiile, 
2nt»mc. 

Recurrent 

lwi 

General Improve¬ 
ment, enlargement 
of tumor mns« due 
to hemorrhage and 

necrosis 

0 mo. 

Improved—patient 
reoperated: died 

Slight 


37 

.1* 

,10 

4(> 

Surgery 

Surgery 

Resection: triethylene- 
thlnphnsphnrnniidc 
Rc c ectlon: triethylenc- 
thl ophosphnrninitle 

Recurrent 

DN*emlnntcd 

Recurrent 

Recurrent 

K/r 

150 

luo 

30 

Excellent remis¬ 
sion, disappearance 
of tumor inn««es 
Nodc detectable 

None detectable 

None 

3 mo. 

Relapse with * 
progression 

Progressive—died 
Progressive—died 

Died 

None 

Slight 

Moderate 

Moderate 


41 

4*2 

41 

Resection 

Rejection: triethylcne- 
thiopho-plioramhle, 
con ing. 

Resection; triethylcnr- 
thloi»lio«phoritiiil«|e 

Recurrent 

Recurrent 

Recurrent 

220 

200 

*220 

None 

None 

None 


Progressive—died 
Progressive—died 

Progressive—died 

Moderate 

None 

Slight 


44 

Surgery: triethylene- 
t hlopho«phoramid<*. 
Methotrexate 

Recurrent 

310 

Necrosis and some 

decrease in size 

4 mo. 

Short regression, 
then progression— 
died 

None 

Stomach 

Lymphoeplthelium a 

4.'. 

40 

Triethylenethlopho** 
phortuiilrte, lno mg. 
intrnperitoneally 
Lung decortication; 
local mustard, trl- 
cthylenothlophns- 
phorainlde 

Rapidly progressive 

Progressive 

go 

so 

None 

None 

- 

Died 

Died 

None 

WHm-V tumor 

47 

Nitrogen mu«tnrd 

Pulmonary metas¬ 
tasis 

30 

None 


Living—responded 
to nctlnomycin 
therapy 

Slight 

Osteogenic sarcoma 

4? 

None 

Rapidly progressive 

rvt 

oral 

30 

I.V. 

None 

• 

Died 

Slight 

Mucoid adeno¬ 
carcinoma 

40 

Radiation 

PifTiisC abdominal 
ma«*cs 

,u«o 

None 


Died 

None 

Neurofibrosarcoma 

:/) 

Surgery; incomplete 
excision 

Inoperable 

3*20 

Maintained re¬ 
mission 

11 mo. 

Remission 

None 

Prostate 

r.i 

Orchiectomy and es¬ 
trogen* 

Progressive 

200 

None 


Died 
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Malignant 

lymphoma 


Radiation: nitrogen 
rmi«tarri.1 time*: 
CHI, nitrogen mu-- 
tnrd 

Disseminating 

220 

Slight regression 

1 ino. 

Died 
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Larynx 

53 

Surgery; x-ray Local extension 240 Questionable 3 mo. 

CASES TREATED by Perfusion with P-di-(2-0liloroethyl)-nminopheny]nlnnine 

Died 

None 

Urethra 

54 

Surgery: x-ray 

Rapidly locally 
progressive 

1G0 

oral 

250 

Pcrfu?ion 

Recurrent, patient 
perfused 

y mo. 

Living 

None 

Melannmn 


Local excision r. time* 

No evidence recur¬ 
rence 

30 

31 
min. 

Perfusion 

Softening of area 

0 mo. 

Living 

None 

Madder 

.Vi 

Radium: x-ray 

Enlarging left in- 
guinul inn.**; 
edema leg 

100 

Perfusion 

Necrosis, relief of 
pain 

1 wk. 

Died _ • 

Profound 

effect 


57 

Surgery; radiation 

Progressive 

130 

Perfusion 

Necrosis 

13 day 

Died 

Severe 



Surgery: radiation 

Progressive 

320 

Perfusion 

Necrosis 

l» wk. 

Died 

None 

Colon 

50 

Mile's re*ectlon 

Perineal recurrence 

120 

Perfusion 

Disappearance of 
tumor mass fol¬ 
lowed by recur¬ 
rence on side op¬ 
posite perfused 
area 

4 mo. 

Recurrent 

None 


GO 

Rejection and annstn- 
mosl* 

Recurrent mass in 
abdominal wall 

50 

Perfusion 

Partial regression 

8 wk. 

Improved—regres¬ 
sion 

None 


apv. The remission has been maintained for six 
months (at the time of this writing), with no new 
evidence of the disease. Two patients (cases 14 
and 15) had diffuse lympHadenopathv which sub¬ 
sided completely after therapy with p-di-(2-chloro- 
ethyl)-aminophenylalanine. The remission in both 
patients is still maintained three months later. 

Carcinoma of the Lung—Four patients with in¬ 
operable and rapidly progressive carcinoma of the 
lung were treated with p-di-(2-chloroethyl)-amino- 


phenylalanine. One patient (case 16) with diffuse 
metastatic disease involving the pleura and treated 
with p-di-(2-chloroethyl)-aminophenylalanine lias 
bad a marked objective remission for 11 months. 
There has been improvement in well-being, weight 
gain, and increased aeration of the involved lung. 
Another patient (case 17) with inoperable broncho¬ 
genic carcinoma involving the lymph nodes has also 
shown a steady but general improvement and a 
gradual decrease in size of the tumor mass. Two 


mi 


18 tumors-miller 

other, patients with disseminated bronchogenic car¬ 
cinoma (cases IS and 19), one after pneumonec¬ 
tomy, showed only r minimal improvement after treat¬ 
ment with • p-di-(2-chloroethyl)-aminophenylalanine. 

Carcinoma of the Ovary.—Five patients with 
ovarian carcinoma were treated with p-di-(2-chIoro- 
ethvl) -aminophenvlalanine. Four of these patients 
• had cvstadenocarcinoma of the ovary and one had 
a granulosa cell carcinoma of the ovary. Of the 
four patients with cvstadenocarcinoma (cases 20, 
21, 22, and 23) three showed only slight objective 
improvement after p - di - (2 - chloroethyl) - amino- 
phenylalanine therapy. No effect was noted in the 
fourth patient (case 23). In the patient with granu¬ 
losa cell carcinoma (case 24), a marked remission 
was obtained after administration of p-di-(2-chloro- 
ethyl) -aminophenylalanine. She was maintained in 
remission for one and one-half years and subse¬ 
quently' died as a result of intestinal obstruction. 
Autopsy findings revealed complete disappearance 
of all tumor masses noted during her laparotomy 
a year and a half before. Intestinal obstruction was 
caused by a fibrous tissue mass at the site of a 
previous tumor. 

Carcinoma of the Uterus.— Two patients with 
malignant tumor of the uterus were treated. One 
patient with endometrial carcinoma (case 25), 
previously' treated with triethvlene thiophosphora- 
mide, failed to respond to p-di-(2-chloroethyl)- 
aminophenylalanine therapy. One patient with 
fibrosarcoma of the uterus (case 26), whose tumor 
had been rapidly recurrent before therapy, re¬ 
mained free of tumor masses for eight months. Her 
general condition is well maintained and without 
obvious tumor recurrence at the time of writing. 

Carcinoma of the Tongue.— Three patients with 
carcinoma of the tongue, previously treated by 
surgery and radiation, received p-di-(2-chloroethyl)- 
aminophenylalanine. One patient (case 27) devel¬ 
oped a marked slough of the tumor mass. This 
remission was maintained for a four-month period, 
after which the tumor again started to grow rap¬ 
idly. Two other patients (cases 28 and 29), also 
had an objective remission, manifest by a decrease 
in tumor size, with subsequent regrowth after a 
four-month interval. 

Melanoma.— Four patients with melanoma were 
treated with p-di-(2-chloroethyl )-aminophenylala- 
nine. The axillary tumor of one patient (case 30) 
measured 20 by 30 cm. Complete necrosis of the 
tumor mass occurred after she received p-di-(2- 
chloroethyl) -aminophenyklanine. This resulted in a 
constant large amount of serosanguineous discharge, 
which was not adequately replaced. The patient 
died about five weeks after initial treatment. At this 
time the entire tumor mass had become necrotic. 

In another patient (case 31) one course of 150 mg. 
of p-di- (2-chloroethyl) -aminophenylalanine was 
given after removal of a large melanoma and its 
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satellite from the back. There has been no evidence 
of any recurrence of any dissemination of the le¬ 
sion during the nine-month follow-up period. 

One other patient, (case 32) with disseminated 
melanoma failed to show any response after ad¬ 
ministration of the drug. The remaining patient 
(case 55) was treated by' perfusion and will be 
described subsequently. 

Ncunlemmoma.-P-di-(2-ch}oroethyl)-aminophen- 

ydalanine was administered to one patient (case 33) 
with widely disseminated neurilemmoma. Within 
the first month after treatment one mass, measuring 
about 25 by 40 cm., resolved to within one-third 
its original size. Other masses, however, although 
static for a while began to enlarge again, and her 
status subsequently deteriorated rapidly'. Repeated 
courses of p-di- (2-chIoroethy'l) -aminophenylalanine 
therapy were without objective benefit. 

Fibrosarcoma of the Back .-One patient (case 34), 
had a large fibrosarcoma of the back, measuring 
about 20 by' 30 cm., which could not be removed 
completely. After operation he received 200 mg. of 
p-di-(2-chloroethy'l)-aminopheny'lalanine. The re¬ 
sidual tumor has disappeared and lie remains free 
of disease eight months hence, at the time of 
writing. 

Kaposi's Sarcoma .—The presenting features in 
the patient with Kaposi’s sarcoma (case 35) were 
numerous subcutaneous nodules, enlargement of 
lymph nodes, and psoriasis. In addition to a course 
of therapy with 160 mg. of p-di-(2-chloroethyl)- 
aminophenylalanine, this patient received dexa- 
methasone (Decadron) for the treatment of his 
dermatological disorder. An excellent remission has 
been obtained for nine months, and nearly all of 
the lymph nodes and subcutaneous masses that 
were previously 7 palpable are no longer detectable. 
His general health is well maintained, at the time 
of writing. 

Carcinoma of the Colon .—Eleven patients with 
carcinoma of the colon received p-di-(2-chloro- 
ethyl)-aminophenylalanine. One of these patients 
(case 59) was treated by segmental perfusion for 
a recurrent tumor mass in the perineal wound 15 
months after an abdominoperineal excision of the 
rectum (Mile’s operation). Another patient with 
recurrence two and one-half years after operation 
was treated by perfusion. Of the nine cases treated 
by oral administration, only two showed objective 
evidence of improvement. One patient (case 36), 
whose tumor was originally in tire cecum and who 
had a local recurrence, developed a rapid increase 
in tlae size of her tumor mass after administration 

of p-di-( 2 -chloroethyl)-aminophenylalanine. Dur¬ 
ing laparotomy a complete disappearance of nu¬ 
merous nodes, noted during the .first operation, 
was revealed in the para-aortic. chains, and, in 
addition, the tumor mass in the right lower quad- 
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rant was completely necrotic and contained lique¬ 
fied hemorrhagic matter. A patient (case 37) whose 
status was terminal at the time therapy was 
instituted showed evidence of widespread abdomi¬ 
nal dissemination after colonic resection, and there 
was fluid in both thoracic cavities. The pleural 
effusions were treated by the instillition of nitrogen 
mustard, and, in addition, she received p-di-(2- 
ehlorocthyO-aminophenylalanine. During the en¬ 
suing three months there was no recurrence of fluid 
within the thoracic cavities, the ascites disappeared, 
and all tumor masses in the abdomen also disap¬ 
peared. This was followed by a prompt reappear¬ 
ance of abdominal tumor masses and a steady 
downhill course. 

Gastric Carcinoma.— One patient with carcinoma 
of the stomach (case 45), previously treated with 
triethvlenc thiophosphoramide. was treated with 
p-di-(2-chloroethyl)-aminophenylalanine. There was 
no objective evidence of any amelioration of the 
disease. 

Various Malignant Diseases.— Other patients with 
such diseases as Ivmphoepithelioma (case 46). 
nephroblastoma (case 47), osteogenic sarcoma 
(case 4S), and mucoid adenocarcinoma (case 49) 
were treated with p-di-(2-chloroethyl)-aminophen- 
ylalanine. There was no improvement afterward. 

Also treated with p-di-(2-chloroethyl)-amino- 
phenylalanine were patients with neurofibrosarcoma 
of the mesentery of the small intestine (case 50). 
prostatic carcinoma (case 51), malignant lymphoma 
(case 52), and laryngeal carcinoma (case 53). 

Treatment with p-di-(2-chloroethyl)-aminophen- 
ylalanine-was undertaken in case 50 after a pallia¬ 
tive resection. At operation numerous involved 
nodes could not be removed because of their loca¬ 
tion in the root of the mesentery of the small in¬ 
testine. Treatment was instituted with the hope of 
controlling this residual tumor. Tire patient received 
a total dose of 160 mg. initially. She has been 
maintained on therapy with 60 mg. of p-di-(2-chloro- 
ethyl)-aminophenylalanine even' three months, 
bringing the total to 320 mg. at the time of writing. 
There has been no evidence of any abdominal tu¬ 
mor mass and this patient continues to remain in 
good health, 11 months later. 

The patient with prostatic carcinoma (case 51) 
showed no response to 200 mg. of p-di-(2-chloro- 
ethyl)-aminophenylalanine. This patient had been 
previously treated by orchiectomy and administra¬ 
tion of estrogen. The patient (case 52) with widely 
disseminated malignant lymphoma also failed to 
respond. 

The patient with laryngeal carcinoma (case 53) 
showed evidence of some focal necrosis and de¬ 
crease in size of the tumor mass. This patient died 
after a sudden hemorrhage of one of the great 
vessels of the neck, having received a total dose of 
240 mg. of p-di-(2-chloroethyl)-aminophenylalanine. 


Patients Treated by Segmental Perfusion with 
P-di-(2-chloroethyl)-aminophenvlalanine 

Seven patients were treated by segmental perfu¬ 
sion with p-di-(2-chloroethyl)-aminophenylalanine. 
In only five of these patients was the disease local¬ 
ized within the segment. The other two patients, 
one with bladder carcinoma and one with rectal 
carcinoma, showed evidence of hepatic involve¬ 
ment. 

Carcinoma of the Female Urethra.—A female pa¬ 
tient (case 54) with carcinoma of the urethra with 
extension to the inguinal lymph nodes was treated 
with p-di-(2-chloroethyl)-aminophenylaIanine ad¬ 
ministered orally. During the ensuing 30 days 
after conclusion of therapy the. ulcer in the right 
lower quadrant healed completely and the primary 
tumor decreased to about one-tenth of its original 
size. After six months, slow regrowth of a nodule 
in the right lower quadrant was observed and this 
patient subsequently underwent perfusion of the 
pelvic viscera with 150 mg. of p-di-(2-chloroethyl)- 
aminophenylalanine. Some changes were noted 
about the tumor within the first week, although the 
acute necrosis that had been noted in some in¬ 
stances of bladder tumor treated in this fashion 
had not been observed. Marked regression has since 
occurred and the lesion has now healed almost 
completely. There has also been a marked improve¬ 
ment in the patient’s general condition. 

Melanoma—In another patient (case 55), after 
six operations for local recurrence of a lymphangio- 
sarcoma of the left upper extremity, perfusion with 
p-di-(2-chloroethyI)-aminophen\ialanine was under¬ 
taken. Although the histological study failed to re¬ 
veal any residual tumor, the history indicated a 
rapid recurrence which prompted treatment by per¬ 
fusion. No evidence of any recurrence has been 
noted during the six months after perfusion. 

Carcinoma of the Bladder.— Therapy with p-di- 
(2-chloroethyl)-aminophenvlalanine w'as .undertaken 
in three patients with carcinoma of the bladder. 
The tumor areas were treated by perfusion of the 
pelvic viscera. About 150 mg. of intravenously 
given p-di-(2-chloroethyl)-aminophenylaIanine was 
added to the extra corporeal circuit and circulation 
was maintained for about 15 minutes. 

. In case 56 the tumor mass was extremely large 
and involved the entire left low r er quadrant, pro¬ 
ducing lymphedema of the left lower' extremity. 
There was also hepatic involvement. A decrease in 
size of the tumor mass was noted during the first 
week after operation. There was also relief of pain 
after the perfusion. At the beginning of the second 
w'eek this patient developed marrow depression 
and died. Autopsy findings revealed focal necrosis 
in the pelvic tumor mass and also in the hepatic 
nodules. 
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Another patient (case 57), whose situation was 
identical, experienced complete liquefaction of the 
tumor which drained subsequently through a sinus- 
in the lower quadrant. The patient s postoperative 
course was complicated by wound dehiscence, but 
its surgical repair was without incident. However, 
both preoperatively and postoperatively, this pa¬ 
tient had an unexplained high temperature. On his 
13th postoperative day, after what appeared to be 
an unremarkable course (and by this time all 
drainage had ceased from the sinus), hyperpyrexia 
and evidence of marrow depression developed. 

This patient died. 

The patient (case 58) whose tumor was confined 
to the bladder underwent perfusion (after per¬ 
formance of a biopsy) without incident. There were 
no signs of a recurrent malignancy during the post¬ 
operative course. A second biopsy performed seven 
days later showed necrosis at the side of the tumor. 
Despite all supportive measures this patient con¬ 
tinued a slow downhill - course and died. Autopsy 
revealed numerous renal abscesses. The site of the 
tumor was marked by an ulcer. There was only a 
small plaque of residual tumor. 

Carcinoma of the Colon.—A patient (case 59) 
whose recurrence of carcinoma was in the perineum, 
was treated by perfusion of the lower abdominal 
segment. At laparotomy diffuse hepatic metastasis 
was revealed, in addition to the large pelvic mass. 
Perfusion was followed by complete disappearance 
of the perineal mass, healing of the biopsy site, and 
amelioration of pain. After two months there was 
some pain but no recurrence of the perineal mass. 

An unexplained observation is the complete loss of 
pubic hair and hair over the abdomen to the left 
of the midline in the segment which had been per¬ 
fused. The possibility that the blood from the extra¬ 
corporeal circuit was perfused largely through the 
-Jl iliac artery is to be considered. This patient 
has since developed a metastasis- to the right 
ischium. The perineal mass' has not recurred to the 
time of writing. 

One patient (case 60) had been operated on 
for carcinoma of the sigmoid two years prior to per¬ 
fusion. This tumor had become recurrent, and at 
the time of perfusion the mass involved the retro¬ 
peritoneal tissues behind the sigmoid and had ex¬ 
tended anteriorly into the abdominal wall. The 
lower pelvis viscera were perfused, but in this pa¬ 
tient 1 mg. per kilogram of body weight of p-di-(2- 
chloroethyl) -aminophenylalanine was added to the 
perfusant. Her recovery was uneventful. The mass 
in the abdominal wall, although still present, is now 
about one-fifth of its original size. An effect was 
noted in the mass within three days after perfusion. 

Her general condition remains good eight weeks 
after perfusion. 
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Comment 

The result of this study indicates that some amel¬ 
ioration can be obtained by administration of 
p-di-(2-chloroethyl)-aminophenylalanine in certain 
types of malignant tumors in human beings. In the 
types in which effects have been noted, there have 
been varying degrees of response, including some 
instances in which no detectable effects have been 
observed, and other instances in which complete 
regression has taken place for a prolonged period. 
The reason for this, of course, is not known, but it 
would appear that some participation of host factors 
might also be necessary in order to obtain regres¬ 
sion. The stage of the disease when therapy is in¬ 
stituted might also be an important factor. The most 
marked effects have been noted in patients with 
sarcoma, particularly in those with Hodgkin s dis¬ 
ease, fibrosarcoma, Kaposi’s sarcoma, and neuro¬ 
fibrosarcoma. A number of patients with carcinoma 
of the breast are apparently favorably affected by 
the drug. A marked effect, manifested as extensive 
necrosis, has been observed in a patient with mel- 
anosarcoma. Patients with carcinoma of the gastro¬ 
intestinal tract are only slightly affected. 

When p-di- (2-chloroethyl) -aminophenylalanine 
was introduced into an isolated segment by the pre¬ 
viously described perfusion technique, two patients 
with gastrointestinal carcinoma had a decrease in 
size of the masses. The possible explanation of this 
may lie in the fact that, the local concentration of 
the drug is higher when given by this route than by 
any other. Perhaps, if such high concentrations 
could be attained by oral administration, the ef¬ 
fects could be reduplicated. Unfortunately, the only 
limiting factor is, of course, the effect on the mar¬ 
row with such high concentrations. 

Of the patients treated by perfusion, all, but the 
one in case 55 were perfused with 2 mg. per 
kilogram of body weight of p-di-(2-chloroethyl)- , 
aminophenylalanine. Two of these patients showed 
profound evidence of marrow depression. In these 
patients the tumors -Urge and complete ne¬ 
crosis occurred after perfusion. It is possible that 
the products of tissue destruction contributed to 
the marrow depression, since other patients per¬ 
fused with the same amount of the drug did not 
manifest the same effects. 

Summary 

Sixty patients with various malignant tumors 
were treated with p-di-(2-chloroethyl)-aminophenyl- 
alanine (Sarcolysin, Sarcolysine [nitrogen mus¬ 
tard]). With the usual orally administered dose, 
namely, 2 mg. per kilogram of body weight, pro¬ 
found effects on the marrow were rarely observed. 

Sarcomas of varying types, especially Hodgkin s 
disease, appear to be the most susceptible tumors. 
Next in order of susceptibility 'are the melanomas 
and carcinoma of the breast. Occasional cases of 
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carcinoma of the lung, carcinoma of the tongue, 
carcinoma of the ovary, and carcinoma of the colon 
are susceptible, although for much shorter periods 
than the aforementioned tumors. 
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MANAGEMENT OF THE CHILD WITH THYROIDAL CARCINOMA 

Alvin B. Hayles, M.D., Roger L. J. Kennedy, M.D., Oliver H. Beahrs, M.D. 

and 

Lews B. Woolner, M.D., Rochester, Minn. 


Carcinoma of the thyroid gland among children 
has been diagnosed with increased frequency dur¬ 
ing recent years. 1 At the same time, new techniques 
for the study and treatment of thyroidal disease 
have been described. The pediatrician who once 
thought of thyroidal carcinoma as a medical curi¬ 
osity must now consider it in the differential diag¬ 
nosis in any child seen with a nodular goiter or 
persistent cervical adenopathy. 

Material and Background Data 

It is the purpose of this presentation to relate 
experience gained in the management of children 
less than 15 years of age with carcinoma of the 
thyroid, who have been seen at the Mayo Clinic. 
In an earlier publication, 2 we reported observations 
on 41 children with thyroidal carcinoma who were 
seen before Jan. 1, 1955. Studies on these patients 
have been extended, and 18 new cases have been 
added. Two of this latter group were found in a 
review of pathological specimens removed from the 
thyroids of children and, therefore, should have 
been included in our earlier report. The remaining 
new patients were seen in the period Jan. 1, 1955, 
through May 31, 1959. The entire group of 59 pa¬ 
tients included 40 girls and 19 boys. Figure 1 repre¬ 
sents the distribution of patients according to year 
of diagnosis. The diagnosis of carcinoma was con¬ 
firmed in every' patient by careful examination of 
adequate pathological specimens. 

From the Mayo Clinic and the Mayo Foundation, The Mayo Founda¬ 
tion is a part of the Graduate School of the University of Minnesota. 

Read before the International Congress of Pediatrics, Montreal, 
Quebec, Canada, July 20 to 25, 1959. 


According to the medical histories of 59 
children having thyroid cancer, 58 had pal¬ 
pable masses in the neck which were not 
associated with preceding infections or sys¬ 
temic reactions. The neoplasm occurred most 
frequently in girls (40) and characteristically 
grew slowly. Often, early in the course of the 
disease, metastatic growths were found in 
the cervical lymph nodes. Two patients had 
tumors located in thyroid lobes directly under 
skin areas previously treated with roentgen 
rays, one for a hemangioma and another a 
keloid. Treatment of choice for such tumors 
in children, as in adults, is surgical excision 
when the lesion is considered operable. 
Radioiodine is of benefit when administered 
to selected patients with inoperable lesions. 
Those which do not accumulate iodine should 
be treated with roentgen rays or radium. 


Carcinoma of the thyroid may' occur at any' age. 
Nine of our patients manifested evidence of the 
disease before they' were 5 y'ears of age, although 
only' one patient in this group was treated before 
tins age. The distribution of patients according to 
age at time of onset of symptoms or signs is pre¬ 
sented in figure 2. The average duration of symp¬ 
toms or signs before the diagnosis was established 
was about two y'ears, the range being from one 
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day to 13 years. The distribution of patients ac¬ 
cording to age at time of diagnosis is presented in 
figure 3. 

The report of Duffy and Fitzgerald a in 1950 has 
prompted much discussion of the possible relation 
between irradiation and carcinoma of the thyroid 



Fig. 1.—Distribution of patients according to year of 
diagnosis of thyroid carcinoma (total 59 cases). 

gland. 4 Among the 59 patients of this study, 30 are 
known to have had irradiation directed to the head, 
neck, or chest three or more years before the diag¬ 
nosis of carcinoma of the thyroid was established. 
In 11 patients there is no history of irradiation, 
while information about the remaining 18 patients 
is not available (table 1). Three patients are of 
particular interest: One was born with a large 
solitary mass in the thyroid which, on removal at the 
age of 6 months, was proved to be a thyroid car¬ 
cinoma; there was no history of the mother having 
been given irradiation. On the other hand, in 'two 
patients carcinoma of the thyroid developed in the 
lobes directly under areas treated with roentgen 
rays—in one instance for a small hemangioma, and 
in the other for keloid secondary to a burn. 



Fig. 2.—Distribution of patients according to age at time 
of onset of symptoms or signs. 


In general, carcinomas of the thyroid can be 
divided into two groups, namely those of a low 
grade of malignancy, most of which are papillary, 
and those of a high grade of malignancy, which aie 
the anaplastic carcinomas. The behavior pattern of 
each group of tumors is decidedly different from 
that of the other. Anaplastic tumors of the thyroid 
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fortunately are extremely rare among children. 
When such lesions occur, they are rapidly invasive 
do not respond to treatment, and cause death in a 
short period. Papillary carcinoma of the thyroid 
almost always grows slowly, although metastatic 



Fig. 3.—Distribution of patients according to age at time 
of diagnosis of thyroid carcinoma. 

lesions appear early and may be extensive at the 
time the disease is recognized. Most such tumors 
respond to one or more types of treatment, and 
either cure or many years of palliation can be 
anticipated. 

The diagnosis of thyroidal carcinoma can be 
established only by histological examination, but 
the disease presents a clinical picture that is so 
characteristic that it strongly suggests its presence. 
According to the case histories, 58 of the 59 pa¬ 
tients had palpable masses in the neck that had not 

Table 1 .—History of Previous Irradiation Among 
Fifty-nine Children with Carcinoma of Thyroid 

No information available ... 

No history of irradiation . 

Previous irradiation . 

Site of (and reason for) irradiation 

Chest (chronic cough) . 

Chest and nasopharynx (recurring 
upper respiratory infections) .... 

Nasopharynx (recurring upper 
respiratory infections or 
obstructing adenoids) .. 

Thymus .... 

Neck. 

Chronic-cervical adenopathy ... 

Hemangioma of neck. 

Keloid after bum . 

Scalp (ringworm) . ; . 

been associated with preceding infections or 
systemic reactions. Two patients complained also o 
respiratory obstruction, and another noted hoarse¬ 
ness. Only , one patient was suspected of having 
hyperthyroidism. A small papillary carcinoma was 


No. of Cases 
18 
11 
30 

6 

1 

7 

10 

5 

3 

1 

1 

1 
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an incidental finding at the time of thyroidectomy 
for exophthalmic goiter in one patient. A total of 
42 patients had palpable cervical lymph nodes as 
the result of the thyroidal carcinoma at the time 
of admission to the clinic; in 31 patients, the en¬ 
larged nodes were confined to one side of the neck, 
whereas they were palpable bilaterally in 11. 

Twenty-three of the 59 patients had metastatic 
involvement of the lymph nodes on both sides of 
the neck at some time during the course of the 
disease. Eleven patients had palpable lesions of 
the thyroid alone, but 2 of these were found to 
have metastatic enlargement of the lymph nodes at 
the time of the operation, so that only 9 of the 11 
were not proved to have metastasis. These 9 pa¬ 
tients and the one in whom a small papillary car¬ 
cinoma was found incidentally at thyroidectomy 
for exophthalmic goiter thus make a total of only 


palpated, but in an occasional patient the gland has 
been described as diffusely enlarged or firmer than 
normal. In the present series, 53 patients were 
considered to have abnormality of the thyroid on 
palpation at the time of the original examination, 
and only 6 patients had small primary lesions of the 
thyroid that were not palpable before operation. 
Fifteen patients were considered on clinical exami¬ 
nation to have abnormalities involving both lobes 
of the thyroid. We should like to emphasize that 
the presence of enlarged, firm, discrete, nontender 
lymph nodes in the cervical region, when associated 
until palpable abnormality of the thyroid, is strong 
evidence of thyroidal carcinoma. 

Laboratory studies have been of little help in 
establishing the diagnosis of thyroidal carcinoma, al¬ 
though they sometimes aid in excluding other 
conditions. 


Total patient? . 

Male . 

Female . 

Pathological dlngnosl* 
Papillary carcinoma 
Follicular carcinoma 

Solid carcinoma . 

Nonsurglcal treatment 

X-ray ... 

Radium .. 

X-ray ami radium .. 

I 13X . 

X-ray and I 131 . 

Radium and I ,8X ... 
Deaths . 


Table 2.— Thyroidal Carcinoma in Children: Classification of Cases 


No. of Patients In Group* 


A 

B 

C 

D 

10 

25 

3 

12 

A 

8 

0 

6 

0 

20 

3 

6 

5 

2S 

3 

11 

-1 

... 

... 

... 

1 

... 


1 

7 

13 

3 

8 

1 

3 

o 

... 

C 

8 


... 

... 

1 

1 

... 

... 

1 

... 

8 

o 


2 

1 

(1 surgical, 1 

(1 proved. 

(1 carcinoma. 

(carcinoma ?) 


from carcinoma) 1 presumed 1 sarcoma arising 
carcinoma) In neck) 


E 

6 

1 

5 

6 


1 

1 

o 

(carcinoma) 


•Group A: thyroidal carcinoma without metastasis, treated primarily by surgical excision; group B: thyroidal carcinoma with cervical metas¬ 
tasis, treated primarily by subtotal thyroidectomy and excision of nodes; group C: thyroidal carcinoma with cervical metastasis, treated by 
external irradiation alone; group D: extensive thyroidal carcinoma, treated primarily by total thyroidectomy; group E: inoperable thyroidal 
carcinoma. 


10 patients who were not proved to have metastasis 
to the cervical lymph nodes. The number of in¬ 
volved lymph nodes varied, but in most patients not 
more than tliree or four were palpable on the 
original examination. Lymph nodes affected by 
thyroidal carcinoma have a characteristic feel. They 
are firm, usually movable, nontender and discrete, 
and in most cases are members of the tracheoesopha : 
geal or jugular chain of nodes. The diameter of 
most of the nodes varied between 1 and 2 cm. In 
our experience, fixation or matting of the cervical 
lymph nodes by thyroidal carcinoma is seen only 
late in the course of the disease. 

The thyroid should be carefully palpated in every 
child who has enlarged, nontender cervical lymph 
nodes. If enlargement of these nodes is the result 
of metastasis from thyroidal carcinoma, the thyroid 
will almost always be found abnormal on palpation. 
In most instances a firm, nontender nodule has been 


Classification of Cases 

In our earlier publication we arbitrarily divided 
the children seen at the Mayo Clinic because of 
carcinoma of the thyroid into five groups based on 
the type of treatment given at the time of the 
patient’s original visit to the clinic. The relatively 
small number of patients, the difference in the 
degree of involvement by carcinoma, and the great 
variability in the types of treatment used make it 
apparent that no truly satisfactory grouping of 
patients is possible. It seems worthwhile, however, 
to continue the use of this grouping with slight 
modification (table 2). 

Ten patients with carcinoma of the thyroid with¬ 
out metastasis make up group A. They were treated 
by surgical excision of the carcinoma. Seven of 
these patients were given external irradiation (six 
patients with radium, one with x-ray) during the 
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postoperative period. One of the patients died of 
thyroidal carcinoma with pulmonary metastasis and 
another of respiratory obstruction 40 hours after 
excision of the tumor. 

The 28 patients included in grout) B were, for 
the most part, seen initially by a physician because 
of enlarged cervical lymph nodes. In 17 patients the 
diagnosis was established by biopsy of these nodes 
before the patients arrived at the clinic or at the 
time of subtotal thyroidectomy. Each was treated 
by subtotal thyroidectomy and excision of in¬ 
volved cervical lymph nodes. Although the extent 
of the thyroidectomy varied considerably, in most 
instances total lobectomy and modified dissection 
of the neck were carried out on the affected side 
while the uninvolved lobe was subtotally removed. 
Twelve patients, all seen before 1951, were given 
external irradiation, and one was treated with 
radioiodine (I 1111 ). Twelve patients have had one or 



Fig. 4.—Histological section through typical papillary 
carcinoma showing mixture of papillary, follicular, and solid 
components. Hematoxylin and eosin stain (X 50). 


more additional operations for removal of recurrent 
.carcinoma in the thyroid or in cervical or substernal 
lymph nodes. Two deaths occurred in group B. 

The three patients of group C were treated with 
roentgen rays and radium alone, at least early in the 
course of the disease. The records indicate that they 
had no more extensive carcinoma than did the pa¬ 
tients of group B' but they were electively treated 
with external irradiation. One of the patients, first 
seen in 1924 with papillary carcinoma involving the 
right lobe of the thyroid and metastatic spread to 
the cervical lymph nodes, underwent x-ray therapy 
for 18 years. Metastatic spread to the thorax was 
first noted in 1943, and the patient died in 1945. 
The second patient, first seen in 1934 because of 
papillary carcinoma of the left lobe of the thyroid 
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with metastatic spread to the cervical lymph nodes, 
jeceived x-ray and radium therapy for many years. 
At the time of her last examination in 1958, there 
was no definite evidence of residual thyroidal car¬ 
cinoma, but she had disturbing actinodermatitis of 
the neck and upper part of the thorax. The third 
patient, seen in 1940 because of carcinoma of both 
lobes of the thyroid with metastasis to the cervical 
lymph nodes on the left, received x-ray therapy both 
at the clinic and in her home community. In 1957 
she developed a rapidly growing cervical mass 
which was histologically proved to be a highly 
malignant sarcoma. She died in May, 1957. 

Group D is made up of 12 patients, seen since 
1952, with extensive papillary carcinoma of the' 
thyroid. Each underwent total thyroidectomy with 
removal of cervical lymph nodes. In 11 of the 12 
patients it was necessary to remove involved cervi¬ 
cal nodes from both sides of the neck, and in the 
one patient with unilateral involvement of the neck 
both lobes of the thyroid had been replaced by car¬ 
cinoma. Eight patients of this group, including three 
with pulmonary metastasis, have been treated with 
I 131 . The progress of one patient who underwent 
total thyroidectomy in 1952 lias not been followed 
at the clinic since 1954, and we have just learned 
of her death. The remaining three patients are still 
under observation and manifest no evidence of 
residual carcinoma. Persistent hypoparathyroidism, 
a most disturbing complication of total surgical 
thyroidectomy, ensued in 11 of the 12 patients of 
this group. 

Group E comprised six patients who were seen at 
the clinic before 194S and were considered to have 
inoperable carcinoma of the thyroid at the time of 
their first visit. All were treated with I 131 , radium, or 
roentgen rays, singly or in combinations. Extensive 
infiltration of the recurrent laryngeal nerves, 
trachea, or esophagus and metastasis to the lungs 
were the criteria by which these tumors were 
judged inoperable. Two deaths occurred in group E. 
It is remarkable that four of these patients were 
living and well when last contacted 11 to 27 years 
after the diagnosis of thyroidal carcinoma had been 
established. 

Pathological Aspects 

' Thyroidal carcinomas may be classified into four 
main histological types. The most common is papil¬ 
lary carcinoma, a slowly growing, typically unen¬ 
capsulated tumor which metastasizes mainly to 
regional lymph nodes. The second type, also slowly 
growing, is termed “follicular carcinoma. This is 
usually an encapsulated lesion that tends to infil¬ 
trate vessels or surrounding thyroid and metastasizes 
via the blood stream to the lungs or bones. The 
third type, which grows rather slowly, is termed 
“solid carcinoma” on the basis of its microscopic 
architecture, the cells occurring in nests or sheets 
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without papillary projection or follicle formation. 
The stroma may present a peculiar hyaline or 
amyloid-like change. Tumors of this type may 
metastasize to nodes or distant sites. The fourth 
type, anaplastic carcinoma, grows rapidly and pre¬ 
sents a number of microscopic patterns, among 
which the spindle and giant cell varieties are com¬ 
mon. To this list must be added the occasional 
primary thyroidal malignant lymphoma. 

Carcinoma of the thyroid in children is predom¬ 
inantly of the papillary type. Of our 59 cases, 53 
were of the papillary type, 4 of the encapsulated 
follicular type, and 2 of the solid-carcinoma type. 
Mo examples of anaplastic carcinoma. Hurthle cell 
carcinoma, or primary lymphosarcoma were en¬ 
countered. 

Microscopic examination in papillary carcinoma 
reveals a spectrum of architecture that varies from 
that of purely papillary to that of almost purely 
follicular structure, but in most cases tbc tumor is 
composed of a mixture of neoplastic follicles and 
papillary projections (fig. 4). In addition, a more 
cellular solid component is frequently encountered. 
Psammoma bodies are seen in many cases. In those 
cases in which neoplastic follicles with good produc¬ 
tion of colloid make up the bulk of tbe tumor, satis¬ 
factory concentration of I 101 may be demonstrated. 
In tumors that are predominantly papillary there is 
little or no concentration of the isotope. In general, 
the gross extent of the lesion when first seen, rather 
than the microscopic architecture, appears to be the 
more important consideration in management of 
the individual patient and in prognosis. 

Grossly, papillary' carcinoma is, with a few excep¬ 
tions, an unencapsulated and invasive lesion that 
infiltrates thyroid parenchyma and shows varying 
degrees of sclerosis within the tumor tissue. The 
size of the primary' lesion varies greatly. At the one 
extreme are those primary carcinomas, usually less 
than 1 cm. in diameter, that are associated with 
bulky nodal metastasis (occult papillary' carcinoma 
of the thyroid) (fig. 5a). In this series there were 
six lesions of this type, the thyroid gland being, as 
a rule, impalpable on clinical examination. At the 
other extreme are those cases in which the bulk of 
the thyroid is replaced by papillary’ carcinoma, 
sometimes with extension beyond the capsule into 
adjacent structures (fig. 5b). The presence or ab¬ 
sence of extension of the primary' lesion beyond 
the thyroid capsule is of importance in that a re¬ 
currence in the midline of the neck with encroach¬ 
ment on the larynx or trachea is, in tumors of the 
papillary' variety, a potential threat to life. Most 
primary' papillary' carcinomas in this series were 
confined to the thyroid itself. 

Metastasis to cervical nodes was noted in 47 of 53 
cases of papillary' carcinoma, an incidence that is 
considerably higher than that seen in similar lesions 


in adults. As a rule, the metastaticallv involved 
nodes are large and discrete, and there is no in¬ 
filtration of tumor beyond the capsule. Cystic and 
calcareous degeneration may occur. The total num¬ 
ber of nodes that were proved to be involved in a 
single case varied from 1 to 34, involvement of 
multiple nodes being the usual finding. Pulmonary' 
metastasis was diagnosed on the basis of roent- 
genographic findings in eight patients. In an addi¬ 
tional patient the diagnosis of .pulmonary’ metastasis 
was based on marked concentration of I 131 in both 
pulmonary fields, although the results of roent- 
genographic examination of the thorax were con¬ 
sidered normal. No distant metastasis, other than 
pulmonary’, was proved in any case although sus¬ 
pected in one. 

One patient having papillary carcinoma, with 
rocntgenographic evidence of pulmonary' metastasis 
’when first seen, is worthy of special comment. After 
removal of a cervical node for diagnosis, the patient 



Fig. 5.—Gross features of papillary carcinoma of thyroid. 
a, primary lesion G mm. in diameter in left lobe, with meta¬ 
static involvement of multiple bilateral tracheoesophageal 
lymph nodes and left jugular nodes, b, papillary carcinoma 
of right lobe of thyroid .3.5 cm. in diameter, with metastatic 
involvement of right and left tracheoesophageal and right 
jugular lymph nodes. Primary lesion extended beyond thy¬ 
roid capsule to involve right laryngeal nerve and wall of 
trachea. 

was given extensive x-ray therapy to the cervical 
region. Fourteen years later a second cervical node 
was removed and more x-ray therapy was given. 
Eighteen years after the original diagnosis a massive 
tumor developed in the anterior part of the neck, 
and the patient died of widespread disease within 
a few months. Histologically, the lesion was an 
anaplastic spindle cell neoplasm believed to be a 
radiation-induced sarcoma. 

Follicular carcinoma was found in four cases. 
Lesions of this type were grossly encapsulated and 
showed rather minimal evidence of infiltration. 
Definite vascular invasion, however, was demon¬ 
strated in one case. Mo involvement of lymph nodes 
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was found in this group at the time of operation. 
One patient, an infant, died postoperatively. The 
progress of the other three patients has been fol¬ 
lowed for 9 to 32 years without evidence of nodal 
or distant metastasis. 

Of the two patients with solid carcinoma, one had 
no evidence of metastasis at the time of operation 
and died 20 years later, with evidence of cervical 
and distant metastasis. The other had bilateral 
metastasis to the cervical nodes at the time of 
operation and died eight years later of shock after 
cesarean section; postmortem examination disclosed 
metastasis to the lungs and liver and bilateral pheo- 
chromocytoma. 

Surgical Treatment 

The treatment of thyroidal carcinoma in children 
is similar to that in adults. The treatment of choice 
is surgical if, on clinical examination, the lesion is . 
thought to be operable. Even if there is some ques¬ 
tion as to operability, all lesions should at least be 
explored to obtain tissue for histological study and 
frequently for removal of the bulk of the accessible 
portions of the thyroid and the carcinoma so that 
the remaining portions may be more easily treated 
by other means. Prior to operation for a nodular 
goiter, whether or not the lesion is suspected of 
being carcinoma, the lateral cervical regions should 
be examined carefully for any evidence of 
metastasis, so that the surgical procedure can be 
better planned. 

The thyroid should be explored through the 
usual collar incision. After the strap muscles have 
been spread and retracted laterally, the thyroid is 
exposed and any tumor is carefully examined. If 
there is gross evidence of carcinoma, the surgeon is 
justified in proceeding with total lobectomy on tire 
side of the lesion, taking precautions to.preserve the 
recurrent laryngeal nerve and, if feasible, para¬ 
thyroid tissue. 

The tracheoesophageal nodes are the ones most 
frequently involved in the presence of papillary 
carcinoma of the thyroid; hence, they should al¬ 
ways be explored and removed if there is any ques¬ 
tion of involvement. The midjugular and the lower 
deep jugular groups of nodes are the next most 
commonly involved. Metastatic lesions in the upper 
deep jugular group of nodes are found less fre¬ 
quently. If extensive nodal involvement is present 
in the lateral part of the neck, radical cervical 
dissection is considered the best procedure. In most 
cases, however, in which nodal metastasis is present, 
a modified dissection of the neck will suffice. This 
procedure varies in extent as the findings dictate; all 
groups of involved nodes, node-bearing fascia, and 
fat should be removed. The internal jugular vein, as 
• well as adjacent muscles in the area of involvement, 
may likewise have to be sacrificed. 


Metastatic papillary carcinoma from the thyroid 
tends to remain encapsulated for long periods. On 
occasion it has been necessary to excise another 
node or group of nodes when metastasis has be¬ 
come apparent at some time after the initial spread. 
A third operation is rarely indicated. If nodes are 
not clinically palpable in the neck and none is 
.discovered at the time of operation, the contents of 
the lateral part of the neck are not disturbed; Of 136 
patients with papillary carcinoma of the thyroid 
representing all age groups and receiving definitive 
treatment in accordance with these principles, none 
subsequently had an inoperable recurrence because 
of inadequate treatment of cervical metastatic 
lesions . 5 Because of this experience, we believe that 
radical dissection of the neck is not indicated in 
the great majority of patients with papillary car¬ 
cinoma of the thyroid. In the series of children with 
this disease, radical dissection of the neck has been 
considered necessary in only one instance. If the 
carcinoma is well localized, only partial lobectomy 
is performed on the contralateral side.in addition to 
lobectomy on the affected side. The partial lo¬ 
bectomy not only preserves thyroid tissue for normal 
metabolic function but also protects the correspond¬ 
ing parathyroid glands. If the carcinoma is situated 
in the isthmus of the thyroid, extensive subtotal 
thyroidectomy should be performed; a remnant 
equal to 1 to 2 Gm. of tissue on either side should 
be preserved. If the primary lesion is multicentric 
(as in 10 to 20% of patients in all age groups) and 
involves both lobes, total thyroidectomy should be 
performed. 

When distant or local metastasis or extension of 
the primary tumor makes the lesion inoperable, the 
surgeon is still justified in considering and per¬ 
forming, if possible, total thyroidectomy. This fa¬ 
cilitates possible treatment of the remaining car¬ 
cinoma by I iai . In the absence of all thyroid 
tissue, some carcinomas will function sufficiently to 
accumulate therapeutic amounts of I 13 . 

Total surgical thyroidectomy is frequently fol¬ 
lowed by parathyroid insufficiency, a complication 
that is serious enough to contraindicate this pro¬ 
cedure unless the seriousness of the carcinoma 
makes it specifically indicated. This is usually a 
complication of operation when wide-field total 

thyroidectomy is necessary. 

On rare occasions, a recurrent laryngeal nerve is 
injured accidentally. It may be sacrificed intention¬ 
ally, however, if it is necessary to circumvent the 
lesion. 

There has been one death due to operation 
among the 50 patients treated primarily by surgical 
means. This patient, an infant aged 6 months, died 
in 1940 after removal of a large carcinoma from 
the left lobe of the thyroid. 
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Use of Radioiodinc 

Radioiodine has proved useful in the treatment 
of certain patients with inoperable carcinoma of the 
thyroid. The successful use of this agent depends 
on the ability of the carcinoma to selectively ac¬ 
cumulate iodine in sufficient concentration to be 
lethal to the malignant cells. At the same time, the 
amount of I ,s * given must be small enough to avoid 
severe irradiation injury to the hematopoietic 
system. 

Carcinomas of follicular structure are more likely' 
to accumulate iodine than are carcinomas of papil¬ 
lary structure, although an occasional tumor of pre¬ 
dominantly papillary' structure may accumulate 
significant amounts of I l! ". Normal thyroid tissue 
usually accumulates iodine more readily than does 
carcinomatous thyroid tissue; therefore, it is neces¬ 
sary to remove the normal thyroid tissue which is 
competing with the carcinomatous tissue for the 
administrated l ,a \ Normal thyroid tissue may be 
removed either by the administration of I ,a * 'or by 
surgical excision. We have come to prefer the latter 
method of treatment, since it avoids the additional 
hazard of administering the large amount of 1 ,!U 
necessary' to accomplish destruction of both normal 
thyroid gland and carcinoma. As a rule, surgical 
removal is a more certain method of ablating the 
normal thyroid, but its use adds the possible com¬ 
plication of hypoparathyroidism. 

In the absence of normal thyroid tissue the 
iodine-accumulating ability of thyroidal carcinoma 
is best estimated by the administration of a tracer 
dose of I' 31 . The amount accumulated in the neck 
or in metastatic growths may be measured. At the 
same time, the total I' 31 retained is estimated by 
measuring the percentage of the total dose excreted 
in the urine during the 24 or 48 hours after ad¬ 
ministration of the test dose. The test dose should 
be large enough to assure definite localization in 
small metastatic deposits. In our experience, a total 
dose of 100 to 300 /tc has proved satisfactory'. 

Radioiodine was used as a therapeutic agent in II 
children in this series. Two of tire patients were 
treated with it in an effort to destroy normal thyroid 
tissue and residual carcinoma. They were given I ,: " 
in three divided doses over a period of about nine 
months, the amounts given totaling 119.5 and 175 
me. respectively (the first dose in each case having 
been given to destroy the normal thyroid tissue). 
In the second of these patients depression of the 
bone marrow developed; slow but finally complete 
recovery' followed. The third patient was given 
50 me. of I' 3 ' after subtotal resection of the thyroid 
when studies of I ,3t uptake indicated that the car¬ 
cinoma had a marked avidity for radioiodine. The 
remaining eight patients to whom I 131 was given as 
a therapeutic agent were noted to have evidence of 
residual . carcinoma, as indicated by I 11 "-tracer 


studies made after total surgical thyroidectomy. In 
three of the patients there was evidence of 
metastatic spread to the lungs; this spread was 
proved in two.patients by roentgenograms of the 
thorax and by' increased uptake of I 131 by the lungs 
and in the third by increased radioactivity over the 
lungs without roentgenographic evidence of me¬ 
tastasis. Two of the three patients with metastasis 
to the lungs were given 64S and 335 me. of I 131 , re¬ 
spectively, in divided doses over a period of months; 
in each instance there has been evidence of resolu¬ 
tion of the metastatic lesions in the lungs. The third 
patient with metastasis to the lungs is presently' 
being treated with I 131 . The remaining five patients 
treated with P 31 after total surgical thyroidectomy 
had evidence of residual thyToidal carcinoma in the 
neck or upper part of tire mediastinum as indicated 
by' studies of I’ 31 uptake. They have been treated 
with total doses of I ,3 ‘ that varied between 100 and 
195 me., and in each instance subsequent studies of 
uptake have indicated resolution of the metastatic 
deposits. 

It is our policy to determine the uptake of I 131 in 
all patients subjected to surgical total thyroidectomy 
within a few days after the operation. If there is 
evidence of iodine accumulation, a therapeutic dose 
is administered. In an occasional patient, thyro¬ 
tropin is administered in doses of 10 international 
units daily for three to five days before the thera¬ 
peutic dose is given, although we are not convinced 
that it significantly increases the uptake of iodine in 
metastatic deposits. After the I 131 accumulation from 
the therapeutic dose has been estimated, the patient 
is given desiccated thyroid in physiological amounts 
and is advised to return for reexamination after 
three to six months, depending on the extent of the 
carcinoma and the size of the therapeutic dose of 
I 131 that has been administered. One month before 
the anticipated date of return, the use of desiccated 
thyroid is discontinued to allow' the development of 
myxedema. On the patient’s return, a tracer dose of 
I 131 is again administered, and the need for further 
therapeutic doses is determined. 

Sodium liothyronine (L-triiodothyronine) maybe 
given as indicated to hasten the recovery from 
myxedema, or it may be used instead of desiccated 
thyroid in the control of my'xedema. If sodium 
liothyronine is used to correct hypothyroidism, it is 
not necessary to discontinue its use until two weeks 
before the anticipated date of the patient’s return 
for the l 131 study. 

The dose of I 131 used in therapy' for carcinoma of 
the thyroid varies, depending on the accumulation 
of radioactivity' in the tumor, the extent of die 
tumor, and the size of the patient. In most instances 
the therapeutic dose varies between 75 and 150 me. 
The largest total amount of I 131 administered to a 
patient with carcinoma of the thyroid in our series 
was 648 me. 
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Other Therapy 

Roentgen-ray and Radium Therapy.-Roentgen 
rays and radium are of proved value in the treat¬ 
ment of certain children with carcinoma of the 
thyroid." Prior to 1950 it was our practice to treat 
all carcinomas of the thyroid with external irradia¬ 
tion after operation, even though the surgeon may 
have been confident that all the carcinoma had been 
removed. Since 1950 we have reserved the use of 
these agents for patients with inoperable carcinoma 
of the thyroid who cannot be treated with I 131 . 

Therapy with Thyroid. Hormone.— It has been 
suggested that certain papillary carcinomas of the 
thyroid undergo regression after the administration 
of large doses of thyroid hormone. 7 We have not 
felt justified in delaying what,we consider to be 
more definitive treatment for long enough periods to 
appraise the effect of thyroid hormone on carcinoma 
of the thyroid. We have, however, administered 
thyroid hormone in adequate amounts to all patients 
with thyroidal carcinoma. 

Taule 3 —Survival Data 0 of Children 
with Thyroidal Carcinoma 


Survival 
Period, Yr 

3. 

5. 

10 . 

JO. 

20 . 

25. 

30. 

* Inquiry ns of Jnn. 1, 1959. 

Results of Treatment 

Nine deaths occurred among the 59 patients. One 
patient, an infant noted to have an enlarging mass 
of the left, side of the neck at birth, was first seen 
at the Mayo Clinic in 1940 at the age of 6 months. 
The mass was confined to the left side of the neck 
and produced respiratory distress. The infant died 
of respiratory insufficiency 40 hours after surgical 
removal of a 25-Gm. tumor of the left lobe of the 
thyroid. The tumor was considered to be a benign 
adenoma, but reexamination of the tissue disclosed 
papillary carcinoma. The remaining eight deaths 
occurred within a period of a few months to 31 years 
after the diagnosis of carcinoma of the thyroid had 
been established. In seven patients, including the 
one previously referred to who had sarcoma, thy¬ 
roidal carcinoma is known to have been the cause of 
death; in one instance it is presumed that carcinoma 
of the thyroid caused death. The data on survival 

are summarized in table 3. 

Metastatic involvement of the lungs is known to 
have occurred in 11 patients, including 7 of those 
who died. Metastasis to the cervical lymph nodes oc¬ 
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curred in 49 of the 59 patients. Metastasis to bone 
was not proved in any patient but was suspected in 
one. Hypothyroidism is known to have occurred in 
25 patients, including the 14 patients subjected to to¬ 
tal thyroidectomies (12 surgical and 2 T 31 -induced). 
No effort has been made to establish the diagnosis 
of hypothyroidism among the patients seen in recent 
years, since we administered desiccated thyroid to 
all children with carcinoma of the thyroid as soon 
as the diagnosis was established. Permanent hypo¬ 
parathyroidism occurred in 11 of the 12 children 
treated by total surgical thyroidectomy. 

Summary and Conclusions 

Carcinoma of the thyroid in children is a relative¬ 
ly rare condition which has been recognized with 
increased frequency during recent years. It occurs 
more frequently among, girls than boys, the ratio 
being 2 to 1 in our series of 59 cases. The diagnosis 
is established by biopsy, but the disease should be 
suspected in any child with nodular goiter or per¬ 
sistent cervical adenopathy. Carcinoma of the 
thyroid in children almost always grows slowly, al¬ 
though metastasis occurs early and may be exten¬ 
sive at the time the disease is recognized. The 
method of treatment depends on the type and extent 
of the carcinoma. Whenever possible, all carcinomas 
should be surgically excised. When complete sur¬ 
gical excision is impossible, radioiodine (I 131 ) should 
be given, provided the tumor will accumulate 
iodine. Tumors that will not accumulate iodine 
should be treated with roentgen rays or radium. 
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AN OUTBREAK OF SPOROTRICHOSIS IN FLORIDA 

Lamar Crevasse, M.D. 
and 

Paul D. Ellner, Ph.D., Gainesville, Fla. 


The clinical manifestations and mycology of spor¬ 
otrichosis have been well described. 1 Infection in 
human beings most frequently is associated with 
injury by plant material or wood since the causal 
agent, Sporotrichum schenckii, is widely distributed 
as a saprophyte on various plants, shrubs, and else¬ 
where in nature. Indeed, the frequency of cases 
among farmers, gardeners, and horticulturalists has 
led Foerster to term sporotrichosis a true occupa¬ 
tional disease. 2 The various plant materials that 
have been implicated in the disease include rose 
bushes, cactus, salt meadow hay, barberrv, carna¬ 
tions, and wood splinters. Of particular interest is 
the report by Gastineau 2 of six cases associated 
with sphagnum moss. 

Tire present report describes an outbreak of sporo¬ 
trichosis among workers at two pine tree nurseries 
in northern Florida. The operation at both locations 
is identical and consists of harvesting and planting 
pine seeds, harvesting the young trees, and wrap¬ 
ping the roots of the young trees in wet sphagnum 
moss for packing and shipping. Although these 
nurseries have been in continuous operation for four 
and eight years, respectively, this was the first time 
the disease had been observed. 

Since this represented the first appearance of this 
disease in many years, an attempt was made to 
find a change of routine which could be correlated 
until die appearance of die disease. The only change 
noted was that the sphagnum moss, which in past 
years had been obtained from the same dealer in 
Wisconsin (an endemic area), was now procured 
from a different dealer in another town in Wiscon¬ 
sin. Wisconsin public health officials are, at the time 
of this writing, investigating this possibility. In. 
every instance the subject had contact until the 
sphagnum moss. 

Bacteriological Studies 

Direct smears of pus stained by both Gram and 
Gridley techniques failed to show any fungus. In 
all cases in which material could be obtained cul¬ 
tures were made. Pus from lesions was placed on 
freshly prepared slants of Mycosel agar (Baltimore 
Bacteriological Laboratories), which were incubated 
at room temperature. When growth appeared, after 
2 to 14 days, subcultures were made to blood agar 
which was incubated at 37° C (98.6 F). In addition, 
the mycelial growth from the Mycosel agar was 
emulsified in 5% liog gastric mucin solution and in- 

From the Department of Medicine and Microbacteriology, University 
of Florida School of Medicine. 


Sporotrichosis infections occurred in eight 
workers at two separate pine tree nurseries 
in northern Florida. In one patient the in¬ 
fection was limited to the site of inoculation, 
and the others had the localized lymphatic 
type,- all were cured by administration of 
iodides. This was the first incidence of the 
disease at either of the nurseries, one having 
been in operation for four years, the other 
for eight. Both have used the same pro¬ 
cedures in planting, growing, harvesting, and 
shipping the young trees. The only change in 
routine that might be related to appearance 
of the disease was in the source of their 
supply of sphagnum moss, which is packed 
around the tree roots before they are 
shipped. Whether the moss, purchased from 
a different part of Wisconsin than be¬ 
fore, contained the parasitic Sporotrichum 
schenckii has not yet been determined. 


jected intraperitoneally into mice. In each of the 
positive cultures obtained, conversion to the yeast 
phase occurred on blood agar subcultures, and typ¬ 
ical gross and microscopic findings were obtained 
in the injected animals. 

In addition to cultures of the lesions, samples of 
soil, pine needles, pine seeds, dust, and sphagnum 
moss were examined, both by culture on membrane 
filters and injection into animals.' 1 The cultures be¬ 
came overgrown with other fungi, and repeated at¬ 
tempts to infect animals failed. Agglutinin studies 
were performed with use of the yeast phase antigen 
of Norden, 16 and skin tests were done with use of 
the same antigen in a dilution of 1:1,000. 

Report of Cases 

Case 1.—A 26-year-old nurseryman's helper be¬ 
gan work in December, 1958. His main job was 
handling and bundling pine trees with sphagnum 
moss. He frequently noted pricks and scratches 
from pine needles on his arms. During the last 
week of January, 1959, a small pimple appeared 
midway down on the extensor surface of his right 
arm. The lesion enlarged to the size of a quarter in 
three weeks and began draining purulent matter. 
About six weeks after the onset, a series of 8 or 10 
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tender elevated erythematous nodules appeared 
along the lymphatic channel draining the granu¬ 
lating lesion. There was no history of chills or fever. 
The physical examination showed normal findings 
except for a 3-by-5 cm. granulating lesion on the 
extensor surface of the middle third of right arm 



Fig. 1 (case I).— Primary lesion with lymphangitis and 


nodules. 


vith 12 elevated 1.5-by-1.5 cm. fluctuant nodules 
.long the medial aspect of the right arm (fig. 1). 
rhe skin test'showed positive results in 48 horns. 
Purulent material obtained by needle aspiration ot 
i fluctuant nodule showed S. schenckii on culture, 
rhe lesions rapidly regressed and healed without 
luppuration over a period of six weeks during 
which 4 Gm. of potassium iodide was used daily. 

Case 2.-A 50-year-old nurseryman s helper had 
been working for several years handling moss, pre¬ 
paring the land, gathering bees, and Participating 
in nearly all phases of the nuisery activity. 
October, 1958, while unloading sphagnum moss 
imported from Wisconsin, he pierced the* laleva 
aspect of his left foot near the small toe with his 
pitchfork. An ulcerated area appeared between one 
Ld two weeks thereafter and became quite in¬ 
flamed and indurated. He showed no lymphangi¬ 
tis or systemic symptoms. He sought no me ic< 
attention and continued to work. This lesion re- 
mimed unchanged and continued to tom a thm 
white fluid over the next six months. The general 


physical examination showed negative results ex¬ 
cept for the necrotic lesion on the lateral aspect of 
the foot (fig. 2). The lesion measured 3 by 5 cm., 
was indurated, and had a thin crust.’ On manipula¬ 
tion it exuded a thin bloody exudate which on cul¬ 
ture showed S. schenckii. A skin test revealed a 
20 mm. induration in 48 hours. Agglutinins for 
sporotrichosis showed a final value of 1:160 for dilu¬ 
tion of serum. The patient was given 15 drops of 
potassium iodide three times a day; this dosage was 
gradually increased to 40 drops during subsequent 
weeks, and the lesion healed during a period of 
three months. 

Case 3.—A 30-year-old nurseryman’s helper had 
been employed at the same occupation since 1955 
and engaged in all of the activities of the nursery. 
On Jan. 6, 1959, he noted a small pimple on the 
extensor surface of the right aim. It became in¬ 
flamed, and in two weeks he had increasing in¬ 
duration and a streak up his right arm. A red 
“kernel’' appeared in the epitrochlear area, and 
numerous nodules appeared along the medial as- 



Fig. 2 (case 2).-Fixed cutaneous type of sporotrichosis 
occurring after pitchfork penetration. 


nect of the lymphatic chain as well as on the lateral 
aspect of the arm. The primary lesion, measuring 
3 by 4 cm., persisted on the extensor surface of the. 
right arm. Each nodule suppurated spontaneous) 
and drained white blood-tinged'material. He noted 
on many occasions that while harvesting pme bees 
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with his hands the pine needles would prick him 
primarily in the extensor aspects of the arms. He 
experienced no significant systemic symptoms. The 
general physical examination revealed a large pri¬ 
mary lesion on the extensor surface of the right 
ann 4 to 5 cm. above the ulnar aspect of the wrist. 
The lymphatic channels which drain this area were 
extensively involved and had ulcerations and in¬ 
durations of S to 10 nodules (fig. 3). A culture of this 
lesion showed positive results for S. selienckii. A 
skin test showed positive results in 4S hours. Blood 
agglutinins showed a final value of 1:320 for dilu¬ 
tion of serum. The patient was treated with 30 
drops of strong iodine (Lugol's) solution three times 
a day and noted a gradual improvement in his 
lesions. He had also received x-ray therapy in this 
area. 

Case 4.—A 40-year-old nurseryman’s helper had 
been employed at this same occupation for several 
years. He helped in packing the trees with moss. 
On Jan. 10, 1959, he noticed a small pimple appear¬ 
ing on the extensor surface of the left arm. There 
was no history of trauma. He experienced no sys¬ 
temic symptoms. The area began to enlarge, and a 
red streak appeared on the left arm. On Jan. 22 he 
noted six to eight nodules along the epitroehlear 
lymphatic chain. They became tender, and he was 
initially treated with antibiotics and surgical drain¬ 
age by his physician. Ultimately he was given 12 
drops of potassium iodide two times a day. The 
lesions appeared to improve. Physical examination 
at this time revealed a large 3-bv-5-cm. granulating 
ulceration of the left arm with a string of S to 10 
nodules along the medial aspect of the left arm. 
On manipulation they drained a white blood-tinged 
fluid. The skin test showed positive results in 48 
hours. Agglutinins showed a final value of 1:80 for 
dilution of serum. Culture of the lesion showed neg¬ 
ative results for fungi. The patient showed gradual 
improvement on iodide therapy, and his lesions 
healed over a period of six months. 

Case 5.—A 24-vear-old nurseryman’s helper had 
been employed at the nursery since December, 
1958. On Feb. 15, 1959, while baling small pine 
trees with wire, he was struck by a piece of steel 
in the extensor surface of the thenar space on the 
left foot. This area never healed, and a small pus¬ 
tule appeared and ulcerated. One to two weeks 
later he developed lymphangitis of the left arm. He 
was subsequently treated until 10 drops of potassi¬ 
um iodide three times a day. The tenderness of the 
nodules gradually diminished, but they became in¬ 
durated. Several spontaneously suppurated and 
drained thin white material. There were no sys¬ 
temic symptoms. The general physical examination 
showed negative findings except for the 2-bv-3-cm. 
granulating ulceration of the thenar space on the 
left foot with a chain of 10 nodules along the ulnar 
aspects of the left arm extending to the middle of 


the arm. Several suppurated and drained white 
material. Culture of this material revealed S. 
schenckii. A skin test showed positive results in 48 
hours. Agglutinins showed a final value of 1:160 for 
dilution of serum. 

Case 6.—A 40-year-old handyman who occasion¬ 
ally handled the pine tree and moss first noted in 
January, 1959, tire appearance of a small bump on 
his right arm which gradually enlarged to a 3-by- 
5-cnr. ulceration. Two weeks later a red streak 
appeared on this arm, and then five or six nodules 
appeared. He noted slight fever and malaise. He 
received penicillin injections but showed no im¬ 
provement. The lymphangitis and primary lesion 
spontaneously began to heal, and the entire in¬ 
flammatory process lasted for a period of six weeks. 
He received no iodide therapy. A residual 2.5-by- 
3.0-cm. scar remained at the primary site. Skin test 



Fig. 3 (case 3).—Primary lesion and suppurated nodules 
which have become crusted and indurated after three and 
one-half weeks of iodide therapy. 


showed positive results; agglutinins showed a final 
value of 1:40 for dilution of serum. No growth was 
obtained on culture of the residual scar. 

Case 7.—A 23-year-old equipment operator at 
the nursery, who was involved in the same routines 
as the patient in the previous case, noted on Jan. 
15, 1959, a small pimple on the middle finger of the 
right hand; it became indurated, red, and subse¬ 
quently ulcerated. In two weeks a string of red and 
tender lymphatic nodules appeared on the extensor 
surface of his right arm. After the patient was 
treated with iodide there uus considerable improve¬ 
ment, and resolution of the process took place over 
the next three months. The skin test showed positive 
results. Agglutinins showed a final value of 1.-160 
for dilution of serum. The culture showed negative 
results. 

Case 8.—A 25-year-old equipment operator at the 
nursery worked on the processing of the pine trees. 
On Dec. 15, 195S, he noted on the flexor aspect of 
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his left wrist a small bump, which increased rapidly 
to the size of a quarter and exuded a thin white 
discharge. Treatment with antibiotics was ineffec¬ 
tive. Two weeks later lymphangitis ensued, and 
later the nodules suppurated, with multiple draining 
indurated areas. He was subsequently treated with 
iodides and roentgenograpliic therapy and showed 
gradual improvement. The skin test showed posi¬ 
tive results. Agglutinins showed a final value of 
1:160 for dilution of serum. The culture showed 
positive results for S. schenckii. 

Comment 

The vast majority of cases, as in this outbreak, 
are of the localized lymphangitie type. Case 2 was 
the only exception and is an example of the fixed 
cutaneous form which occurs when the process is 
limited to the site of inoculation. We did not en¬ 
counter other variations of this diease, which in¬ 
clude disseminated sporotrichosis and involvement 
of the bone, 1 " eye, 3 viscera, and other organs. 0 

Frequently there is a history of minor trauma 
preceding the appearance of a small pimple or 
pustule. Although only two of our cases were clear- 

Data in Eight Patients with Sporotrichosis 0 


Dura- 

Priimiry Supim- AerIu- tlon. 

Case No. Site Trauma ration tinlns Culture Mo. 

1.;. Rt. arm No No .. Positive 2% 

2t. Lt. foot Yes No 1:100 Positive G% 

3 . Rt. arm No Tes 1:320 Positive 3 

4 . Lt. arm No Yes 1:80 Negative 3 

.1. Lt. hand Yes No 1:100 Positive 2 

0. Rt. arm No No 1:40 Negative 1% 

7 . Finger No No 1:100 Negative 4 

8 . Lt. wrist No Yes 1:104) Positive 4 


Skin tests showed positive (+++) results in all patients, 
t Lymphangitis occurred in all patients except in case 2. 

ly associated with trauma, the nature of the pa¬ 
tients’ work and the handling of the sharp pine 
needles probably provided an adequate mode of 
inoculation with S. schenckii. Each patient gave a 
history of the appearance of a painless pimple or 
pustule followed in.one or two weeks by a series 
of subcutaneous nodules along the path of lym¬ 
phatic drainage of the primary site. They became 
quite tender, and the lymphatic vessels felt cord¬ 
like. The process remained well localized to an 
involved area and rarely produced systemic symp¬ 
toms. .Spontaneous healing,, though rarely observed, 
occurred.in the patient in case 6 with a total dura¬ 
tion of illness of six weeks. The clinical picture of a 
primary granulating or ulcerated lesion with lym¬ 
phangitis and nodules in an otherwise apparently 
healthy person is strongly suggestive of sporotri¬ 
chosis. Tularemia, tuberculosis, syphilis, and staphy¬ 
lococcic infections are usually associated with 
systemic symptoms. Occasionally blastomycosis, 
chromoblastomycosis, and actinomycosis will simu¬ 
late the primary lesion. The diagnosis, when enter- 
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tained clinically, can be readily substantiated bv 
culture of material from the primary ulceration or 
an aspirate from a nodule. Characteristic colonies 
appear from 2 to 14 days after streaking on Mvcose? 
agar. • . 

Our failure to recover the organism in three of 
the patients was in part related to the inability to 
secure adequate material because of the various 
stages of healing induced by prior therapy with 
iodides. In no patient were we able to demonstrate 
the organisms on direct smear by Gram’s or Grid- 
ley s stain. Although lymphangitis appeared in sev¬ 
en of the eight patients suppuration occurred in 
only three (see table). There was no correlation with 
duration of illness, site of inoculation, or race. 
Each patient exhibited a positive reaction to a yeast 
phase antigen of S. schenckii (provided by Dr. Nor¬ 
man F. Connant, Duke University Medical Center). 
This reaction has the same significance as the tuber¬ 
culin reaction, and .two of five nurserymen without 
. known infection with S. schenckii reacted to the 
antigen. The agglutinin levels (see table) were strik¬ 
ingly elevated in all patients tested. Serums from 
five asymptomatic nurserymen exhibited titers of 
1:10 to 1:80. Tests with control serum from our lab¬ 
oratory showed negative results. 

The rarity of sporotrichosis in Florida •' and its 
prior absence in these nurseries suggest that the 
fungus is not endemic in these areas. The sudden 
appearance of this outbreak coincidently with the 
introduction of sphagnum moss from a new source 
in an endemic area suggests the possibility that 
this moss is the vehicle for S. schenckii. Each of our 
patients had intimate contact with the sphagnum 
moss, which has been implicated in a previous re¬ 
port.' 5 The difficulties encountered in culturing this 
fungus from the moss have been noted. Although 
w e were unsuccessful in. recovering the fungus 
from the suspected source the speculation that these 
patients acquired their infections from contact with 
this moss seems plausible, i 

Treatment 

Various agents have been used in the treatment of 
this disease, but none have proved superior to or as 
specific as iodides in adequate doses. The mecha¬ 
nism of its action remains unknown. Large doses of 
iodides of 4 to 6 Gm. daily will readily control the 
infection in six to eight weeks. It is recommended 
that they be continued for another month after 
complete clinical remission.'" Occasionally iodism 
is encountered, but it can be controlled by discon¬ 
tinuing the drug therapy and restarting at a lower 
dosage with gradual increase until full therapeutic- 
doses are again attained. The protracted illnesses in 
some of these patients seem to be related to failure 
of the patient to take his medicament continuously 
and to inadequate dosages of iodides. 
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Summary 

A simultaneous outbreak of eight cases of sporo¬ 
trichosis occurred in two separate forestry nurseries 
at a time when they both began to get sphagnum 
moss, which has been previously implicated as a 
vehicle for S. schenckii, from a new source. Seven 
of the eight patients had the localized lymphangitic 
type of sporotrichosis. Trauma was directly impli¬ 
cated in only two. Iodides are specific and will con¬ 
trol the infection in six to eight weeks. 

Dr. C. G. York of Lake City, Fla., Rave permission to 
study tile patients in eases 3, 5, 7, and S, K. Brown and B. 
Hay of the Department of Medical Illustrations' assisted with 
photographic work. 
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SEXUAL ACTIVITIES AND ATTITUDES IN OLDER PERSONS 

Gustave Newman, M.D. 

and 

Claude R. Nichols, M.D., Durham, N. C. 


Recent emphasis in medical education has 
stressed the need for greater understanding of 
human behavior. This broadening scope of knowl¬ 
edge is of practical use to the physician in making 
possible more comprehensive care of his patients. 
With a rapidly growing geriatric population to at¬ 
tend, the physician of today needs more knowledge 
of what is ordinary or usual in the life of the older 
person. Little has been reported concerning die 
sexual activity and attitudes of older people. There 
have been many misconceptions, certainly, about 
the role of sex in the lives of older people in our 
society'. One commonly recognized belief among 
ymunger people in our society' is that older persons, 
especially grandparents, have no sexual feelings. 
As we now recognize, the feelings and attitudes of 
people are directly' related to the expectations of 
the society' in which they live. Thus, it is common 
for the physician to see in his daily practice older 
persons who feel guilty about having sexual feel¬ 
ings; often these feelings are not acceptable to the 
older person, to the physician, or to other people 
in the environment in which the older person is 
living. Guilt or anxiety' over sexual feelings may' 

From the Department of Psychiatry, Duke University School of 
Medicine, Center for the Study of Asintj. 


Recognition of the behavioral and physi¬ 
cal factors that accompany aging is manda¬ 
tory if the medical profession is to offer 
optimum care to an aging population. Sexual 
activity in older persons is one physiological 
function about which there is much myth, 
superstition, and guilt. Information based on 
hearsay and perhaps dictated by younger 
members of this society has tended to paint 
a picture of an asexual adjustment for the 
older person. The sexual activities and atti¬ 
tudes of 250 volunteer geriatric subjects were 
assessed as part of an extensive evaluation 
of the aging process. Despite prevalent no¬ 
tions that older people have no sexual 
activity, over one-half (54%) of those per¬ 
sons who were married were still active 
sexually. Sexual interest and activity decline 
with advancing years, but cessation of 
sexual activity in the oldest subjects was 
often found to be related to decline in 
physical health of one or both of the marital 
partners. 
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interfere with the adjustment of the older person 
and with his interpersonal relations, among which 
is the doctor-patient relationship. Guilt or anxiety 
on the part of the patient may thwart the thera¬ 
peutic efforts of the physician. 

While recognizing that the attitudes of society 
are slow in changing, we believe that more knowl¬ 
edge of this area of human behavior would serve 

Studies Performed on Persons in Population Studied 

Social history 
Medical history 
Psychiatric evaluation 
Physical examination , 

Neurological examination 

Ophthalmological examination, including fundus photographs 

Audiometry 

Electroencephalogram 

Electrocardiogram 

Ballistocardiogram 

Chest x-ray 

Microscopic vascular study of bulbar conjunctiva 
Laboratory studies 
Urinalysis 

Complete blood counts 
Nonprotein nitrogen determination 
Blood sugar determination 
Serologic test for syphilis 
Serum cholesterol level determination 
Full-length photograph against grid 
Psychological test data 

Wechsler Adult Intelligence Scale 
Rorschach 

both the physician and his patient, as well as 
strengthening their relationship to each other. Kin¬ 
sey and co-workers 1 devoted only two pages in 
their study of male sexuality to the specific area 
of sexual activity in the aging man. Similarly, a 
single table summarizes their data on the aging 
woman. 2 Much more information is needed in this 
area in order to determine the role that sexual activ¬ 
ity plays in-the life of the older person. It is our 
purpose then, to present some normative data on 
sexual activity and attitudes in a geriatric popula¬ 
tion. 

Materials and Methods 

Since 1953, a continuous interdisciplinary study 
of geriatric subjects living in the Piedmont area' 
of North Carolina has been conducted by members 
of the Duke University Department of Psychiatry. 
Each subject has been studied for two days, or 
about 16 hours. The table contains a complete list 
of the studies performed on each person. The data 
on sexual activity and attitudes are but one part of 
the medical and psychiatric history in this study 
and, as such, have always been obtained by a psy¬ 
chiatrist member of the research team. All subjects 
in this study >vere volunteers from the community 
in and around Durham, N. C. None of these sub¬ 
jects was hospitalized or living in nursing homes or 
homes for the aged, and they represent, as a group, 
a generally successful adaptation to aging. Subjects 
ranged from 60 to 93 years of age, with an average 


of 70 years. The study included both Caucasoid 
and negroid men and women. A total of 250 sub¬ 
jects were included in this study. 

Results 

One hundred one subjects of the original 250 
were either single, divorced, or widowed, the great¬ 
est proportion of these being widowed. Of these 
101 subjects, only 7 reported any sexual activity; 
thus about 7% of this group were sexually active. 
The remaining 149 subjects were still married and 
living with their spouses, and of these, 81 or 54% 
indicated, that they were still sexually active to 
some degree. Subjects with any degree of regular¬ 
ity and periodicity of sexual intercourse were in¬ 
cluded in the group called “active.” Frequency of 
sexual relations for the persons in this group ranged 
from once every other month to three times weekly. 
Figure 1 indicates correlation of sexual activity with 
age. Statistical tests of significant differences (chi- 
square test) indicate that only the fourth group, 
consisting of those persons 75 years of age or older, 
showed a significantly lower level of sexual activity. 

In figure 2 the sample of married subjects is di¬ 
vided by race, sex, and socioeconomic status. In¬ 
spection of these data shows that in this sample, the 
negroid subjects were sexually more active than 
the caucasoid; men more active than women, and 
persons of lower socioeconomic status more active 
than those of high socioeconomic status. The differ¬ 
ences shown in these three bar graphs are valid 
differences by the chi-square test. We would like to 
point out, however, that there may be “cross-con- 

70 J 



Fig. 1.-Sexual activity related to advancing age in 149 


married subjects. 


lamination,” so that one variable may influence an¬ 
other; i. e'., most of our negroid subjects were also ol 
lower socioeconomic status. Thus the graphs ate 
descriptive of our total sample but should not be 
taken as independent variables related to sexm 

activity. 
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Dining the interview, each older person was 
asked to compare the subjectively felt strength of 
the sexual urge at the present time with its strength 
in youth. Without exception, even’ subject rated 
the strength of the sexual urge as lower in old age 
than in youth. However, those who rated their sex¬ 
ual urges as strongest in youth tended to rate them 
as moderate in old age: most persons who described 
their sexual feelings as weak to moderate in youth 
described themselves as being without sexual feel¬ 
ings in old age. 

Comment 

The great difference between 7Tr of subjects sex¬ 
ually active in the group of single persons as com¬ 
pared to 547c of subjects sexually active in the mar¬ 
ried group confirms the great influence that marital 
status has on sexual activity, as pointed out by 
Finkle and co-workers.' 1 This difference is indicative 
of the gradual lessening of the sexual drive with 
increasing age: in the absence of a socially sanc¬ 
tioned or legally approved sexual partner, i. e., 
spouse, the sexual drive, although present, is not 
often strong enough to cause the elderly person to 
seek an extramarital sexual partner. 

The abrupt lessening of sexual activity in the 
group of persons aged 75 years and older deserves 
comment. Many subjects in this segment of our 
sample had chronic illnesses such as arthritis, arte¬ 
riosclerotic heart disease, and diabetes. Persons in 
this group also frequently reported such illness in 
their spouses. We have consistently found that 
chronic illness places limitations on all the activities 
of these persons, although there is an obvious vari¬ 
ation in the degree of limitation which depends on 
the severity’ of the illness and the subject’s attitude 
toward it. Thus, it was not uncommon for a person 
of this age group to indicate the presence of sexual 
feelings in the absence of any sexual activity’. These 
subjects usually stated that sexual activity was 
stopped because of poor health either of themselves 
or of their spouses. 

The fact that the women in our sample reported 
less sexual activity’ than the men also deserves com¬ 
ment, since all persons in this group were still liv¬ 
ing with their spouses and therefore had adequate 
opportunity’ for sexual expression. The possibility’ 
exists that the women were somewhat more reluc¬ 
tant to give factual data about their sexual activity’; 
however, we have generally felt that the data ob¬ 
tained in the face-to-face, interviews have been re¬ 
liable. We can point to one factor which may tend 
to explain this difference, which is that, while the 
average age of both men and women in this study 
was about 70 years, the men, by’ virtue of a trend 
to marry’ y’ounger women, and .conversely the wom¬ 
en, marrying older men, were subjects who were 
individually reporting on sexual activity in mar¬ 
riages of significantly different age groups. For 
both males and females in our study’, husbands 
were an average of 4 years older than wives. An¬ 


other way of saying this is that our “average” male 
subject aged 70 had a 66-year-old wife, while our 
“average” female subject aged 70 had a.74-year-old 
husband. 

Conclusions 

In a comprehensive, interdisciplinary study of 
geriatric subjects living in the Durham, N. C., com¬ 
munity’, data have been gathered and assessed re¬ 
garding the sexual activity and attitudes of older 
people. Subjects averaged 70 y’ears of age and 
ranged from 60 to 93 years. The study’ included 
both caucasoid and negroid men and women. An¬ 
alysis of these data shows little correlation of sex¬ 
ual activity with age, but in this study, negroid 
subjects were more active than caucasoid and men 
more active than women. The subjects also rated 
themselves on the relative strength of their sexual 
urge in youth and in old age, and a comparison of 



Fig. 2.—Sexual activity related to race, sex, and socio¬ 
economic status in 149 married subjects aged over 60 years. 

the two ratings shows a remarkable constancy of 
the experiencing of the sexual drive within Individ- 
ual persons throughout life. Although older people 
experienced a decline in sexual activity and strength 
of sexual drive, these data show that, given the con¬ 
ditions of reasonably good health and partners who 
are also physically healthy, elderly persons continue 
to be sexually active into their seventh, eighth, and 
ninth decades. 

This study was supported by a grant from the National 
Institutes of Health. 
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PRACTICAL USE OF HYPOGLYCEMIC AGENTS 


Frank S. Perkin, M.D., Detroit 


^ itli the advent of multiple hypoglycemic 
agents, there lias been a radical change in the 
approach to the treatment of diabetes and per¬ 
haps considerable confusion in the mind of the 
average physician as to the proper course to pur¬ 
sue. There is already evidence that administration 
of these agents may not be the best treatment 
available for the individual patient. It would seem 
advisable to attempt some evaluation of hypogly¬ 
cemic agents and attempt to assign them their 
proper role in the light of our present knowledge 
even though, in the case of some of the news¬ 
agents, this admittedly is still inadequate. 

Diet and Insulin 

One can first mention a diet properly correlated 
to the patient’s weight, height, sex, physical activ¬ 
ity, and severity of the diabetes. When this diet has 
been adhered to for a period of time, and assuming 
that severe acidosis is not present, it is remarkable 
how man)' patients require no further hypoglycemic 
agent. This is the cornerstone of all proper treat¬ 
ment and is being neglected by many physicians 
for easier methods. 

- If this measure fails to obtain satisfactory fasting 
and nonfasting blood sugar levels, that is, good 
control, then our second most important weapon is 
insulin. Here only a few points will be covered. It 
is as important to avoid overdosage and hypogly¬ 
cemia as it is avoid underdosage and glycosuria and 
acidosis. Results of the improper use of protamine 
zinc insulin some 20 years ago in truly labile dia¬ 
betics can now be seen. Consequently, it is of inter¬ 
est that some of our present work indicates that the 
duration of hypoglycemia is the most significant 
factor in producing cerebral cell damage, the se¬ 
verity second, and the frequency of reactions of 
least importance. 

Today there are a number of useful insulins avail¬ 
able, Regular insulin is essential in the treatment 
of acidosis and coma and may be used advanta¬ 
geously in proper combination with protamine zinc 
insulin. It must be remembered that we are deal¬ 
ing with an unsaturated insulin, or with isophane 
(NPH) and globin insulins which are saturated, that 
is, which will reflect all of the regular insulin effect. 
The lente insulins have proved a worthwhile addi¬ 
tion to our armamentarium, and the proper use of 
the lente triad as described by Whitehouse and 
others k affords a homogeneous mixture which may 
be tailored to the patients needs. It is not advisable 
in the average case to use more than 60 to 70 units 
of any insulin or mixture in one dose in regular 
treatment; diabetes in most juveniles is best con¬ 
trolled on two doses daily, about two-thirds before 

Clinical Associate Professor of Internal Medicine, Wayne State 
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The cornerstone of all proper treatment of 
diabetes mellitus is a diet adjusted to the 
patient s weight, height, sex, physical activ¬ 
ity, and diabetic status. Regular insulin is 
essential in treating acidosis and coma;, the 
lente insulins and other derived insulins can 
be used advantageously in combination with 
it. he group of sulfonylureas which includes 
carbufamide and tolbutamide must still be 
used with caution but are,known to give the 
best results in the nonketotic, asymptomatic 
diabetic whose weight is normal, age over 
40 years, and insulin requirement less than 
40 units per day. The group of biguanides is 
represented by phenformin IDBI, phenethyl- 
biguanide), which has replaced as much as 
70 units of insulin daily in one patient and 
promises to play a role not hitherto filled by 
diet, insulin, or sulfonylureas. 


breakfast and one-third before the evening meal. 
In patients in whom the disease is-difficult to'con¬ 
trol, as the unstable and the truly labile, better 
results may be obtained by adjusting the evening 
dose according to the sugar level of the predinner 
urine specimen. For example, 30 units of insulin 
should be given if the sugar level is 4-f- or 3-f, 26 
units if the level is 2-f or 1-J-, and 22 units if the 
result is negative. Many reactions will be avoided 
in this manner. 

In connection with the administration of insulin, 
there has been a revival of interest in the jet ad¬ 
ministration method first described in 1950. 2 In the 
ensuing years a small group of patients (about 20) 
have continued to take their insulin in this manner. 
Most of them have been blind persons unable to 
use the syringe method or persons with lipodys¬ 
trophy who were able to avoid this complication by 
jet injection. While this mode of treatment has 
been a disappointment due largely to inability to 
obtain consistently satisfactory instruments, it is 
again being proposed as an available substitute for 
syringe injection. While in the ensuing years many 
of the patients for whom this instrument would 
have been of value have had satisfactory results 
with orally given drugs, it is still possibly of poten¬ 
tial value, particularly in juvenile diabetes. 

Orally Given Sulfonylurea 

In recent years a third measure has been avail¬ 
able in use of orally given hypoglycemic drugs. The 
first such drugs to be introduced in the United 
States were carbutamide and tolbutamide (Oiinase). 
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recurrent bacterial endocarditis and aortitis 

WITH RUPTURE OF AORTA 

REPORT OP A CASE WITH DEATH FOUR YEARS AFTER INSERTION OF A HCJFNAGEL VALVE 

Leonard A. Kleinman, M.D., Garfield Heights, Ohio 


A 40-year-old man was admitted to the Suburban 
Community Hospital in Cleveland, Ohio on March 
3, 1959, complaining of chills, fever, and hiccoughs 
occurring dming the previous 36 hours. His history 
of rheumatic fever started at 13 years of age, when 
the original valvular damage occurred. He had 
bacterial endocarditis in October, 1948, when he 
was admitted to another hospital with fever, systolic 
murmurs heard at the mitral and aortic areas, and 
an enlarged heart. Cultures of three successive 
blood specimens were identified as containing 
Streptococcus virichms. Be was treated for one 
month with intramuscular injections of penicillin, 
and apparently the infection was eradicated. He 
remained well until 1953 when cardiac failure de¬ 
veloped. When administration of medicaments was 
no longer effective in maintaining adequate heart 
function, in 1955 he was referred to the George¬ 
town University Hospital as a candidate for aortic 
plastic valve correction of aortic insufficiency. Dr. 
Charles Hufnagel performed the operation, placing 
I the valve in the proximal portion of the descending 
aorta. The condition of the patient returned to 
almost normal but he continued to take digitalis, 
penicillin prophylactically, and, on occasion, mild 
sedatives. He remained well until the present ill- 
' ness, with enlargement of the liver persisting as 
the only sign of cardiac insufficiency. 

On examination at the time of admission to the 
hospital, his condition was toxic and he was acutely 
ill, with a temperature of 106.8 F (41.6 C), a pulse 
rate of 100 per minute, respiration rate of 30 per 
minute, and blood pressure of 200/0 mm. Hg. The 
clicking of the plastic valve and singultus made 
auscultation of the heart difficult, but systolic and 
diastolic aortic murmurs and an apical systolic 
murmur could be heard. The lower border of the 
liver was palpable 6 cm. below the right costal 
margin, but existence of an enlarged spleen was 
questionable. There were two small lesions on the 
plantar aspect of each foot resembling petechiae. 
The neck was slightly rigid. Reflexes and lumbar 
puncture findings were normal Results of labora¬ 
tory tests gave the following information: hemo¬ 
globin concentration 13.3 Gro. per 100 cc.; hema¬ 
tocrit value 40%; and white blood cell count 21,000 
per cubic millimeter, with a differential count of 


89% polymorphonuclear cells, 10% lymphocytes, 
and 1% monocyte. Serum electrolyte levels were as 
follows: calcium, 7.4 mg. per 100 cc.; chloride, 
95 mEq. per liter; potassium, 3.7 mEq. per liter; 
and sodium, 123 mEq, per liter. The serum glutamic 
oxalacetic transaminase (SGO-T) level was 95 units. 
The blood urea nitrogen level was 31 mg. per 100 
cc., with a blood sugar level of 84 mg. per 100 cc. 
Results of urinalysis showed the pH to be 5.0, 
specific gravity 1.033 , albumin content 4-f-, a trace 
of sugar, 3 to 4 white blood cells per Reid, 5 to 10 
red blood cells per field, and many fine granular 
casts. 

A roentgenogram of the chest indicated total 
cardiac enlargement. An electrocardiogram showed 
left ventricular hypertrophy and the effects pro¬ 
duced by digitalis. 

Treatment was started with daily, administration 
of 50 million units of aqueous penicillin, given in¬ 
travenously, with intramuscular injections of strep¬ 
tomycin and erythromycin. Supportive therapy con¬ 
sisted of administration of fluids and digitoxin. The 
first blood culture report showed hemolytic Staphy¬ 
lococcus aureus, which was resistant to penicillin 
and sensitive to chloromycetin, erythromycin, and 
vancomycin. The administration of penicillin was 
discontinued and replaced by that of vancomycin. 
On the fourth day the patient appeared to be semi¬ 
conscious, rales were heard at the base of the left 
lung, the abdomen became distended, and edema 
developed in the legs. Digitalization was again ac¬ 
complished with use. of larger doses of digitoxin, 
hydrocortisone was given intravenously, and kana- 
mycin was added to the antibiotic regimen. The 
next day an amazing change took place. The pa¬ 
tient was afebrile and alert and his respiratory and 
pulse rates were normal. Administration of hydro¬ 
cortisone was discontinued after the second day, 
but all antibiotic therapy was continued. Blood 
chemistry reports were normal except for the blood 
urea nitrogen level, which was elevated to 84 mg. 
per 100 cc. Results of blood cultures were negative, 
and it appeared that the patient was recovering. 

Oh the 10th hospital day he had, with sudden 
onset, chest pain, cough, and cyanosis. Moist rales 
were beard in both lungs, and a roentgenogram of 
the chest showed infiltration of the left lower lung. 
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Carbutamide was funnel to have a relatively high 
evidence of side-effects. and its use was discon¬ 
tinued. Tolbutamide is still widely used. Later 
chlorpropamide (Diabenese) was introduced. Re¬ 
cently another drug, inetahe.vamide, was exten¬ 
sively studied, and while it was perhaps the most 
effective of those discussed, it was abandoned, at 
least for the present, because of an unexpected 
occurrence of late hepatic effects. These drugs be¬ 
long to the sulfonylurea group and seem to act by 
stimulation of the beta cells of the pancreas to 
produce further insulin. 

Other mechanisms of their effect have been 
claimed, such as decreased hepatic glucose output, 
but it has been recently shown that this is also an 
insulin effect. Sulfonvlureas are not effective in 
depanereatized animals, or human beings, or in the 
juvenile diabetic with a severe case. If we eliminate 
cases of poor control due to the presence of inter¬ 
current infections, poor patient cooperation, injec¬ 
tions into areas of lipodystrophy, etc,, the sulfonyl- 
ureas have not shown any effect on the truly labile 
diabetic. However, Fajans and Conn 3 have shown 
that in the very' early and mild stage of diabetes in 
juveniles, sulfonylureas me effective and may to 
some degree delay or possibly abort the usual more 
severe type. 

Details of dosage are well described in many 
sources. It should be noted that equivalent sulfonyl¬ 
urea blood concentrations are obtained by a dose 
of chlorpropamide that is one-sixth the size of the 
dose of tolbutamide or carbutamide and about one- 
tenth the size of the dose of metahexamide. At 
present tolbutamide is the most commonly used 
oral hypoglycemic agent. Experience with this 
drug has been summarized by Moss and others, 1 
who reported that of 200 patients with diabetes 
49% obtained a good or excellent result, 16% a 
temporary beneficial effect with a secondary failure. 
18% poor results, and 17% no demonstrable effect. 
As suggested by previous reports they stated that 
best results could be expected in the nonketotic, 
asymptomatic diabetic of nearly normal weight, 
over 40 years of age, and taking less than 40 units 
of insulin daily. 

Phenformin 

One other orally given hypoglycemic agent, phen¬ 
formin (DBI), which is not a sulfonylurea but a 
biguanide, has been made available. This drug is 
remarkable as it has replaced as much as 70 units 
of insulin daily and so far has shown little, if any', 
laboratory side-effects. In our patients, it has re¬ 
duced the insulin requirements of the truly labile 
diabetic by 10 to 50%. Its apparent site of action 
is in the enzymatic cycle, and it is claimed that it 
increases the peripheral utilization of glucose. Al¬ 
though some insulin must be present in the body 
and thus is not effective in the depanereatized per¬ 
son, phenformin would seem to be significant as it 
has a role that is not fulfilled by diet, insulin, or 


sulfonylureas in the truly' labile diabetic, and it is 
useful as an adjunct to insulins of other ty'pes. 
Recently two patients with secondary' sulfonylurea 
failure have shown an excellent response to a com¬ 
bination of sulfonylurea and phenformin. Both 
patients had consistently refused to take insulin. 
In our experience phenformin has also been rea¬ 
sonably satisfactory' in the treatment of mild stable 
diabetes in adults, in whom the results are similar 
to those obtained with the sulfonylureas, with the 
added assurance that secondary’ failure is unlikely 
to occur with the biguanide. 

Phenformin may produce severe gastrointestinal 
distress and hence cannot be used by some patients 
and can be used only in relatively small dosages 
bv others. It is stated that such cases number some 
5 to 7%. In our group this figure has been some¬ 
what higher, possibly because of the larger dosage 
used, although our maximum has been 200 mg. 
daily. Tire cause is not local gastric irritation but 
central nervous system effect. This may often be 
obviated by use of split dosages, time-release tab¬ 
lets, and by drugs combating the cerebral effect. 
Because of its unique role in diabetic therapy, 
phenformin may prove to be of considerable 
importance. 

Comment 

It should be stressed that with multiple hypo¬ 
glycemic agents available, it is increasingly' neces¬ 
sary to study and evaluate each case of diabetes as 
completely as possible so that the proper hypogly¬ 
cemic agent or combination of agents may be used. 
The long-term effect of the various orally given 
agents remains to be evaluated, and if the work of 
the Toronto group 3 with sulfonylureas and the 
histopathologic studies of numerous others are 
verified, later toxic effects are quite possible. It is 
not important in most cases of diabetes that pa¬ 
tients can be kept from severe glycosuria and 
acidosis by the use of orally given hypoglycemic 
agents, but it is important that each patient receive 
the hypoglycemic agents that will most closely 
restore normal physiology in his particular case. 

3919 John R. St. (1). 
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RECURRENT BACTERIAL ENDOCARDITIS AND AORTITIS 
WITH RUPTURE OF AORTA 

REPORT OF A CASE WITH DEATH FOUR YEARS AFTER INSERTION OF A HUFNAGEL VALVE 

Leonard A. Kleinman, M.D., Garfield Heights, Ohio 


A 40-year-old man was admitted to tile Suburban 
Community Hospital in Cleveland, Ohio on March 
3, 1959, complaining of chills, fever, and hiccoughs 
occurring during the previous 36 hours. His history 
of rheumatic fever started at 13 years of age, when 
the original valvular damage occurred. He had. 
bacterial endocarditis in October, 194S, when he 
was admitted to another hospital with fever, systolic 
murmurs heard at the mitral and aortic areas, and 
an enlarged heart. Cultures of three successive 
blood specimens were identified as containing 
Streptococcus viridans. He was treated for one 
month with intramuscular injections of penicillin, 
and apparently the infection was eradicated. He 
remained well until 1953 when cardiac failure de¬ 
veloped. When administration of medicaments was 
no longer effective in maintaining adequate heart 
function, in 1955 he was referred to the George¬ 
town University Hospital as a candidate for aortic 
plastic valve correction of aortic insufficiency. Dr. 
Charles Hufnagel performed the operation, placing 
J the valve in the. proximal portion of the descending 
aorta. The condition of the patient returned to 
almost normal but he continued to take digitalis, 
penicillin prophylactic-ally, and, on occasion, mild 
sedatives. He remained well until the present ill¬ 
ness, with enlargement of the liver persisting as 
the only sign of cardiac insufficiency. 

On examination at the time of admission to the 
hospital, his condition was toxic and he was acutely 
ill, with a temperature of 106.8 F (41.6 C), a pulse 
fate of 100 per minute, respiration rate of 30 per 
minute, and blood pressure of 200/0 mm. Hg. The 
clicking of the plastic valve and singultus made 
auscultation of the heart difficult, but systolic and 
diastolic aortic murmurs and an apical systolic 
murmur could be heard. The lower border of the 
liver was palpable 6 cm. below the right costal 
margin, but existence of an enlarged spleen was 
questionable. There were two small lesions on the 
plantar aspect of each foot resembling petechiae. 
The neck was slightly rigid. Reflexes and lumbar 
puncture findings were normal. Results of labora¬ 
tory tests gave the following information: hemo¬ 
globin concentration 12.3 Gm. per 100 cc.; hema¬ 
tocrit value 40%; and white blood cell count 21,000 
per cubic millimeter, with a differential count of 


89% polymorphonuclear cells, 10% lymphocytes, 
and 1% monocyte. Serum electrolyte levels were as 
follows: calcium, 7.4 mg. per 100 cc.; chloride, 
95 mEq. per liter; potassium, 3.7 mEq. per liter; 
and sodium, 123 mEq. per liter. The serum glutamic 
oxalacetic transaminase (SGO-T) level was 95 units. 
The blood urea nitrogen level was 31 mg. per 100 
cc., widi a blood sugar level of 84 mg. per 1DD cc. 
Results of urinalysis showed the pH to be 5.0, 
specific gravity 1.033, albumin content 4-f, a trace 
of sugar, 3 to 4 white blood cells per field, 5 to 10 
red blood cells per field, and many fine granular 
casts. 

A roentgenogram of the chest indicated total 
cardiac enlargement. An electrocardiogram showed 
left ventricular hypertrophy and the effects pro¬ 
duced by digitalis. 

Treatment was started with daily, administration 
of 50 million units of aqueous penicillin, given in¬ 
travenously, with intramuscular injections of strep¬ 
tomycin and erythromycin. Supportive therapy con¬ 
sisted of administration of fluids and digitoxin. The 
first blood culture report showed hemolytic Staphy¬ 
lococcus aureus, which was resistant to penicillin 
and sensitive to Chloromycetin, erythromycin, and 
vancomycin. The administration of penicillin was 
discontinued and replaced by that of vancomycin. 
On the fourth day the patient appeared to be semi¬ 
conscious, rales were heard at the base of the left 
lung, the abdomen became distended, and edema 
developed in the legs. Digitalization was again ac¬ 
complished with use of larger doses of digitoxin, 
hydrocortisone was given intravenously, and kana- 
mycm was added to the antibiotic regimen. The 
next day an amazing change took place. The pa¬ 
tient was afebrile and alert and his respiratory and 
pulse rates were normal. Administration of hydro¬ 
cortisone was discontinued after the second day, 
but all antibiotic therapy was continued. Blood 
chemistry reports were normal except for the blood 
urea nitrogen level, which was elevated to 84 mg. 
per 100 cc. Results of blood.cultures were negative, 
and it appeared that the patient was recovering. 

Oh the 10th hospital day he had, with sudden 
onset, chest pain, cough, and cyanosis. Moist rales 
were heard in both lungs, and a roentgenogram of 
the chest showed infiltration of the left lower lung. 
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rosacea, who were particularly responsive to the 
hydrocortisone preparation. Sixty-five were definite¬ 
ly improved, four were slightly improved, and five 
were not helped. Twelve patients using the plain 
drying agent and eight using that containing hydro¬ 
cortisone complained of irritation characterized by 
excessive dryness. Thirty patients using the plain 
and 21 using that with hydrocortisone complained 
of slight irritation. This was controlled by discon¬ 
tinuing the drying agents for a few days. In most 
cases, resumption of application of the medicaments 
was not accompanied by further irritation, indicat¬ 
ing a “conditioning” of the skin. 

Comment 

The results compiled by each author were similar 
to those of the others and infer reliability of the 
clinical impressions reported. It was observed that 
the best results with these drying agents were ob¬ 
tained in those patients who had unusually severe 
oiliness of the skin. Conversely, blond patients with 
thin skin which was not too oily experienced the 
less favorable results and most of the irritating 
reactions. 

We observed that complaints of excessive dryness 
from use of the medicaments could be minimized 
by proper instruction of the patient. This is im¬ 
portant, since these drying agents are markedly 
active and should not be applied as often as is 
usual with “acne drying lotions,” particularly when 
strongly drying surfactant cleansers are used for 
therapeutic washing of the skin. At the start all 
patients were instructed to apply the medicament 
once daily. Boys preferred to make this application 
at bedtime. Girls could use it this way or in daytime 
as a make-up base. A thin film matches blond skin 
while heavier films suit brunets better. If after one 
week the skin was not sufficiently dry, the number 
of applications was increased to two and rarely to 
three a day. 


It is a common observation that even in acne pa¬ 
tients certain areas of the face are less oily and dry 
more readily than other areas. This is particularly 
true of the nasolabial folds and the angles of the 
mouth. The drying agents should be kept away from 
these areas. Wien they are used more than once 
daily, the second application can be limited to the 
lesions, without spreading the film over the entire 
face. 

Summary 

Two new topical agents which dry, peel, and 
degerm effectively the skin of patients with acne 
were tested clinically. One contains 0.25% hydro¬ 
cortisone. Their marked drying activity appears to 
be due to synergism between the contained sulfur, 
calamine powders, and a new nonionic surfactant, 
polyoxyethylene lauryl ether. This drying surfactant 
appears to have properties similar to those of re¬ 
sorcinol. However, it has the decided advantage of 
not sensitizing or staining the skin. 

The use of these drying agents, as adjuncts to the 
usual therapeutic routine, resulted in improvement 
of acne lesions in 873 of 909 patients. The prepara¬ 
tion containing hydrocortisone was particularly 
effective in the patients with acne rosacea and in 
those with acne exhibiting marked erythema. 

30 N. Michigan Ave. (2) (Dr. Bluefarb). 

Bacteriological evaluations were performed by W. L 
Metzger, Ph.D., Chief, Bacteriology Department, Cook 
County Hospital, Chicago. 

The acne drying agents (Fostril Lotion and Fostril HC 
Lotion) were supplied by Westwood Pharmaceuticals, Buf¬ 
falo 13. 
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I NCREASING EXPOSURE TO ESTROGENS.-Tariff Commission Reports does 
not list the amount of diethylstilbestrol manufactured in the United States as a 
separate item, but our own experience and knowledge of other major manufac¬ 
turers in this field lead to an estimate of 10,000 pounds or more per year. As an increas¬ 
ing amount is being used in animal husbandry, the number of those exposed must be 
increasing at a rapid rate. ... A review of the world literature shows that since 
1941 the absorption of diethylstilbestrol by chemical workers has been a problem 
everywhere. More recently, the use of this chemical in animal husbandly has in¬ 
creased the number of people exposed. . . . Unexposed chemical workers excreted 
estrogens below the threshold of the test (0.02 micrograms per ml. of urine). Ex¬ 
posed and imperfectly protected workers showed values ranging from 0.06 to 0.55 
Mg/ml. Earliest symptoms of breast stimulation were seen one to two weeks after 
urinary excretion reached or exceeded 0.1 Mg/ml.—R. M. Watrous, M.D., and R. T. 
Olsen, B.S., Diethylstilbestrol Absorption in Industry: A Test for Early Detection 
as an Aid in Prevention, American Industrial Hygiene Association Journal, Decem¬ 
ber, 1959. 
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POSTOPERATIVE ARTERIOVENOUS ANEURYSM IN 
MESENTERY AFTER SMALL BOWEL RESECTION 


David Movitz, M.D. 
anc! 

Burton Finne, M.D., Chicago 


An abdominal exploration for an arteriovenous 
aneurysm in a 34-year-old woman revealed such a 
lesion to be present in the mesentery of the small 
intestine. This lesion apparently occurred after 
resection of the small bowel which was performed 
for intestinal obstruction secondary to adhesions 
and associated with gangrenous bowel with mesen¬ 
teric thrombosis. The arteriovenous aneurysm was 
situated, in the healed mesenteric suture line near 
the base of the mesentery. Excision of this portion 
of mesentery was followed by uneventful recovery, 
with complete relief from abdominal pains and re¬ 
curring mild diarrhea. A review of the literature on 
gross arteriovenous aneurysms reveals postoperative 
arteriovenous aneurysms to have occurred in the 
operative site after various operative procedures, as 
a direct result of the technical management of the 
contiguous artery and vein. These procedures have 
been reviewed, in their case reports, by Elkin and 
Banner 1 and most recently by French and co¬ 
workers, 2 and include blood letting, thyroidectomy, 
insertion of Steinman's extension pins, amputations, 
fasciotomy, nephrectomy, radical mastectomy, hys¬ 
terectomy, intervertebral disk removal, and thora¬ 
centesis. An arteriovenous aneurysm occurring in the 
mesentery of the small intestine either spontane¬ 
ously or postoperatively has not, however, been 
previously reported and provides the reason for 
this report. This additional location further empha¬ 
sizes the diversity of its possible locations and the 
diagnostic challenge presented by all persons with 
complaints who have had operative procedures, 
because of (1) its variability of symptoms relative to 
location—local and systemic circulatory effect and 
(2) the variability of the time elapsed since the 
operations. It emphasizes the clinical importance 
of seeking out bruits and thrills over regions of 
surgical scars. 

Report of a Case 

A 34-year-old married woman was admitted to 
the Norwegian-American Hospital on July I5th, 
1952. In March of that year she had had, at another 
hospital, a resection for intestinal obstruction as a 
result of adhesions and complicated by gangrenous 
small bowel (near the terminal ileum) and mesen¬ 
teric thrombosis. For several hours prior to the 
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operation she complained of severe abdominal pain. 
The record revealed that on opening the abdomen 
there were loops of gangrenous ileum, near its 
terminal portion, associated with thrombosed mes¬ 
enteric vessels, and free, dark blood in the peri¬ 
toneal cavity. Adhesions and a cecum adherent to 
an old McBumeys incision scar were freed. The 
gangrenous portion of the ileum and its attached 
mesentery were resected, and continuity was estab¬ 
lished by an end-to-end anastomosis near the termi¬ 
nal portion of the ileum. The uterus was noted to 
be three months pregnant. A spontaneous miscar¬ 
riage occurred a few days later, requiring a dilation 
and currettage. The patient was discharged several 
days later, complaining, however, of vague abdom¬ 
inal pains and mild diarrhea. One week later, on 
March 28, 1952, the patient was -admitted to a 
second hospital at 2:30 a. m. for pain in the right 
lower quadrant that had suddenly begun that eve¬ 
ning. Since dismissal from the first hospital, the 
previous week, the patient continued to have mild 
diarrhea. Physical examination at the second hos¬ 
pital, according to the record, revealed a distended 
abdomen, a midline subumbilieal incision scar, 
tympanic .abdomen but without audible bowel 
sounds, and a strong systolic murmur in the right 
lower quadrant. Laboratory findings were normal. 
The patient was dismissed two days later. Subse¬ 
quently she was also admitted to a third hospital 
for several days, without receiving specific treat¬ 
ment, before coming to the present hospital, the 
fourth. 

Her complaints now, in July 1952, were chiefly 
vague abdominal pain and mild recurrent diarrhea. 
A continuous, loud, and roaring murmur with sys¬ 
tolic accentuation was heard over the right lower 
quadrant of the abdomen. There was no palpable 
mass nor tenderness in the abdomen. A diagnosis 
of an arteriovenous fistula in the abdomen was 
made, but without further specific localization. In 
addition, a right paramedian abdominal incisional 
scar and a McBurney s incision scar were found. 
The pulse rate was 80 per minute and regular, and 
blood pressure was 110/70 mm. Hg. Results of 
serology were negative. Hemoglobin determinations 
varied "from 12.8 to 16.1 Gm.% and from 84.5% to 
106 Gm.% respectively. The leucocyte count was 
16,000 per cubic millimeter on admission but sub¬ 
sequently fell to 6,500. The differential white blood 
cell count was 66% of segmented polymorpho- 
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nuclear leucocytes and 34% lymphocytes. The urine 
was acid, with a specific gravity of 1.036. The blood 
type was O, Rh-positive. An aortogram visualized 
a normal aorta, inferior mesenteric and external and 
internal iliac arteries, and proximal parts of the 
superficial and deep femoral arteries. 

Abdominal exploration revealed a continuously, 
coarsely, and rapidly vibrating, thickened area in 
the mesentery of the small intestine near its base, in 
the suture line scar of the mesentery' from the pre¬ 
vious intestinal resection. This vibrating mesenteric 
area was observed to be thickened partly because 
of edema, particularly at the base, and the edema 
extended peripherally along the mesentery to the 
intestinal wall. The vessels appeared engorged. 
Because the mesenteric vessels consist of several 
arcades at this level, the vibrating mesenteric area 
was simply resected between multiple clamps and 
the opening in the mesentery' closed. The bowel 
appeared as pink after resection of this area of 
mesentery' as before. The patient made an unevent¬ 
ful recovery' and subsequently did not suffer ab¬ 
dominal pain nor episodes of diarrhea for as long 
as several years later. 

The removed section of mesentery' is shown in 
figure 1, with a match stick in the artery pointing 
to the aneurysmal dilatation. Also, the aneurysmal 



Fig. 1.—Match stick inside arterial lumen pointing into 
aneurysmal dilatation. Arroic, inside opened vein, leading 
into same aneurysmal dilatation; surrounding area is mesen¬ 
teric fat. 

dilatation can be observed to be continuous with the 
vessel with a larger lumen, tlte vein, adjacent to it. 
This may be better observed from the operative 
specimen photographed under water (fig. 2). 


Summary and Conclusions 

A case of arteriovenous aneurysm of the mesen¬ 
tery of the small intestine is reported for the first 
time. This followed a resection of.the small intestine 
by a short interval and occurred in the suture line of 
the mesentery, near its base. Its occurrence should 





Fig. 2.—Photograph of specimen under water originally in 
black and white, with arrays in the two vessels leading to 
aneurysmal dilatation; long arroic inside vein. 

not be entirely unexpected, since arteriovenous 
fistulas or aneurysms at the operative sites of 
various surgical procedures have been reported. 

From the variability of the cases and of the 
surgical procedures which have led to its formation, 
from the varying symptoms and signs compared 
with other reported cases, and from the varying 
time interval before appearance of symptoms, the 
clinical points that appear pertinent are as follows: 
1. Careful attention to the separate management of 
contiguous arteries and veins should be exercised, if 
possible and feasible, to prevent an arteriovenous 
fistula or aneury'sm. 2. Careful venesection, avoiding 
the thrust of the needle completely' through the 
vein into an adjacent artery, should be practiced 
and similar caution to avoid puncturing both the 
artery and vein in the process of percutaneous 
arteriography should be exercised. 3. Operations 
performed even many years earlier may possibly be 
considered responsible for the symptoms and signs 
of arteriovenous aneurysm in the vicinity of the 
operative region because of the varying interval 
from the operative procedure to the formation and 
clinical manifestations of the arteriovenous fistula. 
4. The symptomatology may vary with the region of 
the body involved, and, as is well known, with the 
size of the fistulous communication and with its 
distance from the heart. 
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HORMOUGOSIS-TOWNSEND AND LUCKEY ' Maj 7 , 

T ''““ 1 - D '“ S ‘ Whlch ^ StMm Beta p„ llr „, Activity-Continued 

Drug ~ " -- 

Action 

Cociiiue . . Local Anesthetics Reference 

. ixcursfons of frog heurt; turtle heart; tomis of 

esophagus, stomach, colon ! „ „ 

•Sollmann, 1 " pp. 270-271 

Acetylcholine . ao.w, Drugs Acting on Autonomic Effector Cells 

. . sKeietal muscle _ 

Crawfish heart* Coodmau and Gilman,* p. col 

v , Human heart- SoHmunn, 1 * p. 199 ' 

Vostignune_.... . t „ . oollmann . 10 p. 335 

Pliysostigminc . Skeletal im^cle- ° ns; 8 ' ek,al m,h *' le * Goodman and Gilman « p. 150 

RespirutiontJ Goodman and Gilman,* p. U6 

Dusopropyl lluorophosphate .... Kcspirutioni* Goodman and Gilman,* p.447 

Kl>ine,,llrinc ... Coagulability of blood Goodman and Gilman , 3 p. too 

™ , , Contractions of dog uterus* hoBmam. *• p Ml 

Phenylephrine . Oat intestine*! Sollmann,“ p. 375 

.:: -Myocardium* Sollmann ,^ 0 p. « 

2-Methylaminoheptane hydrochloride T " rtl0 " ,W,U ” lyo, -' i,r<,ial rutc “ mi ««»PHtude Sollmann ! 10 ^ “ 

(oencthyl) . Myocardium* 

ZS2S?T~:== =rs:;r-- 

Stomach** Goodman and Gilman , 3 p. 51S 

Atronine . t ,. *. .. Goodman and Gilman . 3 p. 520 

. Smooth and cardiac muscle* and other cells Sollmann , 10 p. 309 

lone and peristaltic movements of excised ureter .Sollmann 10 p 313 

Structures blocked by atropine! Goodman and Gilman,-*- p. 

I-evo hyoseyamlne m'n ‘ centawi Goodman and Gilman,-, p. 511 

Ynhitnhfim . * onc un< P^rfstultle movements ol excised ureter SoHmann ,* 0 p. 313 

" J . fntestines, bladder, spleen* Sollmann,- p. 278 

. Sympathetic, and parasympathetic ganglions^} Goodman and Gilman , 3 p. 620, Drill,* chap. 22 d. 15 

Central nervous system! Goodman and Gilman , 3 p. 021, Sollman, 1 " p. 311 

Adrenal medulla! Goodman und Gilman, 1 * p. 021 

. Ciliary movement of frog esophagus! Sollmann , 10 p. 34 ° 

l oi uml " 0 .Vutonomfc ganglions*! * Sollmann . 10 p. 315 

Tetraetiiyla'imiioniutn'f'i'FA'i. uT‘ C tr ““ smissionJ Goodman and Gilman, 3 p. 028, Drill, 3 ebap. 22, p. 15 

r! rf, h • ‘ t . Skcletal " ,uscle Goodman and Gilman,* p. 030 

ietra-mcthjl ammonium chloride .. Medullary centers (respiration)t! Sollmann, 10 p. 310 

' Histamine and Its Antagonists 

Histamine . Kxclsed ureter* Sollmann, 10 p. Ill 

Tonus of cat capillaries! Sollmann, 10 p. 103 

Uterus*! Sollmann, 10 p. 29! 

Peptone . Uterus*! Sollmann, 10 p. 291 

Pituitary extract .. Uterus*! Sollmann, 10 p. 294 


Antiseptics, Disinfectants, and Drugs Used In Chemotherapy of Infectious Diseases 


Q uininc . Protoplasmic functions Goodman and Gilman, 3 p. 1191 

Phagocytosis Sollmann, 10 p. 506 

Uterine contractions and tonus Sollmann, 10 p. 510 

Respiration! Goodman and Gilman, 3 p. 1198 

Pamayuine Xupbthoute . Uterus* Sollmann, 10 p. 521 

Penicillin .. Treponema pallidum Goodman and Gilman, 3 p. 1236 

Emetine . Smoo-h muscle of digestive tract* Sollmann, 10 p. 193 

Sulfonamides . Excised frog heart* Sollmann, 10 p. 356 

Sulfanilamide . Bone marrow*! Sollmann, 10 p. 555 

Methylene blue . Intestine* Sollmann, 10 p. 5S9 

Boron . Growth of beans and flax Sollmann, 10 p. 601 

Iodine . Yeast growth Sollmann, 10 p. 820 

Aspidium (male fern) . Spinal cord! Goodman and Gilman, 3 p. 1131 

Chenopodium oil (American worm- ^ 

seed) . Central nervous system! Goodman and Gilman, 3 p. 1136 

Thymol .... Central nervous system! Goodman and Gilman, 3 p. 1139 

Betnnaphthol ... Central nervous system! Goodman and Gilman, 8 p. 1110 


* ■ -or tonus, 

t ■ me. 

t, __g is assumed to have increased during time of absorption. 

§ Transmission ol nervous impulse. 


of pharmacology surveyed were those by Goodman 
and Gilman, 8 Drill, 9 and Sollmann. 10 There are a 
number of cases in which the effect of the drug 
under consideration was not fully elucidated. 
In ■ general, such cases fall into three categories, 
those involving muscular response; those involving 
respiration; and those involving transmission of 
nerve impulses. The assumption is therefore made 
that the action of a drug unless otherwise stated, 
is to change the contractility or tonus of muscular 


tissue, to change minute volume of respiration; 
or to transmit nervous impulses along or through 
nerves and ganglions. 

Table 1 deals directly with the phenomenon 
already discussed, namely a stimulation at low 
levels of a drug which gives a depression at higher 
concentrations. There are other instances in which 
substances appear to depress at the lower level 
and stimulate at higher levels. Others depiess, 
stimulate, and depress again in a sine wave re- 
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spouse, eventually terminating with accumulation 
of toxic concentrations. These are presented in 
tables 2 and 3 respectively. It is possible that the 
examples in the second and third tables are simply 
selected areas in a more complicated dose-response 
curve.” The examples presented are representative 
and are by no means all of those to be found in 
medical pharmacology. For example, one could 


(delta pattern), if the concentration were further 
increased. It seems probable that tire gamma and 
delta patterns of drug action are part of a single 
pattern. More than one stimulation peak has been 
seen occasionally in chicks fed antibiotics and is 
typical of the response obtained by Riehet 7 with 
heavy metals. These concepts are summarized in 
the figure. 


Table 2.— Drugs Which Depress and Stimulate, Showing Comma Pattern Activity 


Drug 

lIpxobarhit.il. amoharhital, ami pentobarbital 

•Ipomorphlne . 

Cutleme ... 

lcetyfrholine . 

Pilocarpine . 

Epinephrine . 

Epinephrine, ephedrine. p-cudoephedrlne . 

Amphetamine . 

Peptone . 

Chlorine . 

Cobalt . 

Colloid metal* . 

In<alia . 


Action 

.Tonu* anti rhythmic Contraction* in Thiry Vella 
IN tit la in dogs* 

, Central nervous system 
Choice (cancellation.-, etc.) 

Tonus of vessels - in mod organs 

Contraction and relaxation of frog skeletal muscle 

Turtle oophagu**! 

.Pregnant human uteru-t 
. Bronchial musculature! 

, Excised Intestines! 

. Excised mammalian heart! 

Bronchial mu-culature: rings of pulmonary artery 
and vein! 

, PcristaL-is* 

. Number of leukocyte?)* 

. Babbit's -mall Intestine** 


* Concentration of drug is a—umed to have increased during time of absorption. 
! Changes contractility or tonus. 


Reference 

Drill, a chap, 1J, p. 7 
.Sollmann, 10 p. 491 
Sollmann, 10 p. 214 
.Sollmann, 10 p. 336 
Sollmann, 10 p. 237 
Sollmannp. 2S5 
Goodman and Gilman, s p. 490 
SoUmann, 10 p. 350 
Sollmann, 10 p. 3.54 
Sollmann, 10 p. 414 

Sollmann, 10 p. 151 
Sollmann, 10 p. 9t3G 
Sollmann, 10 p. 857 
Sollmann, 10 p. 02 


add all stimulant drugs to the list, since in high 
enough concentrations they become toxic and de¬ 
press cellular function. Any substance would be 
harmful in high enough concentration, regardless 
of its initial effect. 

It is important to note that this survey has 
apparently divided the drugs into four groups 
according to the response pattern. These patterns 
are identified for discussion purposes as alpha, 
beta, gamma, and delta. The alpha pattern is rep¬ 
resented by drugs not listed in the tables; these 
drugs have not yet been shown to give a stimula¬ 
tory response. If it is possible for them to stimulate, 
the proper subinhibitory level may not have been 
tried, or the method of measurement may not have 


A possible mechanism of action at the cellular 
level has been suggested ” as follows: The stimu¬ 
lation reflects limitations in the ability of the 
organism to equate or modulate its response to a 
given stimulus at the lowest threshold of percep¬ 
tion. If we assume that the response involves a 
chemical reaction, then the response of the organ¬ 
ism is a unit (discontinuous) response, in which 
the lowest possible reaction would require one or 
more molecules to be changed. The release of an 
enzyme, proenzyme, hormone, or ribonucleic acid 
information molecule could quickly change the 
internal character of cells. The minimum response 
is an apparent overcompensation at the sensing 
threshold of the organism. 


Table 3.—Dress with Sine Wave Dose-Response Curves 


Morphine . 

Sodium Bromide 

Strychnine . 


Drug Action 

.Ti-.-ue edema of addicted rats 

..Gat central nervous system 

.Muscle tonus 

Medullary and *pinal functions 
Heat regulation 

... Re-plration* 

...Perfused frog heart! 

...Perfused respiratory center of frogs 

.Blood-forming organs 


Reference 
.Sollmann, 10 p. 251 
Sollmann, 10 p. Sll 
Drill, 0 chap. 23, p. 9 
Sollmann, 10 p. 198 
Sollmann, 10 p. 197 
Sollmann, 10 p. 337 
Sollmann, 10 p. 3o9 
Sollmann, 10 p. 786 
Sollmann. 10 n. 900 


Acetylcholine 
Epinephrine 
Calcium .... 

Tellurium .. 

* Changes in minute volume. 

! Changes contractility or tonus. 

been sensitive enough to record the stimulation. 
Drugs having beta pattern activity (table 1) show 
a single peak of stimulation followed by a depres¬ 
sion or negative response as the concentration is 
increased. The gamma (see table 2) pattern shows 
a depression at the lowest concentration followed 
by a stimulation. These drugs would all probably 
show a second depression as do those in table 3 


The complexities of higher organisms lead to 
interactions between different cells and tissues. 
This allows a more complex reaction mechanism 
to be visualized. In spite of this, the over-all pat¬ 
terns of response are similar to those seen with 
micro-organisms. Irrespective of mechanism, com¬ 
mon denominators evidently exist in the response 
of organisms to drugs at the threshold of percep- 
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t on and response levels. Experience with antibiotic 
stimulation m animals has indicated that the oat 
tern of response is delicately tuned to environ 
mental nuances. Such problems are not seen in 
this survey; they would have been seen had the 

SlSf exac[ «** f-tS: 


STIMULATION 


hormoligosis-townsend and luckey 



Diug response patterns shown, with units of drug concen¬ 
tration on abscissa and response units on ordinate. Relative 
position of three curves is without significance, a drugs 
allow no net positive response, whereas 0 drugs give stimu- 
laOon which may or may not be cumulative. Inhibitory ac¬ 
tion of 7 drugs is more than overcome by response of 
organism. These drugs apparently inhibit below perception- 
response threshold. 


J.A.M.A., May 7 } iqqq 

phtioil,®. SOme genera,izatfon in cellular 
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I NSECT-VECTORS AND INSECTICIDES.— Physicians have learnt to use anti¬ 
biotics with discretion to achieve their most important cures and there is some 
evidence of diminished incidence of resistance in well-conducted hospitals. The 
situation with insecticide resistance is much less reassuring. The numbers of species 
of arthropod of public health importance which have revealed resistant strains is 
now over 50 and is steadily growing, . . . The extreme case of drug-dependence has 
not been reached with insects. The nearest approach is a' suggestion that certain 
pests (houseflies, bed bugs), having become resistant to dieldrin, are actually more 
numerous after spraying than before. The only instance in which this has been 
actually proved is when dieldrin is applied to primitive latrines to suppress fly breed¬ 
ing. This seems to be due to the dieldrin suppressing another type of fly maggot, 
which normally renders the faecal matter unsuitable for housefly breeding. There are 
many other reports of similar increases in flies and bed bugs where the dieldrin has 
been applied only to wall surfaces. These are unexplained at present; but it would 
be rash to assume that the insecticide was having a direct, beneficial effect.—J. R. 
Busvine, D.Sc., Fundamental Aspects of Insecticide Resistance, Pharmaceutical 
~ Journal . Jan. 23, 1960. 
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SPECIAL CONTRIBUTION 


RESEARCH-THE “R” IN NURSING 

Apollonia O. Adams, M.A., Washington, D. C. 


“Research in nursing? What is that?” Doctors 
often ask me this question when I talk about new 
developments in my profession which we, as nurses, 
think bear evidence of our deep concern that 
more and better nursing service reach the patient. 

I suspect that the question is often asked in 
genuine curiosity, but equally often one can detect 
a hint of skepticism or fear. Not much is said about 
nursing research outside of the nursing journals and 
a few social science publications where projects are 
reported because the aspect of nursing investigated 
has sociological implications. It is obvious, there¬ 
fore, that when not much is known about a new and 
expanding process, it is bound to be suspect or 
misunderstood. But, while research in nursing is 
comparatively new, there is a tremendous amount 
of activity’ under way, and much thought and 
imagination are going into the exploration of a wide 
variety of topics which should be of interest to the 
medical profession. Perhaps the two points of most 
immediate interest and concern are these: 1. Nurs¬ 
ing research is relatively small as an area of prac¬ 
tice for nurses, and few nurses are either qualified 
or preparing themselves to become qualified in this 
specialty. 2. It is not drawing practitioners away 
from the bedside, but it should have the opposite 
effect; the findings of careful investigations should 
aid recruitment and add to the attractiveness of 
patient care. 

Nursing research is an outgrowth of the demand 
for improved health services during the past decade 
and of the expansion of the nursing profession itself, 
which in its own coming of age has asked what it 
can do to give better patient care. Aware that pro¬ 
fessional status is truly signified by a profession’s 
willingness to assess and improve its practices, 
nurses have set out to add to the improvement of 
patient care by acquiring better knowledge of the 
patient’s nursing needs and of themselves. As early 
as 1949, the American Journal of Nursing urged 
nurses to make plans for scientific .investigation. 
From 1950 to 1955, the American Nurses’ Associa¬ 
tion supported studies of nursing beginning with 
studies of functions of nurses and branching out to 
other studies. The ferment of growth and the real- - 
ization that professional status bears direct re¬ 
lationship to the amount of self-questioning that a 
profession encourages culminated in 1955 in the 

Chief, Division of Nursing Resources, United States Public Health 
Service. 


creation of the American Nurses’ Foundation, a cen¬ 
ter for research which is largely supported by 
nurses. The foundation has sponsored research in 
the areas of practical, industrial, psychiatric, and 
outpatient nursing and in the care of the chroni¬ 
cally ill. 

Federal grants and grants for research in nursing 
from private foundations concerned with mental as 
well as physical health have also stimulated nurses 
and others to formulate hypotheses around basic 
nursing problems. The most significant fact is that 
nurses themselves have taken the lead in this move¬ 
ment toward self-study and evaluation of function 
because they could not wait for other disciplines to 
recognize and examine the many changing and 
increasing needs of patients with which nurses 
contend, or by which they are frustrated, 24 hours 
a day. 

Problems Being Researched 

What nursing problems are being studied? 
First, there are the problems of the nurse herself. 
Who is she? Why did she choose to become a 
nurse? What does she think? What does she do? 
What do we as nurses think she should be doing? 
What preparation or experiences will produce this 
result? Second, we are looking at nursing pro¬ 
cedures, those activities which we define as spe¬ 
cifically nursing, to examine them to determine 
what scientific basis they have. Which ones are 
effective in terms of patient progress? Are other 
activities needed to give better nursing care? Which 
ones are ritual and can be dispensed with? What 
procedures could be of more assistance to physi¬ 
cians? How can tire effective procedures and activi¬ 
ties best be taught? The health care area is the 
third large area. What specific role does the nurse 
play in the total spectrum of health care? What can 
she add to total patient care? The fourth area is 
that of the management of patient care and great 
variety of personnel. How can nurses work with 
maximum efficiency in relation to specific patient 
needs? How can we insure at all times that tire 
patient is the center of the activities? 

Nursing research is often multidisciplinary. This 
is revealing of its humaneness, in the sense that its 
goal is patient welfare. It cares about people, draws 
on the skills of many to understand the person 
within the patient, and seeks to find ways of mini¬ 
mizing pain and speeding recovery. 
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Tile principal investigators or co-investigators of 
many projects mainly have been nurses, and the 
next largest group have been social scientists. 
Project directors have included, among others, phy¬ 
sicians, educators, engineers, and hospital adminis¬ 
trators. It is significant that a recent publication 1 on 
some of the findings of studies to date has a pro¬ 
fessor of sociology as senior author. 

Two early projects made notable contributions 
from 1947 to 1950. The Amstein-Stobo study lead¬ 
ing to “Cost Analysis for Public Health Nursing 
Services,' developed a method for studying costs of 
public health agency operation. The study con¬ 
ducted by Ole Sand at the University of Washing¬ 
ton and reported in the three-volume “Basic Nurs¬ 
ing Education, Curriculum Study Series,” had as its 
purpose to re-examine the curriculum of the basic 
collegiate nursing program to see through what 
means it could be improved and shortened. 

Leo Simmons, at Yale University, reviewed 5,000 
documents reporting nursing studies over the past 
50 years. This study will be the basis of a forth¬ 
coming publication, “Survey and Assessment of 
Research in Nursing.” 

Here are some examples of the scope of nursing 
research at present. Can operations research help 
us find simpler answers regarding management and 
staffing predictions in the hospital? Dr. Daniel 
Howland, Department of Industrial Engineering, 
Ohio State University, is developing a methodology 
for evaluating patient care within a hospital in 
terms of such restricting factors as money, plant, 
equipment, and manpower. This project uses a 
number of disciplines beside nursing, such as phi¬ 
losophy, sociology, mathematics, and business ad¬ 
ministration, and it will encompass a number of 
smaller studies, such as one based on a psycholo¬ 
gist’s interviews with diabetic patients. 

Which nurses will make good supervisors? Dr. 
Elizabeth Hagen, Institute of Research and Service 
in Nursing Education at Columbia University, has 
been developing instruments for identifying be¬ 
haviors of nurses who are capable of assuming 
leadership positions in general hospitals. 

Why do students who would make good nurses 
drop out? Social psychologist David Fox, Columbia 
University, is identifying stress patterns among 
student and graduate nurses as related to factors of 
social background, personality factors, and educa¬ 
tional and professional experience. 

What problems or needs of patients do public 
health nurses perceive in their personal contacts 
with patients? How do they act on their percep¬ 
tions? Dr. Clara Hardin, American Nurses’ Founda¬ 
tion, is studying the dimensions of the public health 
nurse function, with emphasis on interpersonal re¬ 
lationships between nurse and patient. 

How can the nurse better prepare the patient for¬ 
going home? Marjory J. Hook, assistant professor 
of nursing, University of Nebraska, is observing 


J.A.M.A., May 7, I960 

problems faced by children when they go home 
from a psychiatric therapy service and the nurses 
role in facilitating return to community living. 

How does skilled nursing affect welfare of older 
patients? Martha M. Brown, nurse educator and 
clinician, is working at Washington University, in 
St. Louis, on the repersonalization of older patients. 
This study, very timely in view of our increasingly 
‘ l S in g population, will demonstrate the repersonali¬ 
zation which can take place in the older patient 
who is provided with expert nursing care. 

More physician-nurse joint research is needed. 
The results would be of value to research and to 
interdisciplinary relationships in general. Doctors 
and nurses could put forth more effort in consider¬ 
ing the skills of each when designing their research. 
Three projects are good examples of such research. 

A physician-nurse team under the leadership of 
Dr. Albert Snoke, director of Grace-New Haven 
Community Hospital, is studying professional ac¬ 
tivities and relationships of the nurse with other 
medical personnel, with a view to increasing inter¬ 
disciplinary participation in planning care. Dr. 
George C. Reader, director of research, Cornell 
University Medical College, is co-investigator with 
Doris Schwartz, R.N., in a study of the nursing 
needs of chronically ill ambulatory patients. Dr. 
John Parks, professor of obstetrics and gynecology, 
George Washington University, and Caroline Rus¬ 
sell, R.N., are working to determine the amount 
and type of nursing service which make the maxi¬ 
mum contribution to maternal and infant welfare 
during the maternity cycle. 

Division for Nursing Research in the 
Public Health Service 

The Division of Nursing Resources was created 
in 1949 as part of the Public Health Service to help 
solve nursing shortages through survey and research 
methods. It has undertaken basic and applied re¬ 
search. It has accepted the unique role of being the 
only federal unit concerned basically with sustain¬ 
ing balance of nurse supply and demand.and stimu¬ 
lating and conducting research in all areas of 
nursing. 

Observations have recently been concluded on 
two projects which will be of interest to doctors. 
Each was developed under the direction of a nurse- 
investigator. The purpose of the premature infant 
study, conducted with the help of nurses at Belle¬ 
vue Hospital, New York City, was to determine 
whether a support (a rolled diaper) at the back of 
a premature infant contributes to weight gain or 
otherwise affects its development. The history of 
this study bears telling because it shows how a 
nurse-scientist develops, how a research question 
swims into the searching mind, and that research 
in nursing has application to patients of .all ages. 
The project director had noticed, while she was a 
head nurse in the premature unit, that “preemies 
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would wriggle to the end or side of incubators or 
bassinets. As she went about her work, she won¬ 
dered why? Was it possible that infants craved 
extra back support? Might extra support contribute 
to weight gain? She had a hunch that it did. 

Thus from May to November, 195S, 60 pre¬ 
mature infants were divided into a control group, 
which received standard care, and an experimental 
group, which had the benefit of support. The in¬ 
fants were observed even' 10 minutes around the 
clock for 42 days for details of their sleep-wake 
patterns, and vocal, bodily, and feeding behavior. 
We now know how each of these infants behaved, 
slept, cried, moved about, ate, or gained. This 
project has given us detailed information on infant 
behavior, never before recorded, or perhaps known. 

The infant study has put this hunch to test. The 
data are now being analyzed. Whether or not the 
application of a diaper roll support affects weight 
gain, this study, which came as a result of a nurse’s 
initiative and creativity, has produced data which 
can be used by physicians, psychologists, and social 
scientists. It demonstrates that nursing care can be 
objectively measured, it has implications for the 
staffing of premature units, and it is a purposeful 
step in strengthening nursing practice in premature 
units against its traditional dependence on trial and 
error. 

As often happens, a unique and unplanned-for 
by-product of this study was a check list for obser¬ 
vation of infant eating behavior. This evolved when 
the chief investigator realized that terms such as 
“ate well” or “ate poorly” did not have the same 
meaning to different nurses or doctors. The check¬ 
list provided objective criteria for measuring and 
recording infant feeding behavior for the first time. 

Another study in the Division of Nursing Re¬ 
sources raised provocative questions about nursing 
education. In the study of nursing students’ percep¬ 
tion of patients’ attitudes, about -100 students in 
seven schools selected the patients whom they 
knew best and answered questions as they thought 
their patients would answer. Their patients then 
responded to the same question. Students knew 
best the patients who were friendly, cooperative, 
and cheerful. 

Freshmen and seniors had like difficulty in esti¬ 
mating the importance to patients of various aspects 
of hospital care. When students disagreed with their 
patients, they were more apt to overestimate the 
importance of the social environment and to place 
less value on items relating to physical care, infor¬ 
mation, and assurance than did the patients. These 
and other findings should be of special interest to 
teachers and supervisors who are concerned with 
patient care and with planning the learning experi¬ 
ences for students. We may arrive at a method of 
indicating if student nurses need additional help in 
getting to know their patients. Is modem nursing 
education as effective in this area as it thinks it is? 


Nurse recruitment, comprehensive patient care, 
and the relationship between theory and practice 
of nurse supervisors are also under study by nurse 
consultants of the Division of Nursing Resources. 

Earlier Division of Nursing Resources’ activities 
led to tlie development of methods for bringing 
more professional nursing care to patients without 
increasing the number of nursing personnel. These 
methods have resulted in the production of several 
manuals to help hospitals effect economies along 
with improvement of nursing services—“How to 
Study the Nursing Service of an Outpatient Depart¬ 
ment,” “How to Study Supervisor Activities in a 
Hospital Nursing Service,” and “How to Study 
Nursing Activities in a Patient Unit.” 

Preparation of the Researcher 

In nursing, the scarcity of prepared investigators 
is greater than in most other fields. Research in any 
field requires a certain amount of specific prepara¬ 
tion and discipline. To date, much of the research 
carried out in medicine and nursing has been done 
by specialists who may not be doctors or nurses 
but who may be biochemists, pathologists, or social 
scientists. While it is true that today research has 
"band wagon” status in all areas of learning, this 
should not distress us. The publicity will stimulate 
those with good potential to enter the field; those 
who have not the capacity for development will soon 
divert their energies elsewhere when they experi¬ 
ence the rigorous discipline of research methodology. 

Nursing is just beginning to prepare a few of its 
members to become investigators. It is a long, slow 
process, and the selection of good candidates is 
difficult. Often we are asked how nurses are being 
prepared for research and how many are needed. 
Education for research involves the same arduous 
effort and time for nursing as for other disciplines. 
There are no short cuts, and nurses who hope or 
believe they can become investigators without solid 
preparation on the graduate level will be doing 
themselves and their profession a disservice. Only 
a few professional nurses in comparison with the 
total number currently active will be needed, and 
only a few will be capable of developing the special 
skills required for scientific study. Only a few of our 
460,000 nurses who are now practicing will be 
temperamentally suited to research careers. But we 
hope that the efforts of these few will increase the 
effectiveness of all levels of nursing personnel: the 
professional, the practical nurse, the aide, and 
the orderly, for the aim of all our studies is in 
the long run, to produce better patient care. 

Our profession faces a few major problems in its 
efforts to develop nurse-investigators. Our advanced 
nursing education programs need to develop con¬ 
tent specifically aimed toward qualifying those who 
want to pursue careers in research. This is being 
done by joint planning and joint programs with 
basic and social science educational institutions 
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offering graduate work geared toward research. At 
present, several nurses are working for doctorates 
and are learning research methodology in some of 
the universities in departments of the various basic 
and social sciences. After completing the degree 
requirements, they intend to apply their knowledge 
in the field of nursing research, 

A second need is for better-prepared faculty to 
staff graduate programs in research methodology. 
Some of us would like to see opportunity and time 
provided to the instructors in graduate programs 
so that they may engage in some research them¬ 
selves. We repeatedly hear of the synergistic rela¬ 
tionship of education and research, and this exists 
in nursing education too. Todays nursing education 
programs will provide knowledge and patterns of 
behavior which will probably be used for several 
decades. For this reason, the best possible teaching 
knowledge and skills should be available, and we 
may have to do original research to find out what 
this knowledge mid these skills should be in our 
changing professional world. Many of us would 
like to see hospitals offer their key nursing service 
personnel the opportunity and time to study and 
engage in research projects which might have direct 
bearing on the problems encountered in their home 
hospitals. 

Clarity of statement of the problems to be studied 
is another area to be developed. Nurses who are 
working with researchers from other disciplines do 
not always express their ideas clearly and emphati¬ 
cally enough. They should be encouraged to re¬ 
member (and here our medical colleagues can he 
helpful) that they are the experts in nursing. Some 
projects directed by non-nurse investigators have 
come up with some rather spurious and even ridicu¬ 
lous conclusions because the nurse on the research 
team was so awed by research language and meth¬ 
odology that she forgot about the nursing problem 
involved. 

We still have to contend with the scoffers, par¬ 
ticularly in related disciplines, who have the errone¬ 
ous idea that we are trying to make researchers out 
of all the nurses in the country. They visualize the 
nurses running from the bedside, leaving patient 
care, and engaging instead in research. But do those 
teachers doing research in general education de¬ 
plete the ranks or do they add to the effectiveness 
of all? Perhaps in a negative way we should be 
encouraged by Schopenhauer’s classification of the 
four stages of progress of a new idea or movement: 
first, it meets ridicule; second, silence; third, violent 
opposition; and fourth, acceptance. Perhaps the 
idea of using reasearch to solve some of the nursing 
problems today is in the stage next to acceptance. 

It is true that the idea of research has an appeal 
and an exciting allurement to many nurses. We, as 
a profession, need to educate doctors and others 
about nursing research, to bring an awareness to 
nurses of the problems it involves, and to urge 
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muses to understand the researcher. We need to 
convey the idea that all nurses (especially those 
engaged in giving care to patients) can be alert to 
nursing problems close at hand and can express 
their hunches so that they can be considered for 
proper study. One of the great by-products of re¬ 
search in nursing can be better and keener observa¬ 
tions of patients by staff nurses, which will improve 
nursing assistance to physicians. Nurses with re¬ 
search preparation who are assigned to the care 
of patients involved in medical research cam be 
markedly helpful to the investigator, for they will 
understand the reasons for meticulous adherence to 
medical orders, prescribed treatments, the collection 
of specimens or other data, and especially for re¬ 
cording accurately everything observed. 

Summary 

The goals of research in nursing are to improve 
patient care and to know (1) what the most effec¬ 
tive nursing care consists of, (2) how efficiently and 
humanely to give this care, (3) how to teach this 
care in the shortest time possible, and (4) how to 
develop the full potential nurse power of all levels 
of nursing personnel. It is seeking a way to bring 
the professional nurse closer to the patient, whether 
she is giving the care or showing others how to do 
this. 

If nursing care is to continue to improve, to 
provide the skills needed to assist tire doctor with 
the care of the patient, and to make maximum use 
of its numbers of personnel, nurses too must engage 
in and assume responsibility for research. We be¬ 
lieve that the public, the doctors, and the allied 
professional groups will gain by research in nursing. 
We believe that patients will benefit by more skilled 
care which will give more effective results, by more 
sympathy and warm understanding, by a listening 
ear, and by intelligent, simple answers to their 
questions on health and care. Doctors will benefit 
by increase in skilled assistance on a 24-hour basis 
which will relieve them of as much of the load of 
patient care as possible, by having the assistance of 
more alert observers and reporters of patient re¬ 
sponse and activity, and, most important, by see¬ 
ing that their patients- receive nursing care which 
adds more effectively to the patient’s progress, com¬ 
fort, and satisfaction. The hospital administration 
will benefit by a more effective and efficient nursing 
service for the lowest cost possible, satisfied patients, 
and satisfied medical personnel. Nurses will have 
more satisfaction with patient care (responsibilities 
which are geared to patient care, not agency or 
hospital maintenance), a greater opportunity to con¬ 
tribute to patient care, and recognition of the im¬ 
portance of their own skills on the health team. 
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PRELIMINARY COMMUNICATION 


SEVERE INFECTIOUS MONONUCLEOSIS 
TREATED WITH CHLOROQUINE PHOSPHATE 

Loren A. Gothberg, M.D., Spokane, Wash. 


Several of the antimularial agents, including the 
4-aminoquinolines, have been found effective in 
the clinical management of diseases other than the 
protozoan infections. Significant anti-inflammatory 
action of these agents has been reported in the 
treatment of diskoid and systemic lupus erythemato¬ 
sus, rheumatoid arthritis, and certain photoderma¬ 
toses.' The purpose of this report is to present four 
cases of clinically severe forms of infectious mono¬ 
nucleosis which show a peculiar symptomatic re¬ 
sponse to the administration of chloroquine phos¬ 
phate. 

The mechanism of action of chloroquine (Aralen) 
phosphate, a 4-aminoquinoline, as both an anti- 
malarial and an anti-inflammatory agent is poorly 
understood. The drug is rapidly and nearly com¬ 
pletely absorbed from the gastrointestinal tract and 
is selectively bound in various body tissues. From 
200 to 700 times the plasma concentration is found 
in liver, spleen, kidney, and lung. The skin and 
leukocytes also concentrate the drug or its degrada¬ 
tion products heavily. Disappearance from the 
tissues requires several weeks. Degradation is 
mostly complete, and it is thought possible that the 
metabolic products may be the effective agents 
rather than the compound itself . 3 At sites of bind¬ 
ing, the 4-aminoquinolines appear to have a strong 
interaction with nucleoproteins. Beyond this, little 
is known; however, Havdu, in 1953, suggested the 
possibility that the antimalarial agents act by in¬ 
hibiting adenosine triphosphatase (ATP-ase). 3 This 
appears to be a tenable explanation of the mode of 
action of antimalarial agents in rheumatoid arthritis, 
in view of the evidence of increased tissue require¬ 
ments for adenosine triphosphate in this disease, 
and may have a bearing on the chemotherapeutic 
effects in malaria as well. The antimalarial drugs 
have mild antipyretic effects of little usefulness and 
are inferior in this regard to salicylates. 

Toxicity, except for transient symptoms such as 
headache, visual disturbances, mild gastrointestinal 
complaints, and pruritis, is not significant in the 
doses ordinarily used. 


Read before the Annual Meeting of the Spokane Society of Internal 
Medicine, May 12, 1958 


Report of Cases 

Cash 1.—A 23-vear-oId railroad section-gang 
workman whose clinical course and response to 
treatment are shown in figure 1, was admitted to 
the Deaconess Hospital on Sept. 9, 1956, with 
marked malaise, chills, fever, nausea, and a pro¬ 
gressive headache for eight days. He had been a 
patient at another hospital, six days prior to this 
admission, at which time he bad not responded to 
antibiotic therapy. 

On physical examination the patient appeared 
acutely ill but basically healthy. The oral temper¬ 
ature was 99.8 F (37.6 C), pulse rate 76 per minute 
and regular, and blood pressure 118/66 mm. Hg. 
Findings of ear, nose, and throat examination were 
negative, and the chest was normal to percussion 
and auscultation. The heart was not remarkable. 
Abdominal examination revealed a slightly tender 
liver edge palpable 2 fingerbreadths below the 
right costal margin, with die upper border of dul- 
ness in the fifth intercostal space in the right mid- 
clavicular line; the spleen tip was palpable and 
tender. Findings of genitourinary and rectal exami¬ 
nations, as well as of an examination of the extremi¬ 
ties, were normal. Discrete, slightly tender lymph 
nodes were palpable in the posterior and anterior 
cervical regions and in both axillas and inguinal 
areas. Findings of neurological examination were 
normal. There was no icterus. 

The initial hemoglobin level was 12.6 Gm.%; 
erythrocyte count 4,500,000 per cubic millimeter; 
white blood cell count 4,750 per cubic millimeter, 
with a differential count of 68% lymphocytes, 21% 
segmented neutrophils, and 11% band cells. Many 
of the lymphocytes were atypical forms. Urinalysis 
revealed a specific gravity of 1.036; an acid re¬ 
action; negative results of tests for albumin, reduc¬ 
ing substances, acetone, and bile; and unremarkable 
microscopic findings. Erythrocyte sedimentation 
rate (Westergren) was 44 mm. per 15 minutes, 36 
mm. per 45 minutes, and 111 mm. per 60 minutes. 
The total serum protein level was 6.6 Gm.%, with 
albumin 4.5 Gm.%, globulin 2.1 Gm.%, and albumin- 
globulin (AG) ratio 2:14. Agglutination titers for 
Brucella abortus and paratyphoid groups were not 
significant. Heterophil agglutination after absorp¬ 
tion with guinea pig antigen was positive at 1:896 
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and after absorption with beef antigen was positive 
at 1:224. Blood, stool, and urine cultures failed to 
reveal pathogens. Result of examination for Lepto¬ 
spira was negative. Two days after tile patient’s 
admission the white blood cell count was 6,500 per 

DAYS 



Fig. 1 (case 1).—Clinical course and response to chloro¬ 
quine phosphate therapy of patient with infectious mono¬ 
nucleosis. 


;ubic millimeter, 65% of which were lymphocytes, 
Mostly abnormal forms and considered compatible 
vith the diagnosis of infectious mononucleosis. 
Findings of a roentgenogram of the chest and an 
dectrocardiogram were normal. 

The patient continued to have abrupt chills, with 
emperatures rising to over 104 F (40 C) daily 
hrough the third hospital day. Malaise was marked 
luring the febrile periods, but between these the 
patient was comfortable except for anorexia and 
mild headache. Fluid intake and output remained 
satisfactory. Initially no treatment but 15 gnuns 
1 Gm.) of aspirin as required and 1% grains (U.I 
Gm.) of pentobarbital (Nembutal) at bedtime was 
given until 10:30 p. m. on Sept. 11, when chloro¬ 
quine phosphate, 0.5 Gm., was administered. Ad¬ 
ministration of this dose of chloroqume was re¬ 
peated at 6 a. m., and again at 12 noon and 6 p. m. 
on Sept. 12. The dosage was then reduced to 0.-5 
Gm. every eight hours for three doses, resulting m 
a total of 2.75 Gm. of chloroquine administered to 

t ^ The patient’s clinical improvement after receipt 
of the initial dose of chloroquine was striking. He 
reported a marked alleviation of all symptoms wit - 
in six hours of the first dose and remained a ebn 
and asymptomatic through the day until his dis 
charge on Sept. 14. On Sept. 13, physical examina¬ 
tion revealed a slight though definite reduction m 
tenderness of liver and spleen although no maike 
change in peripheral adenopathy was noted. T1 > 
six houi after initiation of chloroquine therapy the 
white blood cell count was 9,100 pei cubic mi 

with . differential count of 88% ***«£* 
1% monocytes, 4% segmented neutrophils, 5% band 


cells, and 1% eosinophils. The heterophil agglutina¬ 
tion titer was 1:448. Follow-up reports from the 
patient’s referring physician after one and two 
months, respectively, indicated an apparently com¬ 
plete recovery, without relapse. Unfortunately; a 
follow-up report on laboratory data could not be 
obtained. 

Case 2.—A 26-year-old woman whose clinical 
course and response to treatment are show in 
figure 2, was admitted to the Sacred Heart Hospital, 
on April 26, 1957, with a'history of malaise, fever, 
and enlargement of the cervical glands of about one 
week’s duration. Her general 'health had otherwise 
been excellent. Physical examination revealed an 
oral temperature of 104 F (40 C); a large, tender 
anterior cervical lymph node on the right side and 
a small posterior cervical node on the left; and 
slight periorbital edema, with conjunctival injection. 
Findings of the rest of the examination were nor¬ 
mal, except for moderate liver enlargement and 
tenderness to percussion, with the border 3 finger- 
breadths below the right costal margin on deep 
inspiration. The initial erythrocyte count was 
4,700,000 per cubic millimeter; white blood cell 
count was 2,150 per cubic millimeter, with a differ¬ 
ential count of 30% neutrophils, 64% lymphocytes, 
and 2% eosinophils. The lymphocytes were mostly 
abnormal forms compatible with infectious mono¬ 
nucleosis. Urinalysis revealed 1+ albuminuria. The 
patient continued to show a variable fever response 
and was treated with tetracycline, 250 mg. four 
times dailv, a compound containing acetophenetidin, 
acetvlsalicylic acid, and caffein (Empirin Com¬ 
pound), and salicylates. 



o (case 2).—Clinical course and response to chloro- 
phosphate therapy of patient with infect.ous mono- 

osis. 

„ the third hospital day chloroquine phosplute 
apy was begun, with an initial dosage of1 Cn • 
iwed by 0.5 Gm. in six hours, and 0.25 
eafter during the remaining five days of o 
lizatton The patient complained of shght nausea 
a few hours after receipt of the initial dose of 
; oql but did not vomit. Within eight hours 
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the patients condition showed subjective clinical 
improvement and she felt well from the fourth hos¬ 
pital day until her discharge on the seventh day. On 
the third hospital day the white blood cell count 
had risen to 4.000 per cubic millimeter, with a 


DAYS 
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Fig. 3 (case 3).—Clinical course and response to chloro- 
quinc therapy of patient with infectious mononucleosis. 


differential count of 12% neutrophils, 21% stab 
cells, 65% lymphocytes most of which were atypical, 
and 1% basophils. The heterophil agglutination 
titer was 1.-S96. The patient was essentially afebrile 
from the fourth hospital day until her discharge, 
with a slight rise in temperature on the day prior 
to discharge. 

Case 3.—A 21-year-old soldier whose clinical 
course and response to treatment are show in figure 
3, entered Fort Lawton Army Hospital on May 24, 
1957, complaining of insidious onset of anorexia, 
malaise, sore throat, and fever. Examination re¬ 
vealed an oral temperature of 101 F (3 S.33 C), slight 
scleral icterus, generalized maculopapular eruption, 
enlarged red tonsils, large tender anterior and pos¬ 
terior cervical lymph glands, and hepatospleno- 
megaly. The initial white blood cell count was 
25,000 per cubic millimeter, with a differential 
count of 13% neutrophils and 87% lymphocytes. 
Heterophil agglutination, unabsorbed, was positive 
in a dilution of 1:3,584. Other laboratory results in¬ 
cluded urine positive for bile, urine urobilinogen 
present in dilution at 1:48, serum sulfobromo- 
phthalein retention 40% in 45 minutes, serum 
bilirubin level 4.2 mg.%, cephalin flocculation 3+, 
and thymol turbidity 7 units. 

Despite bed rest and symptomatic therapy the 
patient’s condition did not improve, and daily re¬ 
mittent fever spikes to 101 and 102 F (38.33 and 
38.89 C) were noted. On May 29, the sixth hospital 
day, chloroquine phosphate, 1.5 Gm., was ad¬ 
ministered in three divided doses, followed by 
0.5 Gm. daily for the next seven days through June 
5. Defervescence to normal promptly occurred, the 
patient continuing afebrile from June 1 for the 
rest of his hospital stay. Concomitantly, dramatic 


general symptomatic improvement and moderate 
euphoria were noted. On June 3, the sixth day of 
chloroquine therapy, findings of physical examina¬ 
tion were normal except for slight splenomegaly. 
Laboratory examinations at tins time revealed a 
white blood cell count of 17,300 per cubic milli¬ 
meter, with 72% lymphocytes, heterophil agglutina¬ 
tion positive in dilution of 1:1,792, sulfobromo- 
phthalein retention 20% in 45 minutes, serum 
bilirubin level 1.2 mg.%, urine negative for bile, and 
urine urobilinogen present at 1:20 dilution. 

On discontinuance of chloroquine therapy tire 
patient continued asymptomatic without discernible 
relapse. Laboratory studies done on June 10, how¬ 
ever, revealed persisting abnormalities, including a 
white blood cell count of 13,900 per cubic milli¬ 
meter, with 47% lymphocytes, heterophil agglutina¬ 
tion positive in dilution of 1:S96, and 16% sulfo- 
bromophthalein retention in 45 minutes. 

Case 4.—A 16-year-old female student, whose 
clinical course and response to treatment are pre¬ 
sented in figure 4, was first seen on Nov. 29, 1956, 
because of fever, sore throat, malaise, fatigue, and 
anorexia of two days’ duration. 

Physical examination revealed a somewhat obese 
girl, who appeared acutely ill. The oral temperature 
was 100.8 F (3S.2 C), pulse rate 110 per minute, and 
blood pressure 120/82 mm. Hg. There was no 
icterus or skin rash. The ear, nose, and throat exam¬ 
ination revealed markedly enlarged tonsils, with 
purulent exudate in the crypts. Large tender lymph 
nodes were palpable in tire submaxillar)' and poste- 

DAVS 

I04*_ 

a* /«'_ 

1 ,«■- 

a 

g «*- 

2 

g /*>- 
«*_ 

ACTH 

HYDROCORTISONE 
ACHROMYCIN 
PENICILLIN 

ARALEN 

W.8.C. 

LYMPHOCYTES 
HETEROPHIL 

Fig. 4 (case 4).—Clinical course and response to chloro- 
quine therapy of patient with infectious mononucleosis. 

rior cervical regions. The liver edge was not palpable; 
however, the tip of the spleen was felt just below 
the left costal margin on deep inspiration. The re¬ 
maining findings of a complete physical examina¬ 
tion were normal. The initial white blood cell count 
was 16,500 per cubic millimeter, with a differential 
count of 17% neutrophils, 49% lymphocytes, 5% 
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monocytes, 27% large (atypical) lymphocytes, and 
.2% eosinophils. The heterophil antibody titer was 
1:448. 

The diagnosis of infectious mononucleosis was 
. made, and the patient was sent home to remain at 
complete bed rest. Therapy with tetracycline 
(Achromycin), 250 mg. every six hours, was started 
because of the severe pharyngeal reaction. 

The next day, Nov. 30, the patient was definitely 
worse and was therefore admitted to Sacred Heart 
Hospital. A repeat examination at that time re¬ 
vealed no significant changes from the previous day, 
other than a temperature of 103.2 F (39.5 C) and 
a white blood cell count of 36,000 per millimeter. 
The differential count was 15% neutrophils; 79% 
lymphocytes, of which 15% were large and atypical; 
and 6% monocytes. The hemoglobin level was 
13 Gm.%, and the erythrocyte count 4,300,000 per 
cubic millimeter. Urinalysis of a noncatheterized 
specimen revealed a pH of 5, specific gravity of 
1.01S, a trace of albumin, no sugar, and at micro¬ 
scopic examination 2 to 4 erythrocytes and 3 to 6 
pus cells per microscopic field. A roentgenogram of 
the chest taken on Dec. 1 showed bilateral pleurisy 
and pneumonitis. A repeat determination of the 
heterophil antibody titer was 1:896 on Dec. 4, and 
after guinea pig absorption it was 1:448. Liver 
function studies revealed a sulfobromophthalein re¬ 
tention of 20% in 45 minutes, thymol turbidity of 
2.5 units, and cephalin flocculation of 3~\- in 48 
horns. A throat culture was positive for alpha 
hemolytic streptococci which were most sensitive 
to penicillin and the tetracyclines. 

The patient was treated with penicillin, 1,200,000 
units twice daily; tetracycline, 250 mg. every six 
hours; hydrocortisone, 100 mg. intramuscularly 
daily; bed rest; and intravenously given fluids. De¬ 
spite such treatment, her temperature continued to 
rise to 104 F (40 C) daily for the next five days. On 
Dec. 3, purified corticotropin (Acthar),-gel, 40 
units, was given intramuscularly and the injection 
was repeated the next day; however, this also had 
no apparent effect on the course of the illness. The 
patient appeared extremely toxic and was having 
difficulty with respiration because of the marked 
tonsillitis and pharyngitis. 

On Dec. 5, the patient was given 0.5 Gm. of 
chloroquine phosphate at 11 a. m. because of the 
response previously noted in another patient with 
infectious mononucleosis. She subsequently leceived 
0.25 Gm. at 6 p. m. of the same day, and again at 
7 a. m. the next day, Dec. 6. On the latter day her 
temperature rose to 100.8 F (38.2 C) and thereafter 
remained within normal limits. The patient s 
pharyngitis and tonsillitis promptly subsided, and 
her general improvement was striking. On Dec. 8 
administration of all medicaments (penicillin, tetra¬ 
cycline, hydrocortisone, and chloroquine) was dis- 
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continued because of a mild maculopapular erup¬ 
tion on the chest and abdomen; however, the patient 
continued an uneventful recovery. 

Laboratory studies performed on Dec. 10 re¬ 
vealed a white blood cell count of 7,600 per cubic 
millimeter, with a differential count of 43% neutro¬ 
phils; 2% eosinophils; 47% lymphocytes, of which 
21% were large atypical forms; and 8% monocytes. 
The heterophil antibody titer was 1:448 after 
guinea pig absorption; A subsequent differential 
count on Dec. 19 still revealed a relative lympho¬ 
cytosis, and liver function studies done on Jan. 4 
showed a cephalin flocculation of. 4-f- in 24 hours 
and no sulfobromophthalein retention in 45 minutes. 
At this time the patient had no complaints, and 
Endings of a physical examination were normal. 
When seen again one month later, there was no evi¬ 
dence of relapse. 

Comment 

The rationale for the use of cloroquine phosphate 
in case 1 was the history of possible exposure to 
malaria .and the wide temperature variation with 
relatively asymptomatic afebrile periods. It was 
thought that, despite negative blood smears, the 
patient may have had a reactivation of malaria asso¬ 
ciated with the splenic effects of infectious mono¬ 
nucleosis. However, in view of the responses ob¬ 
served in the patients in the succeeding cases, this 
explanation does not appear- correct. There is no 
doubt that the subjective and objective improve¬ 
ment in these patients was dramatic and sustained. 
Furthermore, it must be emphasized that all were 
severely ill patients requiring hospitalization. In 
addition, a number of ambulant patients were 
treated. Although rapid symptomatic improvement 
occurred within one to two.days of initiation of 
chloroquine therapy, and the lymph adenopathy ap¬ 
peared to decrease more rapidly than ordinarily 
would be expected, it is 'impossible to document 
these later cases effectively. 

In none of the patients was the lymphocyte count 
or morphology' affected, nor did the heterophil 
agglutination titer show an earlier than usual fall, 
except in the patient in case 4. In this instance, the 
drop in lymphocyte count was most likely due to 
ACTH and glucocorticoid therapy. In the patient in 
case 3 late evidence of hepatic dysfunction was 
noted, despite early immediate symptomatic re¬ 
sponse. _ - 

The patients in cases 1 and 2 received fairly large 
doses of salicylates prior to chloroquine, without 
significant antipyretic effect. The patient in case 4, 
with anginose manifestations, had shown no observ¬ 
able response to hydrocortisone and antibiotics used 
prior to the administration of chloroquine. 

To attempt an explanation of tins peculiar effect 
is not wise at this point, particularly when recalling 
that an agent of virtually unknown mode of action 
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was used empirically in the treatment of a “disease” 
that is equally mystifying. If one accepts Gold- 
thwait’s 3 definition of infectious mononucleosis as 
a disease manifesting lymphoid hyperplasia, circu¬ 
lating abnormal lymphocytes, and heterophil anti¬ 
bodies which are absorbed by ox blood cells but 
not by guinea pig kidney, and if one considers as 
probable the concept of multiple etiologies, as pro¬ 
posed by Girard and Murray, 4 the presence or ab¬ 
sence of the clinical response to chloroquine in 
given instances may prove to be of value in more 
narrowly defining the clinical syndrome. The clini¬ 
cal effect in these patients is as dramatic as that 
reported from the use of corticotropin 1 and, as in 
case 4, appeared to be superior thereto. 

Whether the drug’s effect is an antibiotic or 
chemotherapeutic one directed against an organism 
at an intracellular site remains to be studied. The 
failure to abort the antibody response or prevent 
secondary hepatic dysfunction suggests that a 
phenomenon of clinical suppression, analogous to 
that seen in malaria, is present, and that the slow 
disappearance of the tissue-bound forms of the drug 
may have produced a superficial clinical effect 
which outlasts the natural course of the acute phase 
of a self-limiting infection. The heavy selective con¬ 
centration of chloroquine and its products in the 
very tissues which appear most affected by the 
disease, however, makes further clinical trial highly 
interesting, particularly with regard to the effects of 
treatment at earlier stages in the acute phase. The 
peculiar mild euphoria experienced by these pa¬ 
tients and others treated with chloroquine is also of 
interest although not easily explained. It is hoped 
that, with further observations, of both positive 
clinical responses and treatment failures, a better 
understanding of infectious mononucleosis may 
eventually arise and additional light be shed on 
the mechanism of action of the 4-aminoquinolines. 
At present it can at least be said that symptomatic 
relief was highly gratifying in those patients who 
responded to chloroquine treatment. 


Summary 

Four patients with infectious mononucleosis, 
whose cases are described, showed a dramatic, and 
possibly specific, clinical response to treatment with 
chloroquine (Aralen) phosphate. Although the pos¬ 
sible modes of action of chloroquine phosphate, as 
outlined here, are not entirely understood, further 
trial of the drug is warranted because of (I) the 
gratifying symptomatic relief patients obtained 
from its use and (2) the light that may be shed 
on the mechanism of action of the 4-aminoquino¬ 
lines. 

Paulsen Building (1}. 

Case 2 was reported with permission of A. M. Clark Jr., 
M.D., case 3 with permission of R. W. Burroughs, M.D., and 
case 4 with permission of A. B. Peterson, M.D. (deceased), 

Spokane, Wash. _ , 
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D IETARY PROBLEMS OF SUBMARINE LIFE.—The feeding problems in¬ 
herent to living aboard a submarine have remained basically the same since 
a submarine was first developed which could remain at sea for more than a 
few days. The importance of these feeding problems, however, has increased steadily 
as submarine capabilities have improved. Immediately prior to the development of 
the nuclear-powered submarine, the limiting factor in the time a submarine could 
remain at sea was the amount of diesel fuel it could carry. Depending on its size 
and operating speeds, a submarine could remain at sea for periods up to 100 days. 
With the successful development of nuclear-powered reactors and oxygen-generating 
equipment, the United States was able to build submarines which can remain at sea 
for as long as two years. Food has thus become the time-limiting factor in submarine 
operations.—). H. Schulte, M.C., U. S. Navy, Feeding Problems in the Submarine 
Service, Journal of the American Dietetic Association , April, 1960. 
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ELECTRONIC DATA PROCESSING 
APPARATUS 

EVELOPMENTS during the past two 
years indicate that the electronic com¬ 
puter is rapidly achieving a place as a 
recognized tool of medicine. Although 
most of the applications so far have been explora¬ 
tory, it is apparent from the results obtained that 
another important tool is rapidly developing to 
assist the physician and clinical investigator. The 
clinical application is described in this issue of 
The Journal by Schenthal and others, page 6. 
Electronic computers are basically of two types, 
the analog and the digital. The analog type of 
computer has long been familiar as the electro¬ 
cardiograph and the electroencephalograph. The 
basic principle of an analog device is to measure 
one or more input variables and to transform them 



corresponding units of electricity, the electronic 
digital computer has its input in the form of repre¬ 
sentatives of discrete digits. The input digit to a 

lgrtal computer can be any symbol which tire 
computer has been designed to accept. Thus, prac¬ 
tically all present-day computers accept both nu¬ 
merical and alphabetic input. Internally, the elec¬ 
tronic digital computer transforms the input of 
information into various configurations of electronic 
pulses. These pulses are manipulated through the 
various circuits of the computer, and they can 
either be stored in the machine’s memory or result 
in an output, also in digital form. 

All electronic digital computers consist of four- 
basic components. These components vary in capac¬ 
ity, speed, and electronic hardware but their func¬ 
tional relationship to one another and to tire 
computing process remains constant. These com¬ 
ponents are tire input-output units, the arithmetical 
unit, the control unit, and the memory system. 

The input-output devices are the means by 
which either human beings or other machines com¬ 
municate with an electronic computer. The most 
common medium of input-output information is 
the punch card. By this method information is 
punched into a card which is then fed into a card 
reader. The card reader is electronically connected 
with the computer and transforms the information 
which is in a representation of punched holes in 
the card into a representation of electronic pulses 
with the circuitry of the computer. In communi¬ 
cating answers, to a human being or another ma¬ 
chine, the process is reversed and the computer 
transforms information which it carries within its 
circuitry in the form of pulses through the card 
punch into punched cards which then can be 
translated into a printed page for human con- 


into proportional units of electricity. Thus, various 
aspects of the heartbeat are transformed into elec¬ 
trical current which is then visually presented by 
means of an ink graph. The analog computer can 
perform arithmetical manipulations on a number 
of inputs by means of organizing its circuitry into 
an electric analogy to the operations and present¬ 
ing the answers in units of electronic energy which 
can be read by meters which transform either volt¬ 
age or current variations into a visual medium. 

A great deal of interesting work is being done 
to provide equipment which will automatically 
and continuously convert the results of an analog 
device into digital form such that the results can 
be transmitted directly to a digital computer for 
processing. The teaming together of the analog 
and the digital computer presents the most inter¬ 
esting opportunity for almost instantaneous and 
continuous analysis of physical phenomena. 

The second type of computer, the electronic dig¬ 
ital computer, is the newcomer to the medical 
world. Whereas the analog computer works with 
inputs of information which are sensed in many 
different ways and then converted internally into 


sumption. 

The arithmetical component in an electronic dig¬ 
ital computer performs the simple functions of 
arithmetic in a manner similar to that of tire desk 
calculator, except that the manipulations are done 
electronically rather than mechanically. The cir¬ 
cuitry within die arithmetical component conducts 
die informational pulses through circuits which are 
pre-set for the information to be added to, sub¬ 
tracted from, multiplied by, divided by, or com¬ 
pared with anodier piece of information. The 
digital computer performs no arithmetical opera¬ 
tion which cannot be performed by man, either in 
his head or with a pencil and paper. The advantage 
of the computer lies in the immense speed with 
which it can perform these operations and the high 
degree of accuracy that die computer can maintain 
when dealing with a long series of arithmetical 
manipulations or a large volume of information. 

The control component of the computer consists 
of electronic circuits which monitor and coordinate 
all other components of a computer system. It is 
the function of the control unit to direct and co¬ 
ordinate die flow of information entering and leav- 
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ing the system and the flow of information between 
the arithmetical component and the memory com¬ 
ponent. It also pre-sets the arithmetical circuitry 
to carry out the sequential steps of solution of a 
given problem. 

• The memory' component of a computer system 
functions as a retainer of information. It can be 
in the form of an electronic core memory', a mem¬ 
ory drum, or magnetic tapes. Each functions on 
basically the same principle. The electronic pulses 
which represent digital information are transformed 
into magnetic conditions. On a magnetic tape, for 
example, a series of electronic pulses which would 
represent a series of digits are fed into a reading 
head under which a magnetic tape similar to that 
used in the ordinary tape recorder is passing at 
high speed. The reading head transforms these 
pulses into magnetic spots on the tape as the tape 
passes under the head. When the computer wishes 
to read the tape, the process is reversed. As the 
section of the tape which contains the magnetic- 
spots passes under the reading head, the spots are 
transformed into electronic pulses, which are fed 
back into the ' computer system. The advantages 
of the memory' system of the computer are speed, 
accuracy, and compactness. A representative tape 
memory can store and recover from a single tape 
reel, 10 in. in diameter, over 5 million pieces of 
information. This information can be read by the 
computer at a rate of 15,000 pieces of information 
per second. The data going in and out of any tape 
unit are monitored by the system in many differ¬ 
ent ways, thereby maintaining a high degree of 
accuracy. 

A digital computer needs two things to function 
in the solution of any problem. It needs a series 
of instructions as to how the problem is to be 
solved and the data which the computer is going 
to use in the solution of the problem. A person 
who uses the computer must go through certain 
steps in the preparation of his problem for the 
computer. He first must select a method of solu¬ 
tion. This method of solution must be broken down 
into detailed sequential steps which the computer 
is capable of carrying out. This is the process of 
computer programming. The program is then put 
into a form which the computer can read. This is 
coding. In most cases this process involves punch¬ 
ing the coded steps of a program onto punch cards. 
Next, the data to be used in the solution of the 
problem are put into a form which the computer 
understands. Again, this usually' means putting the 
data into a punch card which can be fed into the 
input unit of the system. 

The processing of a problem by a computer 
system is relatively simple. The coded program is 
fed into the system through the input unit and 
onto one of the memory systems of the machine. 
After this has been done the machine has within 
its memory all of the steps it must carry out to 
achieve a solution of the problem. The data for 


the problem are then made accessible to the input 
unit where the computer can call for the infor¬ 
mation as it needs it. The computer is then sent 
to read the first step of the program in its memory'. 
From then on, the computer under its own control 
must carry out these steps it has within its memory 
sequentially. 

The electronic digital computer offers to medi¬ 
cine the possibility of entering areas of inquiry 
which have not been possible in the past because 
of the time consideration due to the complexity' 
of the method of solution or to the complexity' 
and magnitude of the information involved. The 
computer in its true form is nothing more than an 
extension of the person’s mind. However, it offers 
advantages of speed and capacity' which enable 
the mind to explore problems which have been 
previously physically prohibitive. Unfortunately 
the computer has achieved a reputation as a sta¬ 
tistical and mathematical machine. Although it does 
offer tremendous advantages in these areas the 
abilities of the computer as an information ma¬ 
chine should not be overlooked. The computer has 
the ability to store great masses of heterogeneous 
information at high speed into physically compact 
form. It can also retrieve part or all of this infor¬ 
mation at tremendous speed. With this ability', the 
computer would appear to be an instrument for 
accumulating and storing complex medical records. 
Because of the high-speed manipulative skill of 
the computer and the high speed at which records 
can be interrogated it would appear that all medi¬ 
cal information, experimental or clinical, could 
function by means of the computer both as data 
for research and as all or part of a retrievable his¬ 
torical medical record. 


PREDOCTORAL COMPOSITION 

The acceptance of the degree of Doctor of Medi¬ 
cine, granted by the governing authority of a medi¬ 
cal school, is one of the most significant events in 
the professional life of a physician. Intimately 
entwined in the award of the degree is the implica¬ 
tion that the recipient will hereafter be qualified 
to prepare a manuscript suitable for publication 
in a scientific periodical such as The Joubxal of. 
the American Medical Association. This implication 
is valid and may be documented by a perusal of 
the records. Although graduation is an event con¬ 
comitant with commencement, this does not neces¬ 
sarily grant licensure for the commencement of 
composition. On the other hand, good scientific 
composition usually is not bom on graduation day. 
This may have had its beginning in precollege 
years or in .a liberal arts discipline. If so, this is 
commendable. 

There is need for greater interest and greater 
expenditure of efforts by the potential physician in 
description of experimental observations, written 
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expression of thoughts, and formulation of con¬ 
clusions. I am confident that much may be ac¬ 
complished by counsel and encouragement. Coun¬ 
sel usually comes from professional preceptors, who 
probably are associated with the medical faculty 
responsible primarily for the teaching of a predoc- 
toral candidate. If the medical student seeks 
assistance in composition, the teacher will be more 
than eager to foster this secondary goal in medical 
education. Encouragement of predoctorai composi¬ 
tion also is one of the responsibilities of editors of 
medical journals. The door to The Journal has 
never been closed to medical students, but sympa¬ 
thetic encouragement has not been a characteristic 
of the past. Is encouragement justified? 

A number of notable examples of achievement by 
medical students during the' past four centuries has 
been compiled by Gibson in “Young Endeavor.” 1 
Paul Ehrlich became interested in the staining 
reaction of tissues during his undergraduate days 
at the University of Strasbourg. Ivan Pavlov was 
appointed the director of scientific investigation in 
the most famous clinic of Internal Diseases in Rus¬ 
sia before he was awarded his Doctorate of Medi¬ 
cine. Edward Jenner, at the age of 19, sensed the 
significance that an attack of cowpox had in pro¬ 
tecting a person against smallpox. Sir James Paget, 
as a first-year medical student, identified the calci¬ 
fied spicules of Trichina infestation. Finally, Daniel 
CaiTion, who gave his life in order to test the hy¬ 
pothesis that verruga peruana could be transmitted 
in the blood, died before he finished his medical 
course, from a ease of this malady near Oroya in 
central Peru. Gibson has enumerated more than 
60 predoctorai contributions from famous physi¬ 
cians in the past; he has wisely omitted any refer¬ 
ence to contributions of living physicians. 

It is the current editorial policy of The Journal 
to foster communications from medical students. 
This is not condescension. No favoritism will be 
shown. The blindfold test will be employed in 
reverse—the editor will wear the blindfold, not the 
investigator in reviewing the professional status of 
the student. The predoctorai communication will 
stand in competition with postdoctoral efforts. Two 
gains may be realized with the passage of time. 
First, if competition becomes sufficiently acute, the 
postdoctoral writer may expend greater effort in 
planning the experiment, gathering data, and telling 
the story. Second, the predoctorai writer may con¬ 
tinue after graduation to pursue tire third phase 
with great skill. The contemporary medical student 
already is exposed to proper indoctrination in the 
first and second phase. If the third phase is ex¬ 
ploited in medical school, the encouragement 
offered by the school’s editorial division may con¬ 
tribute to proficiency in composition in the profes¬ 
sional years. __ 

1. Gibson, W. C.: Young Endeavor, Springfield, Ili., Charles C 
Thomas, Publisher, 1958. 


J.A.M.A., May 7, I960 

Communications to The Journal from medical 
students are welcome. This statement applies to 
original communications, preliminary communica¬ 
tions, contributions in clinical science, correspond¬ 
ence, or medical satire. If the physician of tomorrow 
is expected to contribute to the scientific literature, 
it is not too early to prepare. The communication 
fiom Townsend and Luckey in this issue was 
written by a medical student, assisted by his pre¬ 
ceptor in pharmacology. It was the result of a 
project pursued on elective time. Other communica¬ 
tions from medical students will be published 
whenever the standards for acceptance of manu¬ 
scripts are satisfied. 

J. H. T. 


RESOLUTION DEADLINE 

Deadline for resolutions to be submitted to 
A. M. A. s House of Delegates for its 1960 Annual 
Meeting is 12 noon, June 12. Resolutions should be 
mailed to reach Dr. F. J. L. Blasingame, executive 
Vice-president, American Medical Association, 535 
N. Dearborn, Chicago 10, by June 1. 

THE HOSPITAL-MANY HANDS AND 
MANY SKILLS 

This succinct title is also the theme of the 1960 
National Hospital Week, to be observed May 8 
through May 14th. For this particular week, the 
spotlight is turned on the growing complexity of 
hospital services and on the personnel who provide 
these services. Hospitals throughout the nation are 
planning special programs in observance of this 
week. They are seeking the support and cooperation 
of their medical staff physicians, for physicians can 
do much to create better public understanding of 
hospitals. 

Today the hospital plays an increasingly impor¬ 
tant role not only in medical research, in formal 
medical education, and, through medical staff ac¬ 
tivities, in the continuing education of the physician 
but also in the practice of medicine. Each year 
more and more patients are cared for in hospitals, 
under their physicians’ direction, because of the 
trained teamwork centered in the hospital to aid in 
diagnosis and therapy and to speed recovery. Good 
medicine and good hospitals are mutually inclusive 
and mutually dependent. 

Hospitals face a perpetual dilemma. They must 
meet demands for efficiency and economy yet keep 
pace with medical progress; they must streamline 
services and use good business practices, but they 
must meet human needs and gear their services 
individually to the orders written by the physician. 
Those orders, calling into action a complex ot 
trained teams behind the scenes and at die patients 
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side, determine patient care and patient costs. Ex¬ 
penditures for the more routine sendees such as 
food service, housekeeping, maintenance, and laun¬ 
dry have been held below the inllationary curve by 
use of more efficient methods. The greatest in¬ 
creases in hospital costs, rising above the infla¬ 
tionary curve, have occurred in nursing and in the 
professional service departments such as laboratory, 
operating room, and pharmacy, reflecting the ex¬ 
pansion in the number, variety, and volume of 
services. 

The “many hands and many skills” which per¬ 
form these sendees are a far greater factor in hos¬ 
pital costs than is the most expensive equipment. 
In the short-term voluntary hospitals, leaders in 
the development of comprehensive services, the 
ratio of personnel to patients now averages 2.2, as 
compared with 1.5 only 12 years ago. Payroll costs 
per patient stay in these hospitals have nearly 
tripled, whereas nonpavroll costs have not quite 
doubled, during this same period. 

Significant reduction in hospital costs is not pos¬ 
sible without reduction in the number and variety 
of services provided to the patient. Physicians of 
course want to avoid overuse or unnecessary use 
of hospital services but never at the expense of 
good patient care. They should be alert to the 
threat of externally imposed controls which would 
establish cost ceilings for hospitals, without respect 
to human needs, medical judgment, and medical 
progress. This threat to hospitals and physicians 
can be averted only if both work together to create 
understanding of the nature of hospital costs. 


CHANGE OF FOLIO 

Approximately 18 months ago a stipulation of 
the U, S. Postoffice Department required the front- 
to-back numbering of pages (folio) in medical 
periodicals that carried a substantial number of 
full pages of advertising. I recall the confusion that 
this innovation brought to my mind when I dis¬ 
covered a light and a dark series of numbers on 
the pages of Tiie Journal. It was not until later 
that I learned of my failure to read a previous issue 
(J. A. M. A. 169:47 [Jan. 3] 1959) which described 
the necessary action taken by my predecessor, once 
removed. Austin Smith had no choice in the deci¬ 
sion. It was necessary to include bold face and 
light face numbers to satisfy the postal regulations. 

It has been determined now after considerable 
deliberation that it is permissible to place the light 
folio at the bottom of each page. The bold face 
pagination remains in the characteristic position. 
This is another example of tire firm desire to im¬ 
prove the format of The Journal and to enhance 
acceptance of a widely read scientific periodical. 

J. H. T. 


CANCER CELLS IN THE BLOOD STREAM 

Six years ago Cole, Packard, and Southwick 1 
reported finding cancer cells in fluid perfused 
through the artery and collected from the vein of 
a cancerous segment of colon removed at operation. 
Other investigators have reported finding cancer 
cells in the circulating blood. In a recent study ~ of 
32S patients with malignant disease, cancer cells 
were found in the peripheral blood in 23% of the 
“curable” cases and in 33% of the “incurable” cases, 
in some before, in some during, and in some after 
operation. 

These investigators saw showers of cancer cells 
in blood specimens in some cases incident to ma¬ 
nipulation of the tumor by such means as pelvic 
physical examination, dilation and curettage, prepa¬ 
ration of the skin prior to operation for cancer of 
the breast, application of a pedicle clamp, and 
dissection about the tumor. 

Moore, Sandberg, and Watnerecently reported 
a study of 179 patients with advanced cancer in 
whom one-half of the peripheral blood samples 
contained tumor cells. They, too, emphasize that 
tumor cells may be spread by the physician and 
surgeon during the examination of patients, diag¬ 
nostic procedures, and operative manipulations. 

The full significance of tire presence of cancer 
cells in the blood is not known. There is a time 
when cancer cells do not appear in the blood 
stream, a time when they do appear and are killed 
by the patient s natural defenses, and a time when 
the patient’s resistance is low and these cells grow, 
metastasize, and kill the patient. Engell 4 in his 
five-to-nine-year follow-up study concluded that, in 
most patients surviving that long, tumor cells dis¬ 
seminated before and during operation must have 
perished in the blood stream. Moore, Sandberg, 
and Watne believe that probably 99.9% of all tumor 
cells released into the blood stream fail to survive 
and establish metastases. Undoubtedly many of 
these circulating cancer cells are destroyed by tile 
natural defenses of the human body. Undoubtedly 
some of them metastasize. 

These carefully conducted studies should interest 
all physicians. However, they are of immediate 
importance to practicing physicians, whom they 
advise: Do nothing by way of manipulation to a 
patient with malignant disease which might cause 
cancer cells to enter the blood stream. 

1. Cole, W. H.; Packard, D.; and Southwick, H. W.: Carcinoma o( 
Colon with Special Reference to Prevention of Recurrence, J. A. M. A. 
155:15-19-1553 (Aug. 28) 195-1. 

1. Long, L.; Roberts, S.; McGrath, R.; McGrew, E. ; and Cole, 
W. H.: Cancer Cells in Blood Stream, A. M. A. Arch. Sure. SO:639- 
6-15 (April) 1960. 

3. Moore, G. E-; Sandberg, A, A.; and Watne, A. L-: Spread of 
Cancer Cells and Its Relationship to Chemotherapy, J. A. M. A. 
173:1729-1733 (April 16) I960. 

4. Engel), H. C.: Cancer Cells in Blood: 5 to 9 Year Follow up 
Study. Ann. Surg. l-l»:-157-46l (April) 1959. 
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CALIFORNIA 

Dr. Murphy Named University Chancellor.—Dr. 
Franklin D. Murphy, presently chancellor of the 
University of Kansas School of Medicine, will be¬ 
come chancellor of the University of California at 
Los Angeles on July 1. Appointment of Dr. Murphy 
was approved March 16 by the University of Cali¬ 
fornia Board of Regents. He will replace Chancellor 
Vern 0. Knudsen, who reaches the administrative 
retirement age of 67 this year. Dr. Murphy received 
his medical degree in 1941 from the University of 
Pennsylvania. In 1948 he became dean of the UK 
School of Medicine and in 1951 became chancellor. 
Dr. Murphy is chairman of the executive committee 
of the Commission on Higher Education in the 
American Republics, a group of presidents of Amer¬ 
ican and Latin-American universities. He is also 
chairman of the U. S. Advisory Commission on Edu¬ 
cational Exchange of the Department of State, 
which governs the Fulbright program. In 1949, the 
U. S. Junior Chamber of Commerce cited Dr. 
Murphy as one of its 10 “outstanding young men.” 


Civil Defense Test Exercise.—The threat of im¬ 
minent nuclear attack and an order for the general 
evacuation of civilians from a metropolitan area 
will set the stage for Operation Defiance, a civil 
defense test exercise to be held during Medical 
Civil Disaster Week, June 13-18, in the Oakland 
area under the sponsorship of the Alameda—Contra 
Cost a County Medical Association, the California 
Disaster Office, the Oakland Department of Civil 
Disaster, and the 352nd Army Reserve General 
Hospital. Five major Oakland hospitals will evacu¬ 
ate all transportable patients to a peripheral safe 
area in phase one. Phase two will begin after 
hours of the first phase with an alert signal warning 
of attack within a half hour. Further evacuation 
from the hospitals will immediately cease and rapid 
movement of hospital patients to survival wards 
will occur. Phase two will end with the take-cover 
signal. Monitored and evaluated will be demon¬ 
strations of evacuation of patients, transportation, 
communication, staff reconstitution in a peripheral 
area, survival ward facilities and placement, the 
importance of law enforcement facilities in civil 
disaster, and command post operations. 


Physicians are invited to send to this department items of news of 
eneral interest, for example, those relating to society activities, new 
ospitals, education, and public health. Programs should he received 
t least three weeks befoic the date of meeting. 


FLORIDA 

Resolution on Ambulance Violations.—The Hills¬ 
borough County Medical Association of Tampa 
passed a resolution concerning traffic and other 
violations of ambulances. The resolution reads, in 
part, as follows: 

Be It Resolved, that the Hillsborough County Medical 

Association go on record as approving the following: 

1. All ambulance drivers be required to hold Red Cross 
First Aid certificates. 

2. All ambulance drivers observe the traffic speed laws 
and cease the use of the siren except in extreme 
emergencies such as poisoning, gross hemorrhage or on 
specific instructions of the physician. 

3. In case of ■ the necessity of traffic violation, the am¬ 
bulance drivers be required to file a certificate with 
the Police Department giving the name of the patient 
and diagnosis. 

4. That some system of rotation be established to prevent 
several ambulances from rushing to the scene of an 
accident. 

5. That in no ease should an ambulance speed or use the 
siren on taking patients from the hospitals to their 
homes. 

Center for Rehabilitation.—A rehabilitation center 
for patients with paralysis agitans will be con¬ 
structed in Miami this summer. Ground-breaking 
ceremonies for the new center, to be built close 
to Miami’s Metropolitan Medical Center, are sched¬ 
uled for May I. The center w ill be built and sup¬ 
ported by the Florida chapter of the National 
Parkinson Foundation and will be operated under 
the supervision of the division of gerontology of 
the University of Miami School of Medicine. Dr. 
Samuel Gertman, associate professor of geriatrics 
at the medical school, is chairman of the medical 
advisory board. Focus will be on rehabilitation of 
the entire family of the patient. While physical 
disabilities will be treated, the goal will be a total 
rehabilitation. The Florida chapter will also provide 
three fellowships for basic and clinical studies in 
neurosurgery, neurology, and geriatrics in connec¬ 
tion with this program. The work of the fellowship 
students in Miami will be coordinated with a pro¬ 
gram of basic research at the University of Chicago, 
supported by the National Parkinson . Foundation. 

ILLINOIS 

Alumni Meeting in Chicago.— ihe Medical Alumni 
Association of the University of Illinois has sched¬ 
uled its annual Medical Seminar for Monday, 
May 23, the day preceding the Illinois State Med¬ 
ical Society meeting. The annual banquet will be 
held at the IHini Union, 715 S. Wood St., following 
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the day’s program of seminars, lectures, and clinics. 
Officers for 1960-1961 will be elected following the 
banquet. Guest speaker will be Mr. Sydney J. 
Harris', Chicago Daily Notes columnist. Alumni and 
their guests are invited. For information, write Dr. 
Louis R. Limarzi, Associate Professor of Medicine, 
Room 216, University of Illinois Research and Edu¬ 
cational Hospitals, 840 S. Wood St., Chicago 12. 

Chicago 

Annual Lecture.—The 10th Arthur William Stiilians 
Lecture of the Metropolitan Dermatological So¬ 
ciety of Chicago will be given at the annual meet¬ 
ing May 11 by Mr. William J. McAuliffe Jr., Law 
Division, American Medical Association, entitled 
“Doctor—You Can Solve the Malpractice Problem.” 

MARYLAND 

Reregistration of Physicians.—The State of Mary¬ 
land has reregistration of physicians triennially. 
This law becomes effective June 1. All physicians 
who possess a license to practice medicine and sur¬ 
gery in Maryland who have not received a regis¬ 
tration application from the Board of Medical 
Examiners of Maryland by Sept. 1, 1960, should 
notify the office of the board immediately. This 
also includes physicians living out of state who 
possess a Maryland license to practice medicine 
and surgery and who wish to keep their Maryland 
licenses active. 

MICHIGAN 

Increase in Rabies.—The Michigan Department of 
Health announced that an increase in rabies among 
both domestic and wild animals occurred in the 
first quarter of tire year, with 14 of IS cases re¬ 
ported occurring in March. The public health 
veterinarian in the acute communicable disease 
section said the 18 cases in the first three months 
were 11 more than were reported in a correspond¬ 
ing period last year. Counties in which cases were 
reported are Allegan, two cats; Alpena, a skunk; 
Clinton, a skunk; Genesee, two dogs; Isabella, three 
skunks and a dog; Kalamazoo, a cat and dog; 
Manistee, a dog; Mecosta, a skunk and dog; Mis¬ 
saukee, a dog; Saginaw, a dog; and Van Buren, a 
skunk. The health department recommends the 
following preventive measures: (1) rabies vaccina¬ 
tion of dogs and cats; (2) increased control over 
stray dogs and cats in communities; (3) keeping 
pets from running at large; and (4) leaving wild 
animals, particularly skunks, alone. 

MISSISSIPPI 

Annual Meeting in Jackson.—The 92nd annual ses¬ 
sion of the Mississippi State Medical Association 
will be held in Jackson, May 10-12, under the presi¬ 
dency of Dr. Stanley A. Hill, Corinth. Special 
scientific and social groups will meet May 9. Dr. E. 


Vincent Askey, Los Angeles, President-Elect, Amer¬ 
ican Medical Association will be a participant, and 
other essayists will include the following: 

Drs. Robert N r . Buchanan Jr., Nashville, Term.,- Guy A. 
Caldwell, New Orleans; Robert J. O. Coffey, Washing¬ 
ton, D. C.; Charles W. Dacschener Jr., Galveston, Texas; 
Theodore K. Dampeer Jr., New Orleans; Daniel F. Fisher, 
Memphis, Tcnn.; George M. Haik, New Orleans; Law¬ 
rence L. Hester Jr., Charleston, S. C.; and Arthur E. 
McElfresh, Philadelphia. 

Scientific section meetings will be held in medicine, 
obstetrics and gynecology, pediatrics, preventive 
medicine, surgery, and eye, ear, nose, and throat. 
The annual association banquet will be held May 
11, 7:30 p. m. A ladies’ program is arranged. For 
information, write Mr. Rowland B. Kennedy, P. O. 
Box 4606, Fondren Station, Jackson, Miss., Execu¬ 
tive Secretary-. 

NEW JERSEY 

State Meeting in Atlantic City.—The Medical So¬ 
ciety of New Jersey will hold its 194th annual 
meeting May 14-18 at Haddon Hall, Atlantic City’, 
under the presidency of Dr. F. Clyde Bowers, 
Mendham. Nineteen scientific section meetings are 
scheduled and will include the following discus¬ 
sions and symposiums: 

Heart Sounds and Murmurs. 

The Medical-Legal Aspects of Cardio-Pulmonarv Diseases. 
Current Problems in Virus Diseases. 

Constipation. 

Geriatrics. 

Indications and Contraindications for Tonsillectomy and 
Adenoidectomy. 

Revascularization of the Lower Extremity with Arterial 
Insufficiency. 

A program of medical motion pictures and exhibits 
are planned, and special lectures are scheduled. A 
dinner-dance will he held the evening of May 17. 
For information, write Mr. Richard I. Nevin, P. O. 
Box 904, Trenton 5, N. J.. Executive Officer. 

NEW MEXICO 

Annual State Meeting.—The 78th annual meeting 
of the New Mexico Medical Society’ will be held 
May 8-14 at the Western Skies Hotel, Albuquerque. 
At the banquet for officers, delegates, and speakers 
the evening of May 10, Dr. Rufus B. Robins, Cam¬ 
den, Ark., member of the Board of Trustees, Ameri¬ 
can Medical Association, will present “The New 
Look in Medical Practice.” Dr. Lewis M. Overton, 
Albequerque, president of the state society’, will 
give the presidential address the morning of May 11. 
The program includes the following panel discus¬ 
sions and moderators: 

Special Senses, Dr. Arthur J. Fischer, Las Cruces. 
Rehabilitation, Dr. Lewis M. Overton, Albuquerque. 

Cancer of the Breast, Dr. Martin B. Goodsvin, Clovis. 

Skin Problems, Dr. John J. Corcoran, Albuquerque. 

The Public Health Team, John Mason, D.V.M., New Mex¬ 
ico Department of Public Health. 
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Crippling Discuses of the Chest, Dr. Burgess L. Gordon, 
Albuquerque. 

Skin Problems, Dr. Corcoran. 

Two symposiums are planned: “The Improvement 
of Perinatal Morbidity and Mortality” and “Infec¬ 
tious Disease Control.” Exhibits are planned and 
a ladies program is arranged. For information, 
write Mr. Ralph R. Marshall, 220 First National 
Bank, Albuquerque, N. M., Executive Secretary. 

NEW YORK 

Annual Lilientlurl Lecture.-At the 20th annual 
dinner meeting of the New York State chapter of 
the American College of Chest Physicians, Dr. 
Arthur Q. Penta, Schenectady, will present the 
10th annual Howard Lilicnthal Lecture, “The Role 
of Oral Infections in the Etiology of Pulmonary 
Suppuration.” The meeting will be held May 10. 
Five additional papers are scheduled for the scien¬ 
tific program, to be held that morning. For infor¬ 
mation, write Dr. Harry Golembe, Box 310, Lib¬ 
erty, N. Y., Secretary-Treasurer. 

Personal.—Dr. Willard J. Davies, of Rockville 
Centre, was appointed an expert consultant on dust 
diseases to the New York State Workmen’s Com¬ 
pensation Board Feb. 10.—J. Garth Johnson, 
Ph.D., chairman, department of community health, 
Albany Medical College, retired as editor of the 
Association of Teachers of Preventive Medicine 
Newsletter. Dr. Johnson served as editor of the 
publication for seven years, 1953 through 1959. His 
successor is Dr. Duncan W. Clark of the State Uni¬ 
versity of New York College of Medicine, Brooklyn. 
The newsletter is distributed to teachers of pre¬ 
ventive medicine in the nation s 82 medical schools. 

State Convention in New York City.—The 154th 
annual convention of the Medical Society of the 
State of New York will be held May 7-13 at the 
Statler Hilton Hotel, New York City. Symposiums 
and panel discussions to be presented at the general 
sessions are as follows: 

Replacement of Organs and Tissues. 

Medicine in the Space Age. 

The Control of Cancer. 

Clinical Potentialities of Hypothermia. 

Advances in Cardiovascular Technics. 

Dr. Carl R. Ackerman, New York City, of the 
United Medical Service, will present “Medicine 
and Blue Shield Meet the Challenge” as the A. 
Walter Suiter Lecture the afternoon of May 11. 
Section and discussion meetings will be held May 10 
through May 13. Scientific and technical exhibits 
and a program of motion pictures are planned. A 
ladies’ program is arranged. A dinner-dance will be 
held at the Hotel.Pierre May 9, 7 p. m. For infor¬ 
mation, write Dr. Herbert T. Wagner Jr., 750 3rd 
Ave., New York 17, Executive Director. 


J.A.M.A., May 7, I960 

Emergency Hospital Teams.-Since 1957 New York 
State has trained 110 community teams of physi¬ 
cians, muses, hospital personnel, and medical aides 
to turn a school building into a surgical Improvised 
Emergency Hospital after an enemy attack. Thirty 
teams are scheduled to be trained during the basic 
part of a State Mobile Hospital Outfit. Two such 
training outfits are touring the state by trailer truck 
for use in this program and are loaned to the local 
civil defense organization conducting the training. 
Specialists from the New York State Department 
of Health assist with the training exercise which 
is divided into two sessions. At the first session boxes 
containing hospital supplies are unpacked and the 
hospital is set up. At the second session tagged 
litter-cots are used as simulated casualties, and 
treatment is simulated in the various hospital sec¬ 
tions, so that members of the team have an op¬ 
portunity to learn how to use the supplies and 
equipment furnished and how to obtain additional 
supplies. New York State has stockpiled 200 Mobile 
Hospital Outfits capable of treating 200 surgical 
patients for 10 days and capable of being expanded 
to treat 400-500 patients by means of stacked litter- 
cots, additional personnel, and additional expend¬ 
able supplies. 

NORTH CAROLINA 

State Session in Raleigh.—The Medical Society of 
the State of North Carolina will hold its 106th 
annual meeting May 7-11 in Raleigh, with the 
House of Delegates meeting May 9. On May 10, 
United States Senator Sam J. Ervin Jr., Morgan¬ 
town, will give an address, after which an address 
from the Student Scientific Section will be fol¬ 
lowed by the annual address of the president by 
Dr. John C. Reece, Morgantown. Papers to be 
presented by out-of-state speakers are as follows: 

The Meaning of Curative and Palliative Radiation, Dr. 

Walter T. Murphy, Buffalo, N. Y. 

Socio-Economic Aspects of Medical Practice and Medical 
Society Affairs, Dr. Leonard W., Larson, Bismarck, N. D. 
Life Aboard a Nuclear-Powered Submarine, Lt. Command¬ 
er Richard T. Arnest, Norfolk, Va. 

Specialty group meetings, luncheons, and a post¬ 
graduate and audio-visual program are planned. A 
concurrent general session with the North Carolina 
State Board of Health is planned for May 11. For 
information, write Mr. James T. Barnes, 203 Capi¬ 
tal Club Building, Raleigh, N. C., Executive Di¬ 
rector, 

OHIO 

Dr. Doan to Retire as Dean.-Dr. Charles A. Doan, 
dean of the Ohio State University College of Medi¬ 
cine and director of the Health Center, will retire 
from these assignments by July 1, 1961. Dr. Doan, 
who also holds the additional titles of professor 
of medicine and director of medical research has 
been on the College of Medicine faculty since 193U. 



Vol. 173, No. 1 


MEDICAL NEWS 


65 


PENNSYLVANIA 

Philadelphia 

Lecture in Medical History.—The second Victor 
Robinson Lecture in the History of Medicine will 
be given at the Temple University' School of Medi¬ 
cine, in conjunction with the presentation of por¬ 
trait of Dr. Victor Robinson, with remarks by Dean 
Robert M. Bucher and Dr. Fred B. Rogers. The 
lecture, “The Role of History in Medical Educa¬ 
tion,” by Richard H. Shryock, Ph.D., librarian, 
American Philosophical Society, and professor of 
history of medicine, Johns Hopkins University, Bal¬ 
timore, will be given Wednesday, May 11, 4 p. m., 
at the Medical School Auditorium. 

RHODE ISLAND 

Annual Meeting in Providence.—The Rhode Island 
Medical Society will hold its annual meeting May 
10-11 in Providence. Dr. Maxell Finland, Boston, 
will present “Antibacterial Agents: Uses and Abuses 
in Treatment and Prophylaxis” as the Chapin Ora¬ 
tion. A panel on back pain will be moderated by 
Dr. Kenneth G. Burton, Providence, the morning 
of May 11. Papers to be presented by out-of-state 
speakers are as follows: 

Direct Visual Approach to Acquired Valvular Heart Disease 
in Adults, Dr. J. Gordon Scanned, Boston. 

Basic Requisites for an Adequate Compensation System, 
Dr. Alexander P. Aitken, Boston. 

A New Approach to Treatment of Cardiac and Hepatic 
Edema by Steroids, Dr. Harry Cold, New York City. 
Pulmonary Microcirculation, Dr. John W. Irwin, Boston. 

Dr. Dean F. Smiley, Evanston, Ill., executive direc¬ 
tor, Educational Council for Foreign Medical Grad¬ 
uates, will present “Foreign Medical Graduates 
Service as Interns or Residents in U. S. Hospitals.” 
Dr. Alfred L. Potter, Providence, will present the 
presidential address at the close of the scientific 
session. A dinner meeting is planned for 8:30 p. m., 
May 11. For information, write Dr. Arthur E. 
Hardy, 2 Post Rd., Warwick 5, R. I., Secretary. 

SOUTH DAKOTA 

State Medical Meeting in Aberdeen.—The 79th an¬ 
nual meeting of the South Dakota Medical Asso¬ 
ciation will be held May 14-17 at the Alonzo Ward 
Hotel, Aberdeen, and will include the 50th anni¬ 
versary of the Women’s Auxiliary of the association. 
The program lists the following speakers: 

Drs. Albert H. Andrews, Chicago: William T. Gibb, Wash¬ 
ington, D. C.; Kenneth C. Johnston, Chicago; Kenneth 
Barrows, Des Moines; Kermit E. Krantz, Little Rock, 
Ark.; John E. Harris, Minneapolis; Joseph Jorgens, Minne¬ 
apolis; John M. Berkman, Rochester, Minn.; H. Angus 
Bowes, Aberdeen; James E. Gilbert, Aberdeen; Claude R. 
Hitchcock, Minneapolis; Lyle V. Kragh, Minneapolis; 
John K. Grotting, Minneapolis. 

Two forums are planned, and a panel discussion, 
“Respiratory Disease,” will be held the afternoon 
of May 16 with Dr. Paul G. Bunker, Aberdeen, as 


chairman. The banquet and dinner dance will be 
Held 7 p. m., May 16. A symposium on preceptor- 
ship the afternoon of May 17 will conclude the 
scientific session. President of the society is Dr. 
R. A. Buchanan, Huron. For information, write 
Mr. J. C. Foster, First National Bank Building, 
Sioux Falls, S. D., Executive Secretary'. 

TEXAS 

Establish Hospital Lectureship.—The first annual 
Methodist Hospital Lectureship in Medicine spon¬ 
sored by the hospital’s department of internal medi¬ 
cine will be held in Lubbock at the auditorium of 
the Tom S. Lubbock High School, May 7. Lecturers 
will be Drs. William Dameshek, Boston, William 
H. Crosby, Washington, D. C., and Joseph M. Hill, 
Dallas. Dr. Hill will present three papers and Drs. 
Dameshek and Crosby, four each. The program is 
approved for eight hours category II credit by the 
American Academy of General Practice. For infor¬ 
mation, write Dr. Patrick H. Pappas, -3621 21st St, 
Lubbock, Texas. 

VIRGINIA 

General Practice Meeting.—The 10th annual scien¬ 
tific assembly of the Virginia Academy of General 
Practice will be held at the Cavalier Hotel, May 
12-15. Papers to be presented by out-of-state speak¬ 
ers are as follows: 

Acute Respiratory Diseases, Dr. Count D. Gibson Jr., Boston. 
The Differential Diagnosis of Functional and Organic Dis¬ 
eases, Dr. Perry S. MacNeal, Philadelphia. 

Cardiacs Can Work, Cardiacs Should Work, Dr. David 
Celfand, Philadelphia. 

Use of Hypnosis in General Practice, Dr. Jacob H. Conn, 
Baltimore. 

Management of Acute Ocular Injuries, Dr. Ronald A. Cox, 
Washington, D. C. 

Basie Principles of Electroencephalography and the Clinical 
Value of the EEG, Dr. James P. Murphy, Washington, 
D. C. 

Differential Diagnostics in Childhood Anemias, Dr. Doris 
A. Howell, Durham, N. C. 

A Workable Program for Senile Mental Changes, Dr. Arthur 
H. Dube, Syracuse, N. Y’. 

Manifestations of Pregnancy, Dr. Leslie V. Dill, Washing¬ 
ton, D. C. 

A program of entertainment includes a golf tourna¬ 
ment May 12. A ladies’ program is arranged. 

GENERAL- 

Plan Neutral Medical Group for Wartime.—Pope 
John XXIII, gave support March 31 to a group that 
seeks to enlist the world’s doctors in a non-national 
medical service during wartime. The Pope granted 
a special audience to a delegation of die Inter¬ 
national Committee for Medical Neutrality in 
Wartime headed by French Minister of Veterans’ 
Affairs Raymond Triboulet. The committee’s presi¬ 
dent, Charles Richet, told the Pope that his group 
hopes to set up a neutral medical organization on 
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a world scale to offer aid to waning nations. He 
said it will function in connection with the Inter¬ 
national Red Cross. 

Radiologists Receive Gold Medals.-Drs. Lawrence 
Reynolds, Detroit, and L. Henry Garland, San 
Francisco, were awarded gold medals for “out¬ 
standing contributions to the college . . . and the 
profession for which it stands,” by the American 
College of Radiology. Presentation took place in 
New Orleans during the annual convocation Feb. 5. 
In other highlights of the meeting, Dr. Robert C. 
Pendergrass, Americus, Ga., was elected vice-presi¬ 
dent; and Drs. Stanley M. Wyman, Boston, D. Alan 
Sampson, Ardmore, Pa., and Wendell G. Scott, St. 
Louis, were elected to four year terms on the board 
of chancellors. The 1961 meeting of the college will 
be held in Chicago, Feb. S-ll. 

Annual Meeting of Neurological Surgeons.—The 
annual meeting of the Congress of Neurological 
Surgeons will be held at the Palmer House, Chi¬ 
cago, Oct. 26-30. The honored guest will be Dr. 
Paul C. Bucy, professor of neurological surgery. 
Northwestern University Medical School, Chicago. 
The meeting will be oriented toward dealing with 
problems of the spinal cord and nerve roots. On 
Wednesday afternoon, Oct. 26, a half-day post¬ 
graduate course on neuro-otology will be conducted 
by Dr. John R. Lindsay, Holden, Mass. For infor¬ 
mation, write Dr. Richard L. DeSaussure Jr., Suite 
101 B-20 South Dudley St., Memphis, Tenn., Sec¬ 
retary-Treasurer. 

Meeting of Oto-Ophthalmological Group.—The Pa¬ 
cific Coast Oto-Ophthalmological Society is holding 
its annual meeting at the Hotel St. Francis, San 
Francisco, May £2-26. The following invited guest 
speakers will participate in the program: Dr. Ed¬ 
ward S. Perkins, London, England; Dr. Adrian M. 
Ostfeld, Chicago; Dr. Edwin J. Wylie, San Fran¬ 
cisco; Dr. Bruce N. Kvernland, Portland, Ore.; Dr. 
Jerome A. Hilger, St. Paul, Minn.; Merle Lawrence, 
Ph.D., Ann Arbor, Mich.; Dr. John R. Lindsay, Chi¬ 
cago; and Dr. Jack V. D. Hough, Oklahoma City. 
Room reservations for the meeting may be obtained 
by writing Mrs. Lorraine Berry, Housing Bureau, 
Room 300, 61 Grove St., San Francisco. 

Request for Medical Journals.—The University of 
Hue, in the Republic of Vietnam, 50 miles south of 
the 17th parallel which divides free Vietnam from its 
Communist counterpart to the north, was estab¬ 
lished in 1957. The university intends to open a 
medical school in the near future. The organization 
American Friends of Vietnam is assisting in furnish¬ 
ing books and othei’ educational materials to Viet¬ 
nam universities. With the opening of the new 
medical school at Hue, it is planned to solicit medi¬ 
cal textbooks, journals, and similar publications. 


J.A.M.A., May 7, I960 

Books and journals should be sent to the American 
Friends of Vietnam, Inc., Room 204, 4 W. 40th St. 
New York 18. Each gift will be acknowledged, cata¬ 
logued, and prepared for shipment abroad. 

Research Fellowships.-The United States Public 
Health Service announced the availability of fel¬ 
lowships for research under three categories. Can¬ 
didates for the predoctoral fellowships must have 
a bachelor’s degree or equivalent training. Candi¬ 
dates for postdoctoral fellowships and those for 
special research fellowships must have a doctors 
degree or equivalent training. Stipends in the three 
groups range from $18,000 to $55,000 a year, and 
additional allowances are available for dependents 
and other expenses under the three fellowships. 
Applications may be made at any time. Information 
and applications may be obtained from the Re¬ 
search Fellowships Review Branch, Division of 
Research Grants, National Institutes of Health, 
Bethesda 14, Md. 

Medical Women Meeting in Puerto Rico.—The Pan 
American Medical Women’s Alliance will hold its 
7th congress in San Juan, Puerto Rico, June 3-8, 
according to the president, Dr. Sarah H. D. Rose- 
krans, 504 Hewett St., Neillsville, Wis. The scien¬ 
tific program subjects include pulmonary disease, 
obstetric problems, special types of practice, pedi¬ 
atric problems, and miscellaneous papers. All 
papers will be presented in Spanish and English. 
The Pan American Medical Women’s Alliance, 
organized in Mexico City in 1948, meets biennially, 
alternating between Spanish- and English-speaking 
countries. The president, president-elect, and vice- 
president are chosen with alternate representation. 
The purpose of the alliance is “to bring the medical 
women of North, South and Central America, and 
the Caribbean area into an association with each 
other for mutual improvement.” For information 
regarding the congress, write Dr. Rosekrans at the 
above address. 

Society News.-On March 19 the following were 
elected officers of the Central Neurosurgical So¬ 
ciety for 1960-1961: president, Dr. Harold R. Ober- 
hill, Chicago; vice-president, Dr. Peter V. Westhay- 
sen, Hammond, Ind.; and secretary-treasurer, Dr. 
Luis V. Amador, Chicago.—At the annual. meeting 
of the American Association for the History of 
Medicine, Inc., Chauncey D. Leake, Ph.D., Galves¬ 
ton, Texas, was elected president and Dr. Lloyd G. 
Stevenson, Montreal, Canada, was elected vice- 
president. Officers in the association are elected foi 
a term of two years. There was no election, for 
secretary-treasurer this year.—The American 
Radium Society announced that Dr. Jesslnll Love, 
Louisville, Ky., assumed the president’s office from 
Dr. Theodore R. Miller, New York City, retiring 
president. Named president-elect was Dr. Robert L. 
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Brown, Atlanta, Ga. Other officers include Dr. 
Charles G. Stetson, Englewood, N. J., secretary, and 
Dr. Gilbert II. Fletcher, Houston, Texas, treasurer. 
The next annual meeting will be held in Colorado 
Springs, Colo., May 11-13, 1961. 

Doctors’ Nurses Convene in Miami.—Doctors’ Nurses 
Day on June 25 has been proclaimed by Governor 
LeRoy Collins of Florida in honor of the first con¬ 
vention the members of the American Association 
of Doctors’ Nurses. The session will be held on June 
23-26 at Hotel Deauville, Miami. A number of medi¬ 
cal organizations will furnish speakers and exhibits. 
Included is a talk by a representative of the Ameri¬ 
can Cancer Society, speaking on “The Importance 
of Cytology in the Early Detection of Cancer in 
Women.” The Arthritis and Rheumatism Founda¬ 
tion will send a speaker and a display on “Quackery 
in Arthritis.” The Florida Association for Mental 
Health will provide a speaker and exhibits, and the 
American Medical Association will loan a part of 
its exhibits which are of interest to the nurses. Sym¬ 
posiums are planned. Entertainment includes a re¬ 
ception, a boat trip, and a postconvention visit to 
Nassau and Jamaica. The membership of the Ameri¬ 
can Association of Doctors’ Nurses is made up of 
women who serve in doctors’ offices as nursing assis¬ 
tants. The headquarters are in the Farragut Build¬ 
ing, Washington, D. C. 

Meeting of Genito-Urinary Surgeons.—The Ameri¬ 
can Association of Genito-Urinary Surgeons wall 
hold its 71st annual meeting May 11-13 at the Dear¬ 
born Inn, Dearborn, Mich., under the presidency 
of Dr. Reed M. Nesbit, Ann Arbor, Mich. The 
following papers include invited authors: 

Physiopathology of Stress Incontinence, Dr. Jack Lapicles, 
Ann Arbor. 

Vesicourethrography, Dr. Lonnie W. Howerton Jr., Louis¬ 
ville, Ky. 

Conservative Treatment Often Successful for Vesico-Ure- 
teral Reflux, Dr. Donn E. Leuzinger, Staten Island, N. Y. 
Experiences with Tumors of the Renal Pelvis and Ureter, 
Dr. Edward C. Parkhurst, Boston. 

The Development and Operation of a Dialysis Unit on the 
Urological Service, Drs. William H. Lakey and Joseph C. 
Corny, Ann Arbor. 

Retroperitoneal Fibrosis Producing Ureteral Obstruction, 
Drs. Herman I. Riddell, Louis J. Lombardo Jr., Los 
Angeles. • 

Bilateral Cutaneous Ureterostomy, Side by Side, in the Mid¬ 
line for Urinary Diversion, Dr. Richard L. Sallade, 
Boston. 

The annual banquet will be held the evening of 
May 12. For information, write Dr. William J. 
Engel, 2020 E. 93rd St., Cleveland 6, Secretary. 

Propose Study on Chagas Disease.—A study group 
on Chagas disease recommended to the Pan Ameri¬ 
can Sanitary Bureau that the organization sponsor 
studies to determine the magnitude of the problem 
the disease represents to the hemisphere. In a report 


issued at the close of a week-long study session 
held in the bureau’s Washington headquarters, ex¬ 
perts from Argentina, Brazil, Chile, Mexico, Peru, 
Venezuela, and the United States said that although 
about 35 million persons in the Americas were 
yearly exposed to the disease, some of the basic 
facts about it are still unknown. They recommended 
that the bureau sponsor research on its epidemiol¬ 
ogy, the ecology and susceptibility to residual in¬ 
secticides of the insect (known as the “kissing bug” 
in the United States) that spreads it, and better 
means of both preventing it and of treating persons 
who suffer cases of it. Chagas disease is found as 
far north as the United States and as far south as 
Argentina, principally in rural areas with low stan¬ 
dards of housing and sanitation. It was first identi¬ 
fied in 1909 by the Brazilian scientist. Dr. Carlos 
Chagas. So far as is known the disease exists only 
in the western hemisphere. 

Meeting of Cleft Palate Rehabilitation.—The Amer¬ 
ican Association for Cleft Palate Rehabilitation will 
be held May 12-14 at the Brown Palace Hotel, 
Denver, with a short course May 12 on the prob¬ 
lems associated with the habilitation of individuals 
with cleft lip and palate which includes the fol¬ 
lowing papers: 

Anatomy of the Head and Neck, Dr. Archibald R. 
Buchanan, Denver. 

Physiology of the Head and Neck, Dr. Buchanan. 
Pathogenesis of Cleft Lip and Palate, Dr. Josef Warkany, 
Cincinnati. 

Morphogenesis of Cleft Lip and Cleft Palate as Seen in 
Experimental Animals, Harold Kalter, Ph.D., Cincinnati. 
Congenital Dento-Facia) Anomalies, Fred M. Deuschle, 
D.D.S., Cincinnati. 

Limited attendance clinics will be held on pros¬ 
thetics and orthodontic procedures, surgical pro¬ 
cedures, and speech procedures, and a discussion, 
“The Value of Pharyngeal Flap Surgery,” will be 
moderated by Dr. Herbert Conway, New York 
City, the afternoon of May 13. Films and scientific 
exhibits are planned. Registration fee for non¬ 
members is $3. For information, write D. C. 
Spriestersbacb, Ph.D., Department of Otolaryn¬ 
gology, University Hospitals, Iowa City, Iowa, 
Secretary-Treasurer. 

Urology Meeting in Chicago.—The 55th annual 
meeting of the American Urological Association, 
Inc., will be held May 16-19, at the Palmer House, 
Chicago, under the presidency of Dr. Edgar Burns, 
New Orleans. Two panel discussions are planned: 
“Ureteral Reflux” and “Pyelonephritis.” Dr. Peter 
Bischoff, chief, department of urology, Elisabeth 
Hospital, Hamburg, Germany, will present “Origin, 
Clinical Experiences and Treatment in Urinary 
Obstructions of the Lower Ureter in Childhood." 
Dr. Khalil Abi-Torbey, Boston, will present the 
society’s prize essay the morning of May IS on 
“Urinary Continence and Normal Urination Pro- 



68 


MEDICAL NEWS 


vided by Urethral and Sphincter Substitution with 
a Special Seromuscular Segment of Ileum in Male 
and Female Dogs.” Dr. Burns will present “The 
Present Day Urologist—His Education and Obliga¬ 
tions” as the president’s address, and "Another 
Hopeful Look at Ureterosigmoid Anastomosis” will 
be presented as the Ramon Guitcras Lecture by 
Di. Reed M. Nesbit, Ann Arbor, Mich. The banquet 
will be held May IS, S p. m. Entertainment includes 
a golf tournament May 16. A ladies’ program is 
ananged. Registration fee is $30 (accompanying 
ladies $20). For information, write Mr. William P. 
Didusch, 1120 N. Charles St., Baltimore 1. Execu¬ 
tive Secretary. 

Society News.—The American Society for the Study 
of Sterility officers are: president. Dr. S. Leon Israel, 
Philadelphia; president-elect, Dr. Robert B. Wilson, 
Rochester, Minn.; honorary vice-president. Dr. 
Georgeanna Seegar Jones, Baltimore; secretary, Dr. 
Herbert PI. Thomas, Birmingham, Ala.; assistant 
secretary, Dr. William PI. Robertson, Birmingham, 
Ala.; and treasurer, Dr. Melvin L. Taymor, Boston. 
-At the annual meeting of the American Psycho¬ 
somatic Society the following persons took office: 
Dr. Morton F. Reiser, Washington, D. C„ president; 
Dr. Stewart G. Wolf Jr., Oklahoma City, president¬ 
elect; and Dr. Eugene Meyer III, Baltimore, secre¬ 
tary-treasurer. The 18th annual meeting of the 
society will be held on April 29-30, 1961, in Atlantic 
City, N. J.—At the annual meeting of the Ameri¬ 
can Epilepsy Society, Peter E. Kellaway, Ph.D., 
Houston, Texas, was installed as president, and 
Dr. William Caveness, of New York City, was 
chosen as president-elect. Dr. PI. Houston Merritt, 
New York City, represents the society as vice- 
president for the International League Against 
Epilepsy. Dr. James W. Crawley, Plouston, was re¬ 
elected treasurer, and Dr. Madison H. Thomas, 
Salt Lake City, was reelected secretary. The next 
annual meeting of the society will be held on 
Dec. 8, in New York City, just prior to the meeting 
of the Association for Research in Nervous and 
Mental Diseases. 

Fellowships for Heart Research.—Applications from 
research investigators for support of studies to be 
conducted during the fiscal year beginning July 1, 
1961, are being accepted by the American Heart 
Association. The deadline for applying for research 
fellowships and established investigatorships is 
Sept. 15. Applications for grants-in-aid must be re¬ 
ceived by Nov. 1. Applications may be made foi 
awards in the following categories: (1) Established 
Investigatorships: Usually awarded for five years, 
subject to annual review, in amounts ranging from 
$7,500 to $9,900 yearly plus dependency allowance, 
to "scientists of proven ability” who have developed 
in their research careers to the point where they 
are independent investigators; (2) Advanced Re- 
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search Fellowships: Awarded for periods of one 
or two years to postdoctoral applicants who have 
lad some research training and experience but who 
are not clearly qualified to conduct their own inde¬ 
pendent research, stipends range from $5,500 to 
$6,000 annually, plus dependency allowance; (31 
Research Fellowships: Available to young men and 
women with doctoral degrees for periods of one 
or two years to enable them to train as investi¬ 
gators under experienced supervision, annual sti¬ 
pends range from $4,000 to $4,500 plus dependency 
allowances; and (4) Grants-in-Aid: Made, to expe- 
lienced investigators to help underwrite the costs 
of specified projects, such as equipment, technical 
assistance, and supplies. Information and applica¬ 
tion forms may be obtained from the Assistant 
Medical Director for Research, American Heart 
Association, 44 E. 23rd St., New York 10. 

Mortality Record for 1959.-The Metropolitan Life 
Insurance Company reports that in 1959 the death 
rate among the industrial policyholders of the com¬ 
pany was fractionally higher than that in the pro¬ 
ceeding year, but when allowance is made for the 
increase in the average age of the insured the mor¬ 
tality record for all ages combined shows a 2% 
decrease from 1958. In the past three years, mortal¬ 
ity has been at a somewhat higher level than in the 
preceeding three years, reportedly reflecting, in 
part at least, the widespread prevalence of upper 
respiratory infections. During 1959, about 108,000 
deaths were reported among the company’s indus¬ 
trial policyholders at ages of one and over. If the 
death rates by age in each color-sex group had been 
the same as those in 1911, there would have been 
291,000 deaths among the insured. Each sex re¬ 
corded a reduction in mortality from 195S to 1959. 
Among white males the age-adjusted death rate at 
ages 1-74 combined fell from 9.27 per 1,000 to 8.95, 
or 4%. Among white females' the death rale de¬ 
creased from 4.63 to 4.56 per 1,000 and established 
a new low. Reductions were noted among white 
males in each age group except 5-19 years, but 
among white females no distinct age pattern was 
found. Since 1911-1915 reductions in mortality have 
occurred at every age period. Heart disease is cur¬ 
rently the leading cause of death among the indus¬ 
trial policyholders, accounting for about 40% of the 
total mortality at all ages combined. The cardio¬ 
vascular-renal diseases as a whole (including vas¬ 
cular lesions of the central nervous system) were 
responsible for more than half the mortality from 
all causes combined. Cancer (malignant neoplasms) 
accounts from about one death in every five, and 
accidents for one death in every 20. 

Tuberculosis Convention in Los Angeles.— f he Na¬ 
tional Tuberculosis Association, the American Tru¬ 
deau Society, and the National Conference of Tu¬ 
berculosis Workers will hold their annual meetings 
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simultaneously at the Statler Hilton Hotel, Los 
Angeles, May 15-19. The program includes public 
health, nursing, business, special interest, and medi¬ 
cal sections, and the latter will include the following 
seminars and moderators: 

Practical Pulmonary Function Testing, Dr. John Kiernan, 
Oakland, Calif. 

Compulsory Isolation of the Recalcitrant Patient, Dr. Joseph 
B. Stocklen, Cleveland. 

Treatment of the Chemotherapy Failure. Dr. Paul T. Chap¬ 
man, Detroit. 

Air Pollution and Pulmonary’ Diseases, Dr. Herman Cierson, 
Los Angeles. 

Treatment of Bone and Joint Tuberculosis, Dr. Abraham 
Falk, Minneapolis. 

Indications for Lung Collapse, Dr. Norman J. Wilson, Bos¬ 
ton. 

Surgery of Lung Cancer—How Much? Dr. John C. Jones, 
Los Angeles. 

Treatment of Empvema, Dr. Paul C. Samson, Oakland, 
Calif. 

To open the general session May 16, Senator 
Lister Hill, of Alabama, will present the keynote 
address. Dr. Sidney Raffel, Stanford, Calif., will 
present the Amberson Lecture the morning of May 
17, entitled "Aspects of Contemporary Research in 
Immunology.” A symposium, "Current Cooperativ e 
Studies in Lung Cancer Chemotherapy, Including 
Experimental Methods and Results,” will be mod¬ 
erated by Dr. C. Gordon Zubrod, Bethesda, Md„ 
the afternoon of May IS. Demonstrations are 
planned and a case conference is scheduled for the 
afternoon of May 17. For information, write Mr. 
Frank \V. Webster, 1790 Broadway, New York 19. 
Executive Secretary, American Trudeau Society. 

CANADA 

Psychiatry Congress in Montreal.~On June 4-10, 
1961, the third World Congress of Psychiatry will 
be held in Montreal under the auspices of the Inter¬ 
national Psychiatric Association and McGill Uni¬ 
versity Faculty of Medicine, Montreal, Quebec, 
Canada. The program is planned to include three 
general categories as follows: (1) Phenomenological 
—Observational, (2) Experimental—Therapeutic, (3) 
Interpretive—Theoretical. Suggested areas of special 
interest include animal behavior, genetics, constitu¬ 
tion, development, ethology, child psychiatry, adult 
psychiatry, group behaviour, geriatrics, and studies 
using basic science methodology. Persons wishing to 
present papers should contact the General Secre¬ 
tary, Dr. Charles A. Roberts, Allan Memorial Insti¬ 
tute, 1025 Pine Ave., West, Montreal 2, P. Q., 
Canada, by Sept. 1. Abstracts must be mailed in 
time to reach the General Secretary not later than 
Dec. 1. They should not exceed 250 words. Film 
exhibits and postcongress tours are planned. 

LATIN AMERICA 

Post-Convention Conference in / Cuba.—A clinical 
conference sponsored by the Cuban Medical Asso¬ 
ciation at the Cuban Medical National College 


Building, Havana, will be held June 1S-21, follow¬ 
ing the A. M. A. convention in Miami Beach, Fla. 
Among the papers to be presented is “Practical 
Gynecology” an illustrated presentation by Drs. 
Mitchell J. Nechtow, Chicago, and Walter J. Reich, 
Highland Park, Ill. For information, write Dr. 
Pedro A. Valdes, 3203 W. North Ave., Chicago 47. 

FOREIGN 

Bureau to Aid Medical Visitors in England.—The 
Council of the British Medical Association estab¬ 
lished an International Medical Advisory Bureau 
with a view toward welcoming and providing a 
personal advisor}' service to medical practitioners 
visiting the United Kingdom. The bureau is located 
at British Medical Association House, Tavistock 
Square, London, W.C. 1. One object of the bureau 
is to welcome the overseas medical visitor, who is 
invited to visit the bureau as soon as possible after 
arrival and talk over with the medical director any 
points on which he may need advice or assistance. 
Information is available on postgraduate education 
facilities, and visits to hospitals and clinics can be 
arranged. Assistance will be given in finding suit¬ 
able hotel and lodging accommodations. General 
information on cars, sports, traveling, exhibitions, 
theaters, etc., is available. Visitors are urged to 
inform the bureau of any intended visit to the 
United Kingdom as much in advance of arrival as 
possible. All communications should be sent to the 
Medical Director, International Medical Advisory 
Bureau, Tavistock Square, London, W.C. 1,' 
England. 

Congress on Prophylactic Medicine.—The Congress 
of Prophylactic Medicine and Social Hygiene in 
Bad Aussee, Austria, Aug. 29-Sept. 5, 1959, report¬ 
edly was received so well that the delegates of 14 
countries (U. S. A., England, Germany, Belgium, 
Russia, Italy, Hungary, Spain, Austria, Denmark, 
Romania, Yugoslavia, Switzerland, and Greece) de¬ 
cided to organize another world congress in Bad 
Aussee Sept. 3-10, 1960. The main themes of dis¬ 
cussion will be as follows: 

1. Prevention of Importation of Intercontinental Infectious 
Diseases. 

2. State of Campaign Against Poliomyelitis in Various 
Countries. 

3. Preventive Measures Against the Risks of Irradiation. 

4. Support Given to Working Mothers. 

5. Problems of Geriatric Hygiene from the Mental Point 
of View. 

6. Industrial Medicine. 

(a) Campaign Against Noise; (b) Prophylaxis of Der¬ 
matoses Caused by Working Conditions. 

7. Bioclimatology and Physical Medicine in Their Signifi¬ 
cance for Prophylaxis. 

8. Free Discussions, 

For information, write the Secretary General Dr. 
E. Berghoff, VIII, Piaristengasse 41, Vienna, Austria. 
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Symposium on Lipid Metabolism.-On June 2-4, an 
International symposium, “Drugs Affecting Lipid 
Metabolism” will be held in Milan, Italy, at the 
auditorium of the Pirelli Center. The scientific 
program includes reports to be presented on the 
following major topics: 

Recent Data on the Metabolism of Cholesterol and of 
Lipids. 

Experimental Methods for Appraising Drugs Affecting the' 
Metabolism of Cholesterol and of Lipids, 

Drugs Affecting the Metabolism of Cholesterol and Lipids 
in Relation to the Prevention and Treatment of Experi¬ 
mental Atherosclerosis. 

Clinical Practice and the Therapeutical Value of Drugs 
Affecting the Metabolism of Cholesterol and of Lipids. 

A meeting and informal discussion on the present 
status of gas chromatography will be held. The 
official languages will be Italian and English, with 
simultaneous translations available in Italian, Eng¬ 
lish, French, and German. A scientific display of 
equipment and techniques is planned. A program 
of official ceremonies and other entertainment is 
arranged. For information, write the Secretary, 
Prof. Silvio Garattini, c c Istituto di Farmacologia 
dell’Universita, Via A Del Sarto 21, Milan, Italy. 

CORRECTIONS 

Officers.—In the April 16 issue of The Journal, 
page 1719, an error appears in the spelling of the 
name of the Vice-president, J. Stanley Kenney. 

Amphetamine. Secobarbital, and Athletic Perform¬ 
ance.—In the contribution by Drs. Smith and 
Beecher entitled “Amphetamine, Secobarbital, and 
Athletic Performance” appearing in The Journal, 
April 2, pages 1502-1514, there is an error in table 2, 
page 1504. The next-to-last column is headed 
"S=P.” It should read "P>S.” 


EXAMINATIONS 

AND 

LICENSURE 


MEDICAL SPECIALTY BOARDS 
American Board of Anesthesiology: Written. Various 
locations, June 24. Final date foi W£ | s 

nary 10. Sec., Dr. Forrest E. — - • rmington 

Ave., Hartford 5, Conn. C1 . 

American Board of Dermatology: Final date for filing 
applications of candidates completing training c o u 
15, 1960 is March 1, 1961. Written. Several citres, June o 
1961. Oral. Philadelphia, Oct. 13-16, 1961. Sec., Dr. 
Beatrice M. Kesten, One Haven Avenue, New lork 3-, 

New York. . 

American Board of Internal Medicine: New ^k City, 
Nov 14-17. Closing date for filing application is July 1. 
Written. Oct. 17. Closing date for filing application was 
May 1. Sec.-Treas., Dr. William A. Werrell, One Mext 
Main St., Madison 3, Wis. 
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American Board of Neurological Surgery: ExarninaHrm 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at 
least six months before the examination time. Oral New 
Haven Nov. 6-9. Sec., Dr. Donald D. Matson, 300 LonI 
wood Ave., Boston, Mass. ° 

American Board of Obstetrics and Gynecology- Appli 
cations for certification in Part I, new and reopened and 
requests for reexamination in Part II are now being ac¬ 
cepted. Deadline for receipt of applications is August ! 
1960. After July 1, 1962, a minimum of three years of 
approved progressive residency training will be required 
Training by preceptorship will no longer be acceptable 
The initiation of preceptorships will not be approved after 
July 1, 1960. Sec. ; Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6. 


American Board of Ophthalmolocy: Written. Jan. 23, 
1961. Deadline for filing applications is July 1 . Oral 
Chicago, Oct. 3-7. Sec., Dr. Merrill J. King, Box 236 Cape 
Cottage Branch, Portland, Maine. 

American Board of Orthopaedic Surgery: Oral and 
Written, Part II. Miami Beach, Jan. 3-5, 1961. Final date 
for filing application is July 1. Sec., Dr. Sam W. Banks, 
116 South Michigan Ave., Chicago 3. 

American Board of Otolaryncology: Oral, Chicago, Oct. 
3-6. Final date for filing application was April 1. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

American Board of Pediatrics: Written. New York City, 
January 1961. Final date for filing application is Dec. 1. 
Administrative See., Mrs. Eleanor J. Mitchell, Rosemont, 
Pa. 

American Board of Physical Medicine and Rehabilita¬ 
tion: Oral and Written. New York, June 17-18. Sec., Dr. 
Earl C. Elkins, Mayo Clinic, Rochester, Minn. 

American Board of Proctology: Oral and Written, Parts 
1 and III, Philadelphia, Sept. 24. Final date for filing 
application is June 30. Sec., Dr. Stuart T. Ross, 520 
Franklin Ave., Garden City, N. Y. 

American Board of Psychiatry and Neurology: New 
York, New York, Dec. 12-13, New Orleans, Mar. 20-21, 
1961. Sec., David A. Boyd, Jr., 102-110 Second Ave., 
S.W., Rochester, Minn, 

American Board of Radiology: Examination. Cincinnati, 
June 6-10; Dec. 10-13. Deadline for filing applications for 
the June examination was Jan. 1. Filing deadline for the 
December examination is July 1. A special examination 
in Nuclear Medicine (for those diplomates in Radiology 
or Therapeutic Radiology) will be offered provided there 
are sufficient applications. Sec., Dr. H. Dabney Kerr, 
Kahler Hotel Bldg., Rochester, Minn. 


American Board of Surgery: Written. (Part 1), Various 
Centers, Dec. 7. Candidates are urged to apply several 
months before completion of training requirements. The 
closing date for filing applications is August 1. Those com¬ 
pleting training requirements after September 30 cannot be 
considered for the December Part I examination of the same 
year. Oral. (Part II)-New Haven, Sept. 26-27; Indian¬ 
apolis, Oct. 24-25; Buffalo, Nov. 14-16; Nashville Dec. 
12-13; Philadelphia, Jan. 16-17; Houston Feb. 13-14; 
Columbus, Ohio, Mar. 13-14; New York City. April 11- 
20- Portland, Ore., May 15-16; San Francisco, May 18-U 
No examinations will be held in June, July or August. 
Sec.-Treas., Dr. John B. Flick, 1617 Pennsylvania Blvd., 

Philadelphia 3. . 

Board of Thoracic Surgery: Written. Various centers 
throughout the country. Sept. 9. Final date for filing app * 
cation is July 1. Oral. Oct. 1960 Final date for 
application is July 1. Sec., Dr. Mm. i - . 

Taylor Ave., Detroit 2. 

American Board of Ufoloov: Wrijlon. Dccanta. 0ml 
Clinical. Chicago, February 1961 . Erec. Sec., Mrs. V 
L. Griggs, 30 Westwood Road. Minneapolis -6. 
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FEDERAL AVIATION AGENCY 

Bureau of Aviation Medicine Established.—The 
Federal aviation Agency has established a new 
bureau of Aviation medicine to replace the former 
office of the civil air surgeon. The elevation to 
bureau status points up the growing significance 
of the role of the medical program in the agency’s 
primary mission of air safety'. The new bureau will 
be headed by Dr. James L. Goddard, who will 
retain his present title of civil air surgeon. The 
bureau of aviation medicine will retain an organi¬ 
zational structure similar to its predecessor and 
will be made up of the civil air surgeon’s office 
and the following four divisions: research require¬ 
ments, medical standards, medical certification, and 
environmental health. 

The functions of the bureau of aviation medicine 
include responsibility' to promote safety by devel¬ 
oping standards and regulations concerning the 
mental and physical fitness of airmen as well as all 
others whose health affects safety in flight. This 
includes administration of examinations, inspection, 
and certification programs related to such stand¬ 
ards and regulations. The bureau is charged with 
the development of plans for research required in 
any aspect of medicine affecting civil aviation and 
supervises all medical research undertaken by the 
FAA. A third major area is responsibility' for pro¬ 
viding the medical standards or approval for those 
design elements of aircraft, aircraft components, 
and operational procedures which involve medical 
considerations. A new and growing responsibility' 
is participation in the investigation of the medical 
aspects of civil aircraft accidents. 

FOOD AND DRUG ADMINISTRATION 

Food Seizures.—Forty-five tons of canned tomatoes 
and tomato purees were seized in 10 actions alleg¬ 
ing contamination by spoiled tomatoes, fly eggs, 
and maggots. A total of 168 tons of unfit foods were 
removed from the market in February. Thirty tons 
of flour contained live insects, insect parts, and 
rodent contamination. Rotten eggs in 30-lb. cans 
of frozen whole eggs intended for sale to food 
processors caused the seizure of 25 tons. Ten ship¬ 
ments of nuts totaling 12 tons contained live insects, 
mold, spoilage, and empty shells. In five of die 
eight actions involving foods in warhouses, the 
government charged the foods were stored under 
unsanitary conditions permitting rodent and insect 
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contamination. Ten tons of warehoused flour, rice, 
cornmeal, .dried. beans, and nuts were removed 
from the market. Foods alleged to be hazards to 
health included malting barley' in which seed barley 
treated with a mercury compound was mixed, Bibb 
(open leaf) lettuce contaminated with a pesticide 
(pentaehloronitrobenzene) not permitted on lettuce, 
and 10,000 tablets of a food supplement containing 
less vitamin A than was declared on the label. 

Penalties for Food Adulterations Upheld.—A con¬ 
victed food warehousemans contention that he had 
committed only one offense in storing numerous 
lots of a variety of foods under unsanitary condi¬ 
tions that caused them to become adulterated was 
rejected by the federal court for the eastern district 
of Kentucky. The court held that each lot of food 
is a separate article and that the adulteration of 
four different articles of food constituted four sepa¬ 
rate, distinct violations of the act for which separate 
penalties might be imposed. Justin M. Schneider, 
doing business as Central Sales, Covington, Ky., 
was convicted by a jury under an indictment charg¬ 
ing a second violation involving unsanitary food 
storage, this one causing four separate lots of food 
to become adulterated. The Court had fined him 
$750 on each count or a total of $3,000. This sen¬ 
tencing was affirmed by the court in denying the 
defense motion that three of the $750 fines be 
vacated and that the defendant be required to pay 
only one fine. 

Government Loses Deceptive Packaging Case.—A 
court contest of the seizure of chocolate-covered 
thin mints that the government alleged were de¬ 
ceptively packaged was decided in favor of tire 
Delson Candy Company of New York City. The 
federal court in February held that the government 
failed to prove the containers for “Delson Thin 
Mints” were so made, formed, or filled as to mislead 
the purchaser as to the number of mints contained 
in these packages. The government took the position 
that it did not expect or require that a container 
would have its interior volume completely filled 
by pieces of candy but it alleged that the Delson 
package was misleading and thus misbranded be¬ 
cause two hollow dividers between each section of 
candy and one hollow divider at each end used up 
available space in the container so that the candy 
occupied only about 45% of the volume of the 
package. The federal court, in its opinion, placed 
great weight on the candy firms testimony that the 
particular type of package was needed to prevent 
breakage of the mints during machine filling, han¬ 
dling, and shipping. 
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DEATHS 


Anderson, Earl Willie, Atlanta, Ga. ; Medical De¬ 
partment of Tulane University of Louisiana, New 
Orleans, 1907; for many years a medical mission¬ 
ary in Korea; died March 4, aged 80. 

Baker, George Iverson ® Staten Island, N.Y.; Jeffer¬ 
son Medical College of Philadelphia, 1926; member 
of the Industrial Medical Association; died in the 
Beekman-Downtown Hospital, New York City, 
March 7, aged 62. 

Ball, Robert Samuel, Lebanon, Ind.; Northwestern 
University Medical School, Chicago, 1925; veteran 
of World Wars I and II; past-president of the 
Boone County Medical Society; died in the Meth¬ 
odist Hospital, Indianapolis, March 2, aged 60, of 
carcinoma. 

Brewster, Margaret Powell ® Elsinore, Calif.; Cor¬ 
nell University Medical College, New York City, 
1901; for many years on the staff of St. Luke’s Hos¬ 
pital in New York City; died March 6, aged 87. 

Bridges, Egbert Cleveland, Donalsonville, Ga.; 
Louisville (Ky.) Medical College, 1906; died Jan. 
29, aged 73. 

Britenstool, Harry ® New York City; Columbia 
University College of Physicians and Surgeons, 
New York City, 1901; chief medical consultant at 
St. Clare’s Hospital; one of the founders of the Hos¬ 
pital for Joint Diseases, where he was a medical 
consultant; died March 8, aged 84. 

Butler, Lester Emmons ® Taunton, Mass.; Boston 
University School of Medicine, 1904; past-president 
of the Bristol North District Medical Society; asso¬ 
ciated with the Morton Hospital, where he was 
past-president of the staff, and where he died 
March 4, aged 81. 

Carey, Lewis Marshall © New Smyrna Beach, Fla.; 
Michigan College of Medicine and Surgery, De¬ 
troit, 1906; veteran of the Spanish-American War; 
died in the Veterans Administration Hospital, Lake 
City, March 1, aged 82. 

Coleman, Robert Henry © North Little Rock, Ark.; 
Tulane University School of Medicine, New Or¬ 
leans, 1914; veteran of World Wars I and II; for¬ 
merly associated with the regional ofBce of the Vet¬ 
erans Administration in Little Rock and since Oc¬ 
tober, 1958, associated with the Veterans Admin¬ 
istration Hospital in North Little Rock; died in the 
Arkansas Baptist Hospital Feb. 28, aged 68, of in¬ 
juries received in an automobile accident. 

@ Indicates Member of the American Medical Association. 


Crawford, Sidney Robert, North Little Rock, Ark.- 
University of Arkansas School of Medicine, Little 
Rock, 1917; veteran of World War I; during World 
War II and the Korean War was a medical officer 
in the induction center in Little Rock, where for 
many years he was associated with the Veterans 
Administration; died in Little Rock March 2 
aged 66. 

Curtiss, Edgar John, Columbus, Ga.; Toledo Med¬ 
ical College, 1910; formerly practiced in Lima, 
Ohio, serving as coroner of Allen County;- veteran 
of World War II; died Feb. 28, aged 75. 

Damstra, Harold James ® Grand Rapids, Mich.; 
Northwestern University Medical School, Chicago, 
1929; veteran of World War II; associated with the 
Blodgett Memorial Hospital and the Butterworth 
Hospital, where he died Feb. 26, aged 57. 

Dandrea, Peter Paul ® Clovis, N. M.; Hahnemann 
Medical College and Hospital of Philadelphia, 1947; 
member of the American Academy of General 
Practice; certified by the National Board of Med¬ 
ical Examiners; interned at the Memorial Hospital 
in Wilmington, Del.; an officer in the medical corps 
of the U. S. Army Reserve from 1951 to 1953; a 
member of the staff of the Memorial Hospital; died 
in the Colorado General Hospital, Denver, Feb. 28, 
aged 47, of leukemia. 

Davis, Howard Benjamin F. ® Downingtown, Pa.; 
University of Pennsylvania School of Medicine, 
Philadelphia, 1917; fellow of the American College 
of Surgeons; past-president of the Chester County 
Medical Society; served as a member of the board 
of directors of Embreeville (Pa.) State Hospital; 
associated with the Marshall Square Sanitarium and 
the Chester County Hospital in West Chester, 
where he died March 3, aged 65. 

Dearborn, Frederick Myers, New York City; New 
York Homeopathic Medical College and Hospital, 
New York City, 1900; member of the American 
Academy of Dermatology and Sypbilology; veteran 
of the Spanish-American War and World War I; 
served on the faculty of his alma mater, where he 
was a trustee; associated with the New York Med¬ 
ical College, Flower and Fifth Avenue Hospitals 
and the Metropolitan Hospital; died Jan. 25, aged 
83, of metastatic carcinoma of the colon to liver 
and lung. 

Devlin, John James, New York City; New York 
Medical College, Flower and Fifth Avenue Hos¬ 
pitals, New York City, 1957; interned at the New 
Rochelle (N. Y.) Hospital; served a residency at the 
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Bird S. Coler Hospital-Home; certified by the Na¬ 
tional Board of Medical Examiners; killed March 
14, aged 30, in an automobile accident. 

Dingnian, Marshal Edwin ® Urbana, Iowa; State 
University of Iowa College of Medicine, Iowa City, 
1902; at one time served as a member of the school 
board; member of the staffs of St. Luke’s Methodist 
Hospital and the Mercy Hospital, Cedar Rapids, 
where he died March 1, aged SO. 

Fischer, Herman Adam @ Wilkes-Barre, Pa.; Uni¬ 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1900; fellow of the American College 
of Surgeons; past-president of the Luzerne County 
Medical Society; associated with the Nesbitt Me¬ 
morial Hospital in Kingston; died March S, aged 82, 

Frazier, James Wood ® Charleston, W. Va.; Med¬ 
ical College of Virginia, Richmond, 1928; died 
March 11, aged 62. 

Frisbie, Frank Chester ® Equinunk, Pa.; University 
of Vermont College of Medicine, Burlington, 1S98; 
past-president of the Wayne, Pike Counties Med¬ 
ical Society; for many years on the staff of the Car- 
bondale (Pa.) General Hospital; in 1948 honored by 
the Medical Society of the State of Pennsylvania 
and presented with a plaque for 50 years outstand¬ 
ing service; died Feb. 26, aged 90. 

Gallagher, Robert Paul ® Amarillo, Texas; Univer¬ 
sity of Minnesota Medical School, Minneapolis, 
1943; interned at the Queen’s Hospital in Honolulu, 
Hawaii; veteran of World War II; at one time 
editor of the Bulletin of Potter-Ranclall County 
Medical Society; served on the staff of the Veterans 
Administration Hospital, where he died March 5, 
aged 45, of multiple sclerosis. 

Green, Seibels Remington Jr., Lima, Ohio; Meharry 
Medical College, Nashville, Tenn., 1943; interned 
at the Homer G. Phillips Hospital in St. Louis; 
served a residency at the Kansas City' General Hos¬ 
pital in Kansas City, Mo.; formerly an officer in the 
U. S. Air Force Reserve; member of the Aero Med¬ 
ical Association; associated with the Lima Me¬ 
morial Hospital and the St. Rita’s Hospital, where 
he died March 1, aged 40. 

Green, William Wills, Tarboro, N. C.; University 
of North Carolina School of Medicine, Chapel Hill, 
1908; for many years chairman of the county board 
of education; past-president of the Edgecombe- 
Nash Counties Medical Society; fellow of the 
American College of Surgeons; chief of Staff at 
Edgecombe General Hospital; veteran of World 
War I; physician to the Edgecombe Draft Board 
during World War II; past-member of the county 
board of health; died in the Duke Hospital, Dur¬ 
ham, March 5, aged 74. 

Hemond, Fernand Joseph, West Warwick, R. I.; 
Laval University Faculty of Medicine, Quebec, 


Que., 1931; served as district medical examiner; 
died in St. Joseph’s Hospital, Providence, March 1, 
aged 56. 

Howard, Robert Lowe ® Spokane, Wash.; Western 
Reserve University School of Medicine, Cleveland, 
1928; specialist certified by the American Board of 
Dermatology; member of the American Academy 
of Dermatology and Syphilology; past-president of 
the Pacific Northwest Society of Dermatologists; 
associated with the Deaconess, Sacred Heart and 
St. Luke’s hospitals; dermatologist consultant at the 
Veterans Administration Hospital; editor of the 
Bulletin of the Spokane County Medical Society; 
died Feb. 25, aged 62. 

Jacques, William Addison ® Fort Lauderdale, Fla.; 
Fordham University' School of Medicine, New York 
City, 1917; veteran of World Wars I and H; served 
in the regular Army; formerly chief medical officer 
for the Veterans Administration Regional Office in 
Philadelphia; practiced in Ashland, Pa., where he 
was associated with the Ashland State Hospital; 
died in the North Broward General Hospital Feb. 
20, aged 67, of pneumonia. 

Johnson, Fenimore Stratton ® Commander, U. S. 
Navy, retired, Ventnor, N. ].; University of Pennsyl¬ 
vania School of Medicine, Philadelphia, 1917; 
served in the U. S. Navy from 1917 to 1942 when 
he retired; died in the U. S. Naval Hospital, Phila¬ 
delphia, Feb. 27, aged 68. 

Johnson, Karl Frederick, St. Paul; University of 
Minnesota Medical School, Minneapolis, 1932; died 
Feb. 26, aged 52. 

Johnston, Marius Early ® Lexington, Ky.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1903; died March 5, aged SO. 

Jolma, Keijo Kullervo ® Gardner, Mass.; Tufts Col¬ 
lege Medical School, Boston, 1931; fellow of the 
American College of Surgeons; past-president of 
the Worcester North District Medical Society; vet¬ 
eran of World War II; on the staff of the Heywood 
Memorial Hospital; died March 1, aged 52. 

Jungk, Carl George Washington ® St. Louis; Wash¬ 
ington University School of Medicine, St. Louis, 
1903; served on the staffs of the Deaconess and St. 
Anthony hospitals; died in the City' Hospital Feb. 6, 
aged S3, of arteriosclerosis. 

Kane, R. Emmet ® St. Louis; Washington Univer¬ 
sity School of Medicine, St. Louis, 1899; in 1939 
member of the House of Delegates of the American 
Medical Association; past-president of St. Louis 
Medical Society; from 1916 to 1920 professor of 
medical jurisprudence in the law department at St. 
Louis University; in 1949 appointed to the Order of 
Knights of St. Gregory by Pope Pius XII; past- 
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president of the Washington University Alumni 
Association; associated with the De Paul Hospital 
where he died March 1, aged 82. 

Katz, Samuel Herschel ® Philadelphia; Hahnemann 
Medical College and Hospital of Philadelphia, 1936; 
also a giaduate in pharmacy; district medical super¬ 
visor for the board of education; veteran of World 
War II and was awarded the Purple Heart; asso¬ 
ciated with the Albert Einstein Medical Center 
Northern Division and St. Luke’s and Children’s 
Medical Center; died in the Albert Einstein Medi¬ 
cal Center Northern Division March 3, aged 50, of 
myocardial infarction. 


Katzenstein, Alfred Moses, New York City; Georg 
August-Universitat Medizinische Fakultat, Gottin¬ 
gen, Prussia, Germany, 1905; died March 11, 
aged 79. 

Kemmerly, Harry Paul © Tulsa, Okla.; University 
of Arkansas School of Medicine, Little Rock, 1928; 
member of the American Society of Anesthesiolo¬ 
gists; on the staff of the Hillcrest Medical Center; 
died Feb. 29, aged 58. 


Kemp, Paul Sadler ® Macon, Ga.; Medical College 
of Georgia, Augusta, 1933; interned at the Univer¬ 
sity Hospital in Augusta, where he served a resi¬ 
dency; veteran of World War II; died in Atlanta 
Feb. 23, aged 50. 

Kempter, Julius Elmond ® Chambersburg, Pa.; 
University of Maryland School of Medicine, Balti¬ 
more, 1894; past-president of the Franklin County 
Medical Society; member of the staff of the Cham¬ 
bersburg Hospital; died in the Williamsport (Md.) 
Sanitarium March 4, aged 92. 


Kent, A. Richard, Springfield, Ohio; New York 
Homeopathic Medical College and Flower Hospital 
in New York City, 1915; past-president of the Clark 
County Medical Society; associated with the Mercy 
Hospital and the City Hospital, where he died 
Feb. 18, aged 70, of cancer. 


Knapp, Richard Edward ® Hackensack, N. J.; Co¬ 
lumbia University College of Physicians and Sur¬ 
geons, New York City, 1907; fellow of the American 
College of Physicians; member of the Radiological 
Society of North America; veteran of World War I; 
associated with the Hackensack Hospital; served as 
a director of the City National Bank of Hackensack; 
died March 9, aged 75. 


Knott, Robert Church ® Eugene, Ore.; Albany 
(N. Y.) Medical College, 1928; member of the Amer¬ 
ican Academy of General Practice; a past-secietaiy 
and a member of the executive board of the Oregon 
Academy of General Practice; veteran of World 
War II; on the staff of the Sacred Heart Hospital; 
died Feb. 26, aged 59. 


Cupperman, Moses ® New York City; Long Island 
College Hospital, Brooklyn, 1917; member of the 
American Academy of General Practice; died m the 
3eth Israel Hospital March 10, aged 64, 
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Kuznitzky, Ericli, New York City; Scblesiche-Fried- 
nch-Wilhelms University Mediziniche Fakultat 
Breslau Prussia, Germany, 1912; associated with 
the Beekman-Downtown and Fordham hospitals- 
c ied March 1, aged 76, of pulmonary embolism. 

Landrum, Albert Brewer ® Columbus, Ohio; Ohio 
Medical University, Columbus, 1906; specialist cer¬ 
tified by the American Board of. Urology; member 
of the American Urological Association; at one time 
on the faculty of the Ohio State University College 
of Medicine; associated with the St. Anthony’s, 
White Cross, Grant, and Mercy hospitals; died in 
El Paso, Texas, March 5, aged 76. 

Langhorst Henry Frederick ® Coral Gables, Fla.; 
Vanderbilt University School of Medicine, Nash¬ 
ville, Tenn., 1898; veteran of World War* I; formerly 
practiced in Elmhurst, Ill., where he was associated 
with the Memorial Hospital of Du Page County; 
died Feb. 14, aged 84. 

Larson, Tom Kimber ® Warren, Pa.; Temple Uni¬ 
versity School of Medicine, Philadelphia, 1930; past- 
president of die Warren County Medical Society; 
died in the Warren General Hospital March 7, 
aged 56. 

Laughlin, John, Bedford, Ind.; Medical College of 
Indiana, Indianapolis, 1892; served Bedford city 
schools as a member of the school board; died in 
the Dunn Memorial Hospital March 2, aged 92. 

Lenz, Herman John ® Seattle; Washington Univer¬ 
sity School of Medicine, St. Louis, 1904; served on 
the staff of the Columbus Hospital; died Feb. 19, 
aged 79, of bronchopneumonia. 

Levine, Abraham Morris ® Boston; Tufts College 
Medical School, Boston, 1923; died in the Beth 
Israel Hospital Feb. 24, aged 60. 

Lewellen, Jesse Deleon, San Diego, Calif.; Medical 
College of South Carolina, Charleston, 1898; vet¬ 
eran of World War I; died Feb. 27, aged 87. 

Linch, Albert Osborn ® Atlanta, Ga.; Emory Uni¬ 
versity School of Medicine, Atlanta, 192p; membei 
of the Southeastern Surgical Congress; fellow of the 
American College of Surgeons; veteran of World 
War II; past-president of the Fulton County Medi¬ 
cal Society; associated with the Grady Memorial, 
Emory University, Crawford W. Long Memorial, 
and Georgia Baptist hospitals; died Feb. 26, aged 
58. 

Lippman, Emanuel Shalet ® Minneapolis; Univer¬ 
sity of Minnesota Medical School, Minneapolis, 
1929; specialist certified by the American Board of 
Pediatrics; member of the American Academy of 
Pediatrics; veteran of World War II; clinical assist¬ 
ant professor of pediatrics at his alma mater; 
served on the staffs of Abbott Hospital and Mount 
Sinai Hospital; died Feb. 24, aged 54. 
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McCarthy, Robert Kenneth, Hanover, Mass.; Tufts 
College Medical School, Boston, 1957; interned at 
the Boston City Hospital; served a residency at the 
Veterans Administration Hospital in Boston; certi¬ 
fied by the National Board of Medical Examiners; 
died in Boston Feb. 21, aged 29, of leukemia. 

McClintock, Francis Blake, Saugus, Mass.; Harvard 
Medical School, Boston, 1904; served on the staff of 
the Chelsea (Mass.) Memorial Hospital; died in the 
Massachusetts General Hospital, Boston, March 1, 
aged 79. 

McCormack, Myron Thomas © Milwaukee; Mar¬ 
quette University School of Medicine, Milwaukee. 
1935; member of the American Academy of General 
Practice; veteran of World War II; on the staff of 
the Misericordia Hospital; died March IS, aged 50. 

MacKay, Hunter John ® Seattle; born in Cleveland 
April 26, 1911; Western Reserve University School 
of Medicine, Cleveland, 1937; interned at the Provi¬ 
dence Hospital; served a fellowship in neurosurgery 
at the Mayo Foundation in Rochester, Minn.; special¬ 
ist certified by the American Board of Neurological 
Surgery’; for a time professor of anatomy at Seattle 
University; member of the Congress of Neurologi¬ 
cal Surgeons and the Harvey Cushing Society; 
fellow of the American College of Surgeons; vet¬ 
eran of World War II; associated with the Provi¬ 
dence, Swedish, and the Children’s Orthopedic- 
hospitals in Seattle and the Northern Pacific Hos¬ 
pital in Tacoma; died March 2, aged 48, of acute 
pulmonary edema. 

MacLean, Louise, Quincy, Mass.; College of Physi¬ 
cians and Surgeons, Boston, 1912; formerly physician 
at the Lancaster School for Girls in Lancaster; died 
in the Quincy City Hospital Feb. 17, aged 83. 

McMillen, Charles F., Covington, Ky.; Hospital 
College of Medicine, Louisville,, 1898; died in St. 
Elizabeth Hospital Feb. 21, aged 87. 

McNary, John Foster © Milwaukee; Wisconsin Col¬ 
lege of Physicians and Surgeons, Milwaukee, 1906; 
died March 8, aged 80. 

Macnieski, Henry Francis, Harrison, N. J.; Temple 
University School of Medicine, Philadelphia, 1929; 
physician for the Harrison Board of Education and 
Board of Health; served on the staffs of the St. 
Michael’s Hospital in Newark and West Hudson 
Hospital in Kearney; died March 11, aged 60. 

Malinowski, John Joseph © Nanticoke, Pa.; Temple 
University School of Medicine, Philadelphia, 1926; 
member of the American Academy of General 
Practice; formerly practiced in Jersey City, where 
he was member of the staff of St. Francis Hospital; 
died March 2, aged 58. 

Mandl, Gustav ® Long Island City, N. Y.; Medi- 
zinische Fakultiit der Universitat, Vienna, Austria, 
1924; died March 1, aged 62, of coronary throm¬ 
bosis. 


Mathews, William Francis, Woodside, N. Y.; Long 
Island College Hospital, Brooklyn, 1904; died in 
the Physicians Hospital, Jackson Heights, March 
14, aged 79. 

Mecom, W. A., Hebert, La.; Memphis (Tenn.) Hos¬ 
pital Medical College, 1901; for many years prac¬ 
ticed in Wisner; died in Jackson Jan. 17, aged 83. 

Meltzer, Samuel Louis © Portsmouth, Ohio; Boston 
University School of Medicine, 1925; specialist 
certified by the American Board of Radiology; fel¬ 
low of the American College of Radiology; past- 
president of the Scioto County Medical Society and 
the Central Ohio Radiological Society; veteran of 
World War II; at one time on the faculty of the 
University of Michigan Medical School in Ann 
Arbor; a consultant of the medical department of 
the Norfolk & Western Railway; died in the Mercy 
Hospital Feb. 26, aged 58, of cancer. 

Metz, Louis Frederick © Stamford, Texas; Vander¬ 
bilt University College of Medicine, Nashville, 
Tenn., 1924; veteran of World War I; physician for 
the Stamford High School football team; associated 
with the Stamford Sanitarium; a member of the 
board of directors of the First National Bank; died 
Feb. 22, aged 60, of coronary thrombosis. 

Miller, Rudolph Richard, Tonawanda, N. Y.; Ameri¬ 
can Medical Missionary College, Battle Creek, 
Mich., and Chicago, 1903; veteran of World War I; 
died in the Veterans Administration Hospital, 
Buffalo, Feb. 19, aged S7. 

Miller, William Campbell © Guthrie, Okla. George 
Washington University School of Medicine, Wash¬ 
ington, D. C., 1917; veteran of World War I; died 
in Tahlequah March 1, aged 69. 

Millspaugh, Judson Albert ® Captain, U. S. Navy, 
retired, St. George, S. C.; University of Arkansas 
School of Medicine, Little Rock, 1930; member of 
the American Academy of General Practice; retired 
Sept. 1, 1952, from the U. S. Navy; died in Port 
Wentworth, Ga., March 4, aged 56. 

Moodie, Bazil M., Tampa, Fla.; Eastern University' 
School of Medicine, Baltimore, 1913; died Feb. 23, 
aged 87. 

Moore, Chester Clarence, Portland, Ore.; Cooper 
Medical College, San Francisco, 1904; fellow of the 
American College of Surgeons; died in the Desert 
Hospital, Palm Springs, Calif., March 2, aged 82. 

Normandin, Louis Adolphus, East Providence, R. I.; 
Tufts College Medical School, Boston, 1919; re¬ 
tired in 1958 as chief medical officer of the Veterans 
Administration Regional Office in Providence; vet- 
teran of World War II; died in Palm Beach, Fla., 
Feb. 24, aged 66. 

Olds, Bomar Amos © College Park, Ga.; Emory' 
University School of Medicine, Atlanta, 1921; died 
in Atlanta Feb. 26, aged 62. 
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Pickard, Luther James ® Abilene, Texas; University 
of Texas School of Medicine, Galveston, 1911; past- 
pi esident of the Taylor County Medical Society; 
died in the Hendrick Memorial Hospital March 2, 
aged 72, of injuries received in an automobile ac¬ 
cident. 

Portnoy, Martin David, Denver; Universite de 
Geneve Faculte de Medeeine, Switzerland, 1954; 
interned at St. Josephs Hospital and served a resi¬ 
dency at the University of Colorado Medical Cen¬ 
ter; died in the Presbyterian Hospital Feb. 27, 
aged 35. 

Pratt, Thomas R. Jr., Pismo Beach, Calif.; Univer¬ 
sity of Maryland School of Medicine, Baltimore, 
1913; died Feb. 29, aged 70. 

Price, Killian Adolphus, Hickory, N. C.; University 
of Virginia School of Medicine, Charlottesville, 
1907; died March 2, aged 82. 

Reynolds, James Isham, Smithville, Texas; Memphis 
(Tenn.) Hospital Medical College, 1909; died Feb. 
S, aged S3. 

Richter, Louis Bacon Saunders ® Yoakum, Texas; 
University of Texas School of Medicine, Galveston, 
1935; member of the American Academy of General 
Practice; associated with the Huth Memorial Hos¬ 
pital; died Feb. 27, aged 49, of coronary occlusion. 

Rogers, Frank E. ® Denver; McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1S97; 
fellow of the American College of Surgeons; past- 
president of the American Goiter Association; vet¬ 
eran of World War I; associated with the Colorado 
General Hospital, St. Luke's Hospital, and the Den¬ 
ver General Hospital, where he served as medical 
director; died Feb. 27, aged 88. 

Rosenheck, Charles, New York City; Columbia Uni¬ 
versity College of Physicians and Surgeons, New 
York City, 1905; specialist certified by the American 
Board of Psychiatry and Neurology; member of the 
American Psychiatric Association; neuropsychiatrist 
for the induction board for New York City from 
1941 to 1946; associated with the Beth Abraham 
Home for Incurables, Hospital for Joint Diseases, 
Jewish Memorial Hospital, and the Midtown Hos¬ 
pital; died March 6, aged 80. 

Rush, James O. @ Forrest City, Ark.; University 
Medical College of Kansas City, Mo., 1899; served 
as secretary of the St. Francis County Medical So¬ 
ciety; past-president and charter member of the 
Forrest City Rotary Club; died Feb. 25, aged 92. 

Scott, Kenneth Schurch ® Captain, U. S. Navy, re¬ 
tired, Devon, Pa.; University of Pennsylvania 
School of Medicine, Philadelphia, 1933; specialist 
certified by the American Board of Preventive Med- 
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icine; member of the Aero Medical Association- 
veteran of World War II; retired from the regular 
Navy July 1, 1956; past-president of the Chester 
County Medical Society and the Health and Wel¬ 
fare Council of Chester County; at one time medical 
director of the Oakboume Hospital and on the staff 
of the Chester County Hospital in West Chester- 
died Feb. 27, aged 57. 

Seltzer, Abraham, New York City; Eclectic Medi¬ 
cal College, Cincinnati, 1925; died Feb. 15, aged 60. 

Seward, Frederick Whittlesey ® Goshen, N. Y. ; 
New York Homeopathic Medical College and Hos- 
. pital, New York City, 1S98; fellow of the American 
Psychiatric Association; died March 4, aged 85. 

Shipp, John Netherland ® Chattanooga, Tenn.; 
fujane University School of Medicine, New Or¬ 
leans, 1921; interned at the Hillman Hospital in 
Birmingham, Ala.; died Feb. 24, aged 67. 

Sinning, Augustus ® Iowa City, Iowa; State Uni¬ 
versity of Iowa College of Medicine, Iowa City, 
1895; died in Wilton Junction Feb. 23, aged 95. 

Smith, Edward Mack, Madison, N. }.; Tufts Col¬ 
lege Medical School, Boston, 1927; died in Ham- 
monton Dec. 27, aged 59, of a heart attack 

Smith, Franklin Calton ® Charlotte, N. C.; Jeffer¬ 
son Medical College of Philadelphia, 1921; special¬ 
ist certified by the American Board of Ophthal¬ 
mology; member of the American Academy of 
Ophthalmology and Otolaryngology; past-president 
of the North Carolina Eye, Ear, Nose and Throat 
Society; formerly vice-president of the Medical So¬ 
ciety of the State of North Carolina; associated with 
the Charlotte Eye, Ear, Nose and Throat Hospital; 
died Feb. 25, aged 65. 

Smith, James Waller T. ® Hayes, Va.; University 
College of Medicine, Richmond, 1905; one of the 
founders and the first president of the Mid-Tide¬ 
water Medical Society; for many years county cor¬ 
oner and later county medical examiner; died Feb. 
26, aged 75. 

Snyder, Vernon James, Camillus, N. Y.; Syracuse 
University College of Medicine, 1908; health officer 
for the town of Camillus; school physician and a 
physician for the Onondaga County Welfare De¬ 
partment; on the courtesy staff of the Crouse-Irving 
Hospital in Syracuse, where he died Feb. 24, 
aged 77. 

Stephan, Walter Henry, Bellevue, Wash.; Rush 
Medical College, Chicago, 1914; formerly vice- 
president of the Montana State Medical Associa¬ 
tion; served as physician for the Union Pacific Rail¬ 
road in Dillon, Mont; died in Goldsboro, N. C., 
Feb. 23, aged 72. 
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Sterling, Russell Rhea ® Houston, Texas; Univer¬ 
sity of Wisconsin Medical School, Madison, 1927; 
on the staffs of the St. Josephs Hospital and the 
Memorial Hospital, where he died Feb. 27, aged 57. 

Sussman, S. Theodore ® New Rochelle, N. Y.; Uni¬ 
versity and Bellevue Hospital Medical College, 
New York City, 1935; interned at the Hospital for 
Joint Diseases in New York City; member of the 
American Academy of General Practice; died in the 
Bellevue Hospital, New York City, Feb. 11, aged IS. 

Thomason, Eugene Archie ® Fountain Inn, S. C.; 
Medical College of South Carolina, Charleston, 
194S; interned at the Greenville General Hospital 
in Greenville, S. C.; served a residency at the Duke 
Hospital, Durham, N. C.; from 1951 to 1953 an 
officer in the medical corps of the U. S. Army Re¬ 
serve; died Feb. 25, aged 34, as the result of fire 
which destroyed his home. 

Turner, Floyd Clinton @ Boulder Creek, Calif.; 
Chicago College of Medicine and Surgery, 1916; 
retired from the U. S. Public Health Service; asso¬ 
ciated with the Boulder Creek Laboratory; died 
March 5, aged 70. 

Wheelon, Frank E. ® Lake City, Fla.; University of 
Minnesota College of Medicine and Surgery, Min¬ 
neapolis, 1900; formerly practiced in Esmond, N. D., 
and Minot, N. D., where he served as director of 
the First District Health Unit; veteran of World 
War I; died Feb. 23, aged S2. 

White, John Edwin, Wakefield, Va.; Medical Col¬ 
lege of Virginia, Richmond, 1900; retired Baptist 
minister; died Feb. 24, aged S3. 

Whiton, Ross Kittredge, Springfield, Vt; Harvard 
Medical School, Boston, 1904; at one time on the 
staff of the Emerson Hospital in Concord, Mass.; 
died Feb. 22, aged 81. 

Wiedman, Frank, South Lyon, Mich.; University of 
Michigan Homeopathic Medical School, Ann Ar¬ 
bor, 190S; died Feb. IS, aged 80. 

Williams, Paul Swift, Elizabethton, Term.; Lincoln 
Memorial University Medical Department, Knox¬ 
ville, 1910; veteran of World War I; died in the 
Veterans Administration Center, Mountain Home. 
Feb. 19, aged 71. 

Williams, Theodore L. @ Bloomington, Ind.; Uni¬ 
versity' of Colorado School of Medicine, Denver, 
1934; interned at the Denver General Hospital; 
physician at the Health Center at Indiana Univer¬ 
sity; served as manager of health and charity' in 
Denver from 1936 to 1941; died Feb. 1, aged 57, of 
pneumonia. 

Wilson, Cloyce, Cincinnati; Eclectic Medical Col¬ 
lege, Cincinnati, 1913; associated with the Bethesda 
Hospital, where he died March 1, aged 75, of cere¬ 
bral hemorrhage. 


Wilson, Joseph Lorenzo @ Lexington, Ky.; Tulane 
University School of Medicine, New Orleans, 1942; 
interned at the Baptist Memorial Hospital in Mem¬ 
phis, Tenn.; served a residency' at the Veterans Ad¬ 
ministration Hospital in Fort Lyon, Colo.; veteran 
of World War II; associated with the Veterans 
Administration Hospital; died Feb. 26, aged 42. 

Wilson, William Stuart Jr. ® Carrizo Springs, 
Texas; University of Texas School of Medicine, 
Galveston, 1943; interned at the Robert B. Green 
Memorial Hospital in San Antonio; veteran of 
World War II; died Feb. 3, aged 41. 

Wortham, James Tolliver ® Little Rock, Ark.; bom 
in Waldo, Sept. 10, 1924; University of Arkansas 
School of Medicine, Little Rock, 1947; interned at 
the Duke Hospital in Durham, N. C., where he 
served a residency; formerly a resident at the 
University Hospital and the State Hospital; spe¬ 
cialist certified by the American Board of Internal 
Medicine; member of the Endocrine Society; asso¬ 
ciate professor of medicine at his alma mater; from 
1956 to 195S an officer in the medical corps of the 
U. S. Naval Reserve; associated with the St. Vincent 
Infirmary, Arkansas Baptist Hospital, and the Vet¬ 
erans Administration Hospital; died Feb. 2, aged 35. 

Wyland, Byron Jay 55 Mishawaka, Ind.; Indiana 
Medical College, School of Medicine of Purdue 
University, Indianapolis, 1906; Indiana University 
School of Medicine, Indianapolis, 1909; served as 
vice-president of the St. Joseph County Medical 
Society; veteran of World War I; served as secre¬ 
tary' of the Mishawaka Board of Health; formerly 
deputy coroner of St. Joseph County'; member and 
past-president of the staff of St. Joseph Hospital, 
where he died Feb. 17, aged 76, of myocardial 
infarct. 

Yeates, Hugh Wesley, Ringling, Okla.; Fort Worth 
(Texas) School of Medicine, 1907; served at the 
Veterans Administration Hospital in Sulphur; died 
in Waurika Feb. 2, aged 86. 

Yencer, Martin Washington 55 Richmond, Ind.; 
Central College of Physicians ancl Surgeons, In¬ 
dianapolis, 1897; at one time served as state repre¬ 
sentative from Wayne County; died Feb. 22, 
aged SS. 

Young, James Moses 55 Orion, Ill.; Chicago Med¬ 
ical School, 1933; interned at St. Margaret’s Hos¬ 
pital in Hammond, Inch; member of the American 
Academy of General Practice; served as president 
of the Henry County Tuberculosis Association; vet¬ 
eran of World II; associated with tire Lutheran 
Hospital and Moline Public Hospital in Moline; 
died Jan. 24, aged 58. 
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Estrogenic Insufficiency and Sterility.—Medina and 
Muller (Reo. ginec. obst. 106:5, 1960) studied the 
records of 400 sterile women, 126 (31.5%) of whom 
showed an estrogenic deficiency. In 54 of these 126 
patients the deficiency was caused by a persistent 
general insufficiency in the production of estrogens 
or by a deficient reaction of an effector organ. In 
the other 72 it was not possible to establish an 
organic basis. This group of cases included 65 pa¬ 
tients with confirmed hypoplasia who were sepa¬ 
rated into three classes: (1) IS patients who had 
marked hypoplasia with inversion of the bodv- 
cervix ratio (Meakers index), 16 of them with 
estrogenic deficiency revealed by cytological exam¬ 
ination or by crystallization of the cervical mucus, 
14 with global insufficiency, and 2 with preponder¬ 
ant cervical unresponsiveness; (2) 6 patients who 
had underdeveloped uterus in marked anteflexion, 
4 of them with estrogenic deficiency; and (3) 41 
patients who had uterine hypoplasia with a rela¬ 
tively good body-cervix ratio and a normal form 
of the organ but with a length of less than 6 cm., 
and IS with a deficient estrogenic index. 

Another group of nine patients presented altera¬ 
tions that, although they could not be classified as 
of a true uterine hypoplasia, deviated so much from 
the norm as to warrant special consideration. They 
were nulliparous women with normal-sized uterus 
but with an excessively long cervix, the whole organ 
being in retroversion-flexion. Several patients had 
previously had a gynecologic operation. They had a 
predominance of secondary sterility, while the two 
former groups consisted almost exclusively of pa¬ 
tients with primary sterility. Some of them showed 
a more or less persistent estrogenic deficiency, 
probably caused by surgical operations. A last 
group of patients with estrogenic deficiency of air 
organic basis included two patients with secondary 
sterility, in whom the estrogenic level had fallen 
abruptly after a normal delivery or after a mis¬ 
carriage with severe loss of blood. 

There were 72 patients who had a functional 
estrogeiric deficiency. The evaluation of these cases 
presented a certain "difficulty due to the multiplicity 
of factors interfering with the hormonal secretions, 
and all the observations had only a temporary val¬ 
ue. These 72 patients included 64 with a prepon¬ 
derant estrogenic deficiency, 6 with hypophyso- 
ovarian insufficiency, and 2 with thyro-ovarian 

The items in these letters are contributed by regular correspondents 
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insufficiency. Of the 64 with preponderant estro¬ 
genic deficiency, 51 had signs of a diminished 
ovarian function. There were at least 13 patients 
(9 with primary sterility) in whom the general 
hormonal activity was sufficient but who presented 
a persistent unresponsiveness of the cervix uteri to 
esti ogenic stimuli. This form of local deficiency of 
responsiveness reacts favorably to intracervical 
estrogenotherapy. 


CANADA 

Neonatal Blood Findings.—Low and co-workers 
( Canad. M. A. J. 82:12, 70, and 136, 1960) de¬ 
termined the hemoglobin level and hematocrit 
reading in a series of 104 neonates bom to healthy 
mothers. In cord blood the mean hemoglobin level 
was 15.77 Gm. per 100 ml. and the hematocrit read¬ 
ing was 52.9%. In the first hour the mean capillary 
hemoglobin level was 1S.55 Gm. per 100 ml. and 
the hematocrit reading was 62.35%; at 24 hours the 
corresponding figures were 17.73 and 5S.27. The 
mean values for the mean corpuscular hemoglobin 
concentrations varied from 29.54 to 30.2%. A wide 
range of these hematological values was observed, 
and, of a number of clinical factors studied, only 
parity showed an effect on the range; a trend to 
higher levels was observed in primiparous patients. 
Reasonable lower limits for this normal range are 
a cord blood hemoglobin level of 12.5 Gm. per 100 
ml. and hematocrit reading of 52% in the first hour, 
and 14.0 and 48, respectively, at 24 hours. 

Little relationship was found between values in 
cord blood and capillary blood in the first hour or 
between the capillary blood values in the first hour 
and at 24 hours. This lack of relationship was 
probably a result of a rapid shift of fluid from the 
intravascular to the extravascular space. A number 
of circulatory adjustments occurred in the normal 
neonate in the first 24 hours. An immediate hemo- 
concentration took place in the general circulation, 
possibly due to an increase in blood pressure. Im¬ 
mediately after delivery there was a stasis in the 
peripheral vascular circulation of the order of 10 A 
This peripheral vascular stasis persisted to a limited 
extent after 24 hours, although it was entirely re¬ 
solved in some infants bv this time. There were no 
changes of hematological values in the first 2-1 
hours. The variation observed in peripheral blood 
represented only adjustments of the peripheral 
vascular circulation. 
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The mean levels of bilirubin at delivery were 
2.0 mg. per 100 ml. and at 24 hours 5.1 mg. per 
100 ml. The upper limits of normal are 3.0 at de¬ 
livery and 10 at 24 hours. There was a variable in¬ 
crease in bilirubin level in the early neonatal period. 
Although the rate of hemolysis might play a limited 
role, this was largely a result of the variable ca¬ 
pacity of the liver to excrete bilirubin. There was a 
limited relationship between moderate elevations 
of the bilirubin level and the occurrence of clinical 
jaundice. 

Penicillin Toxicity.—Boyd and co-workers ( Canud. 
M. A. /. S2:195, 1960) found that oral administra¬ 
tion of large doses of benzvlpenicillin potassium 
produced vomiting in cats and dogs. The oral 
median emetic dose expressed as grams per kilo¬ 
gram was 0,88 in the cat and 0.85 in the dog. For 
benzvlpenicillin ammonium it was 0.96 in the cat. 
Vomiting began within 5 to 45 minutes of the time 
of intragastric administration and lasted 1 to 5 
minutes. Recovers' was complete. No residual clini¬ 
cal effects were noted during a month’s observation 
after the emetic challenge. Benzylpenicillin-induced 
vomiting was not inhibited by premedication with 
chlorpromazine hydrochloride in cats. The oral 
median emetic dose was estimated to be about 10% 
of the retained oral median lethal dose in dogs. 

The clinical implication of these findings was that 
certain patients may be inordinately sensitive to 
the toxic effects of penicillin, effects which were 
ordinarily seen only when the dose of retained 
benzvlpenicillin was from 5 to 10 Gm. per kilo¬ 
gram of body weight, 1 Gm. being about 1.5 million 
units. Signs of penicillin poisoning at these dosage 
levels included nausea, vomiting, anorexia, oligo¬ 
dipsia, irritability, restlessness, convulsions, blepha¬ 
ritis, diarrhea, glycosuria, albuminuria, oliguria, 
anuria, myocarditis, and anaphylactic shock. Until 
now, these signs of penicillin toxicity had been 
thought of as idiosyncrasies or due to previous sen¬ 
sitization instead of toxic side-effects. 

Blast Cells in Leukemia.—An analysis was made of 
1,827 consecutive marrow examinations and ac¬ 
companying hemograms performed by Ibbott and 
co-workers ( Canad. M. A. J. 82:358, 1960). They 
attempted to determine a percentage of leukocytic 
blast cells in the marrow above which the diagnosis 
of acute leukemia could be made. The criteria for 
recognition of a leukocyte as a blast cell were (1) 
absence of cytoplasmic granulation; (2) large 
nuclear-cytoplasmic ratio, tendency toward large 
nuclei, or scant cytoplasm; (3) completely divided 
nuclear chromatin; (4) recognizable nucleoli; and 
(5) basophilic cytoplasm. 

Marrow blast cell counts greater than 6% were 
found to constitute strong evidence for the diag¬ 
nosis of acute leukemia. Marrow blast cell counts 


in excess of 6% were found in 129 patients and 127 
(98%) of these proved to have acute leukemia. The 
critical count of 6% is of least usefulness in those 
doubtful cases beginning in infancy and early 
childhood, because of the marked reactivity of the 
marrow at that time. The two outstanding excep¬ 
tions in this series were a case of megaloblastic 
anemia in a 5-month-old girl, who was successfully 
treated with folic acid, and a leukemoid reaction, 
presumably due to an allergen or toxin, that oc¬ 
curred in a 4-week-old boy. 

Forty-eight patients had blast cell counts be¬ 
tween 2 and 6%, and six of these represented acute 
leukemia in remission or in an early stage of de¬ 
velopment. Such marrow blast cell counts, there¬ 
fore, demand further careful investigation. Marrow 
cell counts up to 2% allow no specific pathological 
interpretation, since such counts occur frequently 
in normal persons as well as in many with hemato¬ 
logical disorders. 

Cigarette Butt Length and Cancer Death Rate.—A 
total of 6,42S discarded cigarette butts were col¬ 
lected and measured by Hammond and Wynder 
( Canad. M. A. /. 82:372, 1960) who classified them 
by type and original length of cigarette, and loca¬ 
tion, socioeconomic class, and sex of the smoker. 
The mean length of all the butts was 27.9 mm. This 
is slightly less than the length reported in the 
United States (30.9 mm.) but much greater than 
that reported in England and Wales (1S.7 mm.) and 
in the Netherlands (20.9 mm.). The authors stated 
that smoke from the first part of a cigarette con¬ 
tains proportionally less tar than smoke from the 
latter part and, therefore, the amount of tar inhaled 
increases rapidly with the amount of cigarette 
smoked. For this reason they suggest that average 
butt lengths be taken into consideration when 
estimates are made of the average exposure of 
various groups to cigarette smoke. The differences 
in average butt length may partially account for 
reported differences in lung cancer death rates in 
various countries and various socioeconomic classes. 

Appetite Suppressants.—A study was carried out on 
192 adult patients, mainly women, by Le Riche 
(Canad. M. A. ]. 82:470, I960), with four appetite 
suppressants dispensed initially under four code 
numbers. The experimental period w’as six weeks. 
Three of the drugs were commercially available. 
Two of them contained amphetamine. The fourth 
was an experimental amphetamine calmative mix¬ 
ture. Average daily weight losses were in those using 
(1) 30 mg. of 2-phenyl-tertiary-butylamine as the 
ion-exchange resin complexes, 0.187 lb.; (2) 12.5 mg. 
of D- and DL-amphetamine as ion-exchange resin 
complexes, 0.188 lb.; (3) 15 mg. of dextro-amphefa¬ 
mine sulfate as coated granules, 0.162 lb.; and (4) 
20 mg. of D- and DL-amphetamine with 40 mg. of 
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methyl-ortho-tolvl-quinazolone as ion-exchange 
resin complexes, 0.205 lb. Side-effects varied some¬ 
what; dry mouth was the commonest. The drugs 
did not increase blood pressures. They were much 
less effective in producing weight loss in a second 
course with the possible exception of an ampheta¬ 
mine preparation which was followed by 2-phenvl- 
tertiary-butylamine resin complex. 

INDIA 

Hydrogenated Ergot Alkaloids.-Subbu and Murthv 
(Current M. Pract. 3:11 [November] 1959) assessed 
the relative actions of hydrogenated ergot alkaloids 
on various animals and conducted a clinical trial 
with these drugs on normal women, who served as 
controls, and on women with various gynecologic 
disorders who were admitted for uterine dilatation 
and curettage. The compounds tried were ergo- 
metrine, methyl ergometrine, dihvdroergometrine, 
and dihvdroergotoxine. Ergometrine and methyl 
ergometrine caused an increase in tone in the gravid 
and nongravid uterus, but the dihydro compounds 
varied in their actions. In some species these com¬ 
pounds failed to inhibit uterine tone irrespective of 
the physiological state. 

The action of hydrogenated ergot alkaloids in 
relieving uterine and cervical spasm was studied on 
normal women and those with disorders such as 
dysmenorrhea, incomplete abortion, hydatid mole, 
and sterility. The alkaloids diluted with 5% dex¬ 
trose were injected intravenously. Isotonic sodium 
chloride solution, diluted similarly, was given to the 
controls. Cervical relaxation, if any, was noticed at 
intervals of 2, 5, and 10 minutes. Of 12 normal 
women 10 showed relaxation of the cervix after 
dihydroergotoxine but 2 failed to respond to this 
compound as well as to clehydroergometrine. Of 
eight women who were given dihvdroergometrine 
six responded. Isotonic sodium chloride solution 
had no effect on any of the 20 controls. Three 
women started vomiting after being given both the 
alkaloids, and all showed a generalized fall of blood 
pressure. The undesirable side-effects disappeared 
in about one-half hour. 

An analysis of the results with these alkaloids in 
patients with gynecologic disorders showed that of 
12 women who received dihydroergotoxine 9 re¬ 
sponded well and the rest did not respond to either 
drug. One developed nausea and vomiting which 
subsided after 10 minutes. All had a fall of blood 
pressure; eight received dihyclroergometrine, and of 
these five responded with relaxation of the ceivix. 
In two of the three who failed to respond relaxation 
occurred after dihydroergotoxine was given. Di- 
hydroergotamine also caused a generalized fall in 
blood pressure which lasted for about 30 minutes, 
but no gastrointestinal symptoms were seen. Thus 
both the dihydro compounds produced appreciable 
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cervical relaxation in human beings irrespective of 
the physiological and • pathological state of the 
uterus. The fall in blood pressure produced by both 
the compounds in some measure offset their bene- 
hcial effect, but this undesirable side-reaction lasted 
tor only a short while. 


Processed Protein Foods for Undernourished In¬ 
fants.—V, Subrahmanyan and co-workers (Indian ). 
Pediat. 26:406 [November] 1959) stated that the 
diets of weaned infants, and young children be- 
longing to the low income groups of the population 
are grossly deficient in proteins, certain vitamins, 
and minerals. These children are usually fed on 
cooked cereals due to the high cost of milk and 
other foods that would protect them against disease. 
Because of the low’ protein content of cereals and 
their deficiency in certain essential vitamins and 
minerals, a high incidence of protein malnutrition 
and deficiency diseases is seen in these children. 
The authors studied the effect of a balanced malt 
food and protein foods of low’ cost in the diets of 
these infants. 

A series of 54 infants varying in age from 9 to 20 
months and belonging to the lower middle class 
w'ere divided into three groups of 18 each on the 
basis of the initial height, weight, and nutritional 
status. A diet survey at the beginning of the ex¬ 
periment show’ed the pattern of the diets consumed 
by different children to be similar. The main cereal 
of the diet was raw' milled rice. This was supple¬ 
mented by a small amount of cow’s milk, vegetables, 
pulses, and bread. In addition to this usual diet, 
the children in the first tw'o groups w’ere given a 
daily supplement of 2 oz. of malt and protein food 
and 1 oz. of sugar, respectively, and the third group, 
the controls, received 2 oz. of coarsely powdered 
rice and 1 oz. of sugar. The experiment continued 
for nine months. The supplementary food was en¬ 
joyed by all the children receiving it, and none 
developed any gastrointestinal disturbance during 
the experiment. 

The control and experimental subjects showed 
about the same nutritional status at the beginning 
of the trial. At the end of the experiment increases 
in height, weight, and hemoglobin level of infants 
receiving malt food ancl those receiving protein 
food, respectively, w’ere significantly greater than 
those of those in the control group. Of the infants 
in the two experimental groups 30 showed improve¬ 
ment in nutritional status while none in the control 
group showed improvement and three of the latter 
showed some deterioration in their nutritional sta¬ 
tus. Foods such as milk, meat, eggs, and fish are not 
within the reach of the low'-income groups and for 
them such inexpensive supplementary items as 
balanced malt food and low-cost protein foods help 
to prevent the deficiency diseases. 
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Partial Albinism.—M. Y. Ansari reported an Indian 
family with partial albinism (/. Indian M. A., vol 34, 
Jan. 16, 1960). This condition is inherited as a sim¬ 
ple dominant characteristic, and although instances 
have been reported in Negroes none has previously 
been reported from India. In this family, of a total 
of 11 offsprings in four generations, 6 were affected 
and 5 were normal. No generation escaped, and the 
affected children were born only to affected parents. 

The condition was first noticed in a boy nine 
years of age who came to the hospital with a frac¬ 
ture of his right leg. He was noticed to have a 
peculiar distribution of white and dark spots on the 
skin. Irregular milky white spots were present in 
light colored skin in addition to dark pigmented 
patches of varying size scattered all over the body. 
The body hair was light in color, and the hair of 
the scalp was mainly light with a few patches of 
dark hair. The other affected members of the fam¬ 
ily showed similar features. All were apparently 
healthy. The unaffected members had a dark skin, 
the color of the pigmented patches in the affected 
members. The presence of three shades in the 
affected members was unusual. 

Histochemical Endometrial Changes.—S. M. Shahani 
and co-workers (]. Obst. <£• Gyncc. India, \ol. 10, 
December, 1959) studied the endometriums of 30 
women between 18 and 30 years of age whose 
menstrual periods were regular. They came to 
hospital mainly for dysmenorrhea, leukorrhea. or 
backache. Histologically the endometrium was in 
the early proliferative phase in 6, middle and late 
proliferative phase in 15, early secretory phase in 5, 
and late secretory phase in 4, The specimens of 
endometrium were collected by curettage. Alkaline 
phosphatase activity was evident in the prolifera¬ 
tive changes and reached its peak in the late pro¬ 
liferative stage. The glandular secretions in the 
proliferative stage showed scanty enzyme activity. 
The nuclei also showed some enzyme activity in the 
late proliferative stage. 

Only traces of glycogen were present in the early 
part of this phase but increased in amount in the 
middle and late proliferative stage and appeared 
as granules in the basal portion of the gland and 
surface epithelial cells. The stroma and glandular 
lumen showed only traces, and none was found in 
blood vessels. Glycoprotein was found only in 
traces during the entire proliferative phase. In the 
early progestational phase the alkaline phosphatase 
showed maximal activity. The nuclei also in most 
patients showed positive reaction. The glandular 
secretions showed a maximal amount of alkaline 
phosphatase during this stage, while the endothe¬ 
lium of the arterioles also showed a positive reac¬ 
tion, as in the late proliferative stage, and the 
stroma showed variable amounts. 


Glycogen actively showed a steady increase in the 
early progestational phase. The glandular secre¬ 
tions exhibited moderate activity, and the stroma 
also showed glycogen infiltration. In the late 
progestational phase, maximal changes were seen. 
The alkaline phosphatase activity' showed a sudden 
drop. The glycogen, on the contrary, showed maxi¬ 
mal deposition appearing in the epithelial cells, 
glandular lumen, and stroma, while blood vessels 
showed only traces. Glycoprotein was deposited in 
increasing amounts in the progestational phase: 
more of it was present in the glandular lumen than 
in the epithelial cells. The changes in endometrial 
glycogen found in this study coincided with those 
reported by others. Tire premenstrual peak was 
pronounced. Of 14 specimens obtained in the latter 
half of the menstrual cycle 6 showed proliferative 
activity and glycogen was present in varying 
amounts in these estrogen-stimulated endometriums. 
Glycogen was found in fairly large amounts in the 
stroma in the late progestational phase and variable 
amounts were seen in the late proliferative and 
early progestational stages. 

On the whole the histochemical changes were 
predominant in the glandular and surface epithe¬ 
lium and rather slight in the stroma and blood 
vessels. A large amount of alkaline phosphatase was 
present in the proliferative phase, reached its peak 
in the early progestational phase, and dropped 
suddenly in the premenstrual phase. Although the 
amount of alkaline phosphatase in the glandular 
lumina was maximal in the early secretory phase, it 
was also maximal in the glandular and epithelial 
cells. The presence of alkaline phosphatase activity 
in the early progestational phase might be due to 
the influence of both estrogen and progesterone in 
this stage. Its disappearance in the late secretory' 
phase might be due to a lack of estrogen. 

Tire amount of alkaline phosphatase and glycogen 
in the late secretory phase showed an inverse ratio, 
which suggested formation of glycogen at the ex¬ 
pense of phosphatase. Under the influence of estro¬ 
gen, glycogen was synthesized in small amounts in 
the presence of large amounts of alkaline phospha¬ 
tase. In the postovulatory phase both glycogen and 
alkaline phosphatase were present in large amounts, 
while progesterone might be involved in the activa¬ 
tion of the catalytic reaction seen in the luteal 
phase. Further studies should help to clarify’ the 
problem of sterility. 

Endometrium in Subfertility.-B. M. V. Shetty 
(/- Obst. if- Gynec. India, vol. 10, December, 1959) 
reported the changes in glycogen and alkaline phos¬ 
phatase in the endometriums of 102 unselected pa¬ 
tients with subfertility'. Of these 81 showed primary 
sterility, 11 relative sterility', and 10 habitual abor¬ 
tion. The specimens of endometrium were collected 
in the expected advanced secretory’ phase of the 


82 


FOREIGN LETTERS 


menstrual cycle. In three, patients the endometrial 
tissue was insufficient and results were inconclusive. 
Of the remaining 99 specimens, 25 showed no 
evidence, of ovulation, the endometrium being pro¬ 
liferative in 14 and hyperplastic in 11. 

Over 80%. of the patients showed good enzyme 
activity and low glycogen content, as is expected in 
a nonsecretory endometrium. Of 41 specimens with 
good glycogen content 7 showed poor alkaline 
phosphatase activity, and of 33 with low glycogen 
content 6 showed low enzyme distribution. The 
alkaline phosphatase activity was good in more 
than 80% of the specimens both in secretory and 
nonsecretory groups. No appreciable difference was 
seen among the secretory endometriums related to 
their glycogen content. AH growing epithelial cells 
showed a good enzyme level. The presence of small 
quantities of glycogen in nonsecretory endometri¬ 
ums showed that this phenomenon by itself does 
not constitute evidence of ovulation. Of 74 speci¬ 
mens of secretory endometrium 44.6% showed 
deficiency of glycogen. Thus glycogen deficiency 
might be an important contributory factor in the 
causation of sterility and abortion. 


UNITED KINGDOM 

Promazine in Obstetrics.—MacVicar and Murray 
(Brit. M. /., Feb. 27, 1960) give promazine to ob¬ 
stetric patients. The drug had no adverse effect on 
the course of labor, but its use, either alone or in 
combination with meperidine, caused amnesia in 
some patients and adequate sedation in most. Its 
use also lowered the total amount of analgesic and 
sedative required and thus benefited the mother 
and fetus. There was, however, an increase in the 
fetal heart rate. Promazine would seem to have a 
definite place in the treatment of the nervous 
primigravida early in labor. 

College of General Practitioners.—Family physi¬ 
cians are appealing to the nation for contributions 
in the amount of $2.8 million to endow the College 
of General Practitioners, founded in 1952. Three 
main achievements of the college are that (1) more 
young doctors are entering general practice with 
knowledge and experience of what it entails, 
(2) more established doctors are keeping up to date 
through postgraduate study, and (3) medical re¬ 
search has been extended from the hospital and 
laboratory to the home. 

So far the family physicians have maintained the 
college out of their own resources. Now its very 
success will jeopardize its future unless there is 
outside help. Medical advances in the past 25 years 
have increased family doctors' responsibilities and 
opportunities. The college was set up because o 
these responsibilities and to strengthen the contri- 
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bution of general practice to the community. Foun-' 
dation. membership was restricted to physicians 
who met strict academic requirements or had 20 
years of experience. There are now more than 
4,900 members. 

The money now sought will be spent for London 
headquarters, education of young doctors in dis¬ 
eases which seldom necessitate hospitalization of 
the patient, and a research foundation. Gifts and 
deeds of covenant should be sent to Coutts & Co. 
440, Strand, London, W. C. 2. 


Iron-Dextran Complex.-The British Medical Jour¬ 
nal of March 12 called attention to the reported 
carcinogenic effect of iron-dextran complex, a prep¬ 
aration that has found a wide application in the 
treatment of iron-deficiency anemias, including 
those of pregnancy and rheumatoid arthritis. Al¬ 
though there must be general sympathy with any 
reputable pharmaceutical house which unexpected¬ 
ly finds one of its products attended by possible 
hazards, both the public and the profession have 
the right to expect the highest standards of respon¬ 
sibility and caution. In all questions of carcinogenic 
hazard from environmental sources it is necessary 
to preserve a balance of judgment, but in the 
present case, though further work is desirable and 
is proceeding, the facts available are already more 
than sufficient to demand speedy withdrawal of the 
drug from any kind of general use in man. 


Incidence of Diabetes.—During World War II an 
estimate was made of the number of diabetics in 
Britain who were then allowed an extra ration of 
fats, cheese, and butter. About 250,000 received 
these extra rations. This figure was also indicated 
by the sales of insulin and the assumption that only 
50% of diabetics needed it. From this figure it was 
concluded that the incidence of diabetes in the 


population at large was 0.55%. Any such calculation 
today would be inaccurate as many diabetics are 
now treated with the oral hypoglycemic drugs. As 
the proportion of the population over 40 years of 
age is slowly increasing it is estimated that the 
number of diabetics in Britain may approach 
500,000 (nearly 1% of the population within an¬ 
other decade or two). 

Redhead (Brit. M. J. 1:695, 1960) conducted a 
survey of a large Newcastle general practice of 
9,940 patients shared between four doctors. Nearly 
2*000 patients selected at random had a urine test 
for glucose, and when glucose was found a glucose 
tolerance test or a two-hour postprandial blood 
sugar determination was done. As a result of tire 
survey 19 cases of diabetes were detected, 9 of 
which were in known diabetics. Thus, over one- 
half the diabetics were discovered as a result of 
the survey. If this figure could be applied to the 
general population there must be about 250,000 
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undiagnosed diabetics in Great Britain and a total 
of nearly 500,000, or twice the number calculated 
15 to 20 years ago. Most of the newly discovered 
cases in the Newcastle survey were in persons over 
50 years of age. This confirms the view that as the 
human life span is prolonged, an increase in the 
number of diabetics must be expected. 

Diagnosis of Lymphocytic Meningitis.—Tubercu¬ 
lous meningitis often starts as a lymphocytic men¬ 
ingitis, the bacterial cause of which may remain 
unknown until the results of culture or guinea-pig 
inoculation are available. In such cases antituber¬ 
culosis therapy is often started, the diagnosis being 
made on suspicion and indirect laboratory evi¬ 
dence. This is justified in view of the risks run in 
delaying the treatment of tuberculous meningitis 
until the diagnosis is confirmed in the laboratory. 
On the other hand, injections of streptomycin may 
do harm if the patient does not have tuberculous 
meningitis but has acute poliomyelitis in the pre¬ 
paralytic stage. It is essential when dealing with a 
patient who has lymphocytic meningitis of un¬ 
determined cause to be able to exclude tuberculous 
meningitis. This can be done by examining the 
partition of a dose of bromide between the blood 
and spinal fluid. In normal subjects and in patients 
with nontuberculous lymphocytic meningitis the 
partition of bromide between blood and spinal 
fluid is about 3.T. 

As the chemical analysis of small amounts of 
bromide is difficult and time-consuming, Crook 
and co-workers (Brit. M. J. 1:704, 1960) devised a 
technique for examining the partition of bromide. 
They used radioactive bromine (Br 82 ) which has 
a half life of 36 hours and emits /3-rays of maximum 
energy 0.4 MeV, and y-rays with energies in the 
range 0.55 to 1.47 MeV. A dose of 50 nc of sodium 
bromide containing Br 8 ' was given orally in 50 ml. 
of water, and 48 hours later a lumbar puncture was 
done and the Br 32 estimated by a scintillation 
counter. A simultaneous estimation was made in 
the blood serum. Diagnostic lumbar puncture on 
patients without meningitis gave opportunities for 
obtaining control data. With this technique the 
existence of a bloocl-spinal fluid barrier was con¬ 
firmed in control patients without meningitis. In 
patients with lymphocytic meningitis the bromide 
distribution factor was not significantly altered, but 
in those with tuberculous meningitis it was lowered 
from the 3:1 ratio to less than 1:1. The advantages 
of this method are speed and simplicity. 

Iproniazid and Angina.—Several investigators have 
claimed that iproniazid relieves anginal pain, al¬ 
though not all reports have been enthusiastic. Fife 
and co-workers (Brit. M. J. 1:692, 1960) made a 
controlled study of the drug in 51 patients with 
angina of effort. All patients gave a convincing 


history of cardiac pain on effort, and when dyspep¬ 
sia was present roentgenograms were made to ex¬ 
clude gastric and gall bladder lesions. If these 
were present or if there was evidence of myocardial 
infarction within the previous six months or of 
anemia or other debilitating disease, the patient 
was excluded from the trial. In those selected, 
electrocardiograms were made after exercise suffi¬ 
cient to bring on chest pain or tightness. The 
severity of the condition was classified as mild, 
moderate, or severe according to the frequency of 
attacks and the ease with which they could be 
produced. 

The trial was a double blind one, in which con¬ 
trol tablets identical in appearance with those of 
iproniazid were used. The dosage was 50 mg. 
three times daily after meals for three weeks. The 
degree of improvement, if any, was recorded by the 
patients, who kept daily record cards. Iproniazid 
appeared to benefit 31 patients and the placebo 
24, a difference that is not statistically significant. 
When the patients were asked to compare the 
effects of the two tablets, 14 thought that both 
were equally helpful and 13 that neither gave any 
relief. These figures are those that might be ex¬ 
pected if both tablets were equally inert. Fur¬ 
thermore, 36 patients suffered from unpleasant 
side-effects such as dizziness, tiredness, weakness, 
palpitations, numbness of the limbs, difficulty in 
micturition, impotence, and dyspepsia when taking 
iproniazid. In view of the pronounced side-effects, 
including jaundice, and the marginal therapeutic- 
response, it is doubtful if iproniazid should be 
used for the treatment of angina. 

Monitoring the Artificial Kidney.—In order to re¬ 
duce the personnel necessary to detect faults in the 
twin coil artificial kidney and to keep watch on the 
various instruments incorporated in it, Brennand 
and Bunker (Lancet 1:578, 1960) designed an elec¬ 
tronic monitoring device which they call EMACK 
(electronic monitoring apparatus for coil kidney). 
Its functions are to measure the rate of blood flow 
through the kidney; to give audible and visual 
indication when tire flow rate differs by more than 
±10% from a previously selected rate; to indicate 
the temperature of the dialyzing fluid and control 
the tank temperature; to monitor the level of the 
dialyzing fluid and cut out the tank heaters auto¬ 
matically if the fluid volume falls below a safe 
level; and to indicate the pressure in the venous 
circuit. Its constructors claim that EMACK enables 
just two persons, a doctor and a nurse, to supervise 
the artificial kidney and the patient. Such defects 
as broken connections, kinked tubes, or a burst in 
the coil are signaled within a second or two, and 
any interference with the outflow from the kidney 
is signaled immediately. So far 60 dialyses have 
been done with the aid of EMACK. 
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FREEDOM AND THE PHYSICIAN’S ROLE 


To the Editor :—The controversy concerning so- 
called free systems of medical care versus social¬ 
ized or government-sponsored plans is now several 
decades old. I do not propose to contribute here 
directly to this problem, by favoring one side or 
the other. I should like, rather, to call attention to 
some internal contradictions in the present state 
of American medicine. The immediate stimulus for 
these brief remarks, and my point of departure, is 
Hayek’s book “The Constitution of Liberty” (Chi¬ 
cago, University of Chicago Press, 1960) and 
Kemp’s recent comments on it in The Journal, 
Feb. 20, page 825. 

Kemp used Hayek’s book to underscore the 
dangers of the welfare state, especially in regard 
to governmentally or politically controlled systems 
of old age assistance and medical care. He quoted 
Hayek’s warning that the so-called socialization of 
medicine threatens to transform doctors, “who have 
been members of a free profession primarily re¬ 
sponsible to their patients, into paid servants of the 
state, officials who are necessarily subject to in¬ 
struction by authority and who must be released 
from the duty of secrecy so far as authority is 


concerned” (p. 300). 

I should like to comment briefly on the same 
problem as was discussed by Kemp, namely, the 
alternatives between two divergent types of medi¬ 
cal care systems: the one “free, self-selective, and 
individualistic, the other “unfree” coercive, and 
collectivistic. In general, American medicine has 
favored the former and opposed the latter. Never¬ 
theless, it has also permitted, perhaps even fos¬ 
tered, the operations of more or less coercive, non- 
private types of medical services under certain 
circumstances. As a result, there is a serious con¬ 
tradiction between the way in which medicine is 
actually practiced in the United States and the 
official positions of medical and psychiatric organi¬ 
zations. What exactly is this contradiction.' 

Consider the following situations, m each ot 
which the physician functions as a S en ° 
organization, that is, as a ‘servant of the state, as 
Hayek and Kemp have stated: the nuhtary serv¬ 
ices the Veterans Administration, the Publ 
Health Service, medical schools, industrial organi¬ 
zations, labor unions, and the state mental hospi¬ 
tals In none of these situations can theie be a 
Stated, direct, person-to-pe.cn re a .on- 
shin between patient and physician, a relation 
S Of the type characteristic of “free” mdividual- 
istic medical practice. Hence, physicians m t 
United States have few grounds on which to tace 


a puristic stand in favor of individualistic systems 
of medical care. Some of these “unfree” (collec¬ 
tivistic) medical arrangements may be unavoidably 
tied to the development of complex socioeconomic 
conditions. I do not know how far this is the case, 
nor need this problem concern us here. What 
should concern us is the urgent need to recognize 
frankly the precise nature of our present state and, 
if necessary, to alter it so that it will conform more 
closely to our ideal image. I shall briefly illustrate 
the problem by taking psychiatric practice in state 
mental hospitals as an example. 

The state hospital psychiatrist is, of course, a 
state employee. He is a servant of the state. This 
does not mean that he cannot be helpful to his 
patients, for the state usually defines his role so 
that it includes being a therapist for mentally sick 
patients. Significantly, however, such treasured 
medicoethical considerations as the patient’s priv¬ 
acy and the confidentialness of communications 
between patient and doctor definitely do not ob¬ 
tain in this setting. The state hospital patient may 
be fingerprinted, his name may be kept on file in 
an office in the state capitol, and the record of his 
hospitalization may be made available to numerous 
agencies without his consent. In all these ways, the 
worst aspects of “state medicine, about which 
Hayek has warned, are with us right here and now. 

The problem often cast as a conflict between 
"free” and “socialized” medicine is really a more 
general one; it is the problem of the ethical aims 
to which the practice of medicine may be put. It 
we wish to grapple with this problem, it is useful to 
ask the question: “Whose agent is the physician, 
Clearlv, as matters now stand, he may be the agent 
of a variety of different interests, the patient being 
but one of them. The possibility that the physician 
may serve primarily not the patients but someone 
else’s interests is most acute in psychiatric worL 
I have called attention (Columbia k»u> Reo 58.183 
[Feb.] 1958; Am. Psychologist 15:113 [Feb.] 196 , 
A M A Arch. X enrol & Psychat. 76:432 [Oct.] 
1956) to the fact that in different social situations 
different persons or parties lme, as it were, d 
psychiatrist. The old English proverb He wl 
n ws the Piper may call the tune, comes to mind 
)X connection. Specifically the ptyfiatot: 

1-.P an aeent of any one of the following: the patient, 

the'patfent's relatives, schools courts military serv¬ 
ices, hospitals, and prisons. The Ptyj-atmts ^prac¬ 
tical task will be determined m part by * nato 
of the interests he serves. H.s work wrll hus <t 1 
in accordance with these interests (Psychm . Q . 
33:77 [Jan.] 1959). 
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I believe we would be in a better position to 
fight off further encroachments on “free” systems of 
medical care if, at the same time, we would remedy 
the defects in our existing system. Already we 
accept, as a matter of course, the fact that mental 
hospital patients should be treated as unfree per¬ 
sons. If we fail to correct tin's situation, which is 
perhaps only one instance of a larger trend, the 
similarities between penology and hospital psy¬ 
chiatry may extend and engulf all of medicine. 

Thomas S. Szasz, M.D. 

766 Irving Ave. 

Syracuse 10, N. Y. 


CALORIC EQUIVALENTS OF GAINED 
OR LOST WEIGHT 

To the Editor:— The article by Dr. W. L. Bloom en¬ 
titled “Fasting as an Introduction to the Treatment 
of Obesity” (Metabolism 8:214 [May] 1959) which 
was summarized in The Journal, Jan. 23, page 328, 
prompts me to say that the subject of caloric equiv¬ 
alents of gained or lost weight under varying con¬ 
ditions has hardly been explored bv workers in the 
field of metabolism. Knowledge of the following 
facts is essential. Carbohydrate and protein cannot 
be stored dry but retain with them three or more 
parts of water, while fat can be stored in an almost 
pure state. One gram of adipose tissue gives the 
body 8.3 calories of reserve energy, while retention 
of 1 Cm. of water-soaked glycogen or protein pro¬ 
vides only about one calorie. These factors are basic 
for the determination of the caloric equivalents of 
gained or lost weight. 

The average obese patient who is placed on a 
low-calorie diet for the purpose of weight reduc¬ 
tion is practically in protein and carbohydrate equi¬ 
librium. The caloric deficit in these patients is made 
up almost entirely by the catabolism of fat. Under 
these circumstances 3,500 is the caloric value of one 
pound of body weight lost. 

During fasting or when the diet is characterized 
by negative nitrogen and caloric balances, an en¬ 
tirely different situation obtains. Tins is strikingly 
demonstrated in Benedict’s study of prolonged 
fasting (Benedict, F. G.: Study of Prolonged Fast¬ 
ing, Publication 203, Carnegie Institute of Wash¬ 
ington, 1915, page 412). Benedict’s subject fasted 
for 31 days, partaking only of distilled water. 
During this fast, 1.66 kg. (3.7 lb.) of protein, or 
S.32 kg. (18.3 lb.) of flesh, were eatabolized. Since 
the entire loss of body weight of this subject was 
13.25 kg. (30 lb.), it can be seen that 63% of the 
total loss consisted of flesh eatabolized. The amount 
of water lost concomitantly with the loss of flesh 
was enormous (6,383 ml., or 14 lb.). The amount 
lost concomitantly with the catabolism of fat was 
negligible (367 ml., or 0.S lb.). The catabolism of 
1.66 kg. of protein, which resulted in a loss of 


8.32 kg. of body weight, yielded only 6,828 calories. 
If the fasting subject had been in protein and car¬ 
bohydrate equilibrium, the 6,828 calories would 
have been derived from adipose tissue with a loss 
of only 0.83 kg. (1.8 lb.). The caloric equivalent 
of one pound of body weight lost by this fasting 
subject was 1,500. This is in striking contrast to 
the figure of 3,500 calories mentioned above in sub¬ 
jects who were in negative caloric balance but in 
nitrogen equilibrium. 

It is necessary' to stress the fundamental fact that, 
in fasting subjects or subjects who are in both 
negative caloric and negative nitrogen balance, a 
large part of the weight loss is not permanent. After 
the desired weight loss has occurred and the patient 
has been placed on a diet adequate to maintain 
caloric equilibrium, the protein stores which had 
been depleted during the period of negative nitrogen 
balance will be repleted. For every' pound of pro¬ 
tein (1,850 calories) deposited there wall be an 
increase of 4 lb. (1.8 kg.) in body weight. Thus, 
even though the patient is in caloric equilibrium, 
he will continue to gain weight until the protein 
stores have been replenished. An expatiation of 
this subject may be found in the article “Caloric- 
Equivalents of Gained or Lost Weight” by Wish- 
nofsky (Am. }. Clin. Nutrition 6:542, 195S). 

Max Wishxofsky, M.D. 

615 Williams Ave. 

Brooklyn 7, N. Y. 


LUNG CANCER IN DOGS 

To the Editor:—Dr. Joseph Berkson’s letter in The 
Journal, Feb. 27, 1960, page 967, prompts me to 
report a little item relating to the controversy over 
cigarette smoking in relation to lung cancer. I am 
reporting in narrative form, without specific docu¬ 
mentation or figures. 

In the summer of 1956, while in Moscow, I vis¬ 
ited the Academy of Medical Sciences. There, at 
luncheon with Prof. V. N. Chernigovsky and Prof. 
V. V. Zakusov, I asked about the incidence of dis¬ 
ease in Russia. They said that it was about the 
same as in the United States. I then asked about the 
incidence of lung cancer. Their reply was that an 
increase in the incidence of lung cancer in the large 
cities of Russia has been noted but no significant 
increase in the incidence of lung cancer in rural 
areas has occurred. 

I then asked what was thought to be the cause of 
the increased incidence of lung cancer. The pro¬ 
fessors smiled good-naturedly' and replied that it is 
not thought in Russia that cigarette smoking is the 
only cause of lung cancer. They indicated that it 
was thought that inhalation of any smoke might 
be a factor in promoting cancer. They' pointed that 
there is a much lower consumption of cigarettes in 
Russia than in the United States and also that Rus- 
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shm cigarettes contain only a small amount of to¬ 
bacco. But they also said that all the large Russian 
cities contain smog, as do large cities throughout 
the world. They told me that carcinogens have been 
isolated from the smog in Russian cities, as in Los 
Angeles, but that the smog is not caused by indus¬ 
trial pollution, since all the smokestacks in the Rus¬ 
sian cities are equipped with Cottrell precipitators. 
Furthermore, they said, the smog is not due to auto¬ 
mobiles since there are far fewer automobiles in 
Russian cities than in cities in the United States. 
They suggested that the smog might be due to 
exhausts from trucks. It does seem that there are 
many heavy buses and trucks in constant service 
in the major Russian cities. 

Last year Dr. V. S. Rusinov of the Institute of 
Higher Nervous Activity of the Academy of Sci¬ 
ences of the USSR in Moscow visited the United 
States. He asked me if I recalled the discussion at 
the Academy of Medical Sciences on lung cancer 
in relation to tobacco smoking. When I replied in 
the affirmative, he went on to say that he had some¬ 
thing interesting to report. What he had to say an¬ 
noyed me, since I could not help but wonder why it 
was that someone in the United States had not 
thought of doing what he said was done in Russia. 
A survey was made of the incidence of lung cancer 
among dogs in the large cities and the incidence 
among dogs in rural areas, and the figures were 
compared. He said that there was significantly more 
lung cancer among dogs in large cities than in rural 
areas. This survey had been made by veterinarians. 
Such a survey has probably not been made in the 
United States because members of the medical 
profession do not often consult with those in veter¬ 
inary medicine. 

While no specific figures were reported and 
while the Russians are notoriously lacking in statis¬ 
tical sophistication, it nevertheless seems to me 
that these comments from Russian colleagues on 
their impressions on the relation between tobacco 
smoking and the incidence of lung cancer are 
worth recording. Chauncey D. Leake 

• Ohio State University 
Columbus 10, Ohio. 


MEDICAL SOCIETY MEETINGS 

To the Editor :—The editorial “Person to Person ’ in 
the Jan. 16 issue of The Journal prompts this letter. 
World War II and the simultaneous acceleration 
of laboratory discoveries in medicine marked a 
turning point in the character of medical society 
meetings in America, Before then, the theses pre¬ 
sented were freely discussed by the audiences. 
There was a spirit, if not of equality between the 
speaker and audience, at least of the opportunity 
for equality. Since then, authoritarianism has been 
in the ascendant. The speaker is a teacher. Instead 
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Of the opportunity to discuss, the audience is given 
the opportunity to ask questions. Audience^ and 
speaker alike accept the difference in caste. 

Although this change has not reached comple¬ 
tion in all medical society meetings, the leaven is 
working in most. If the committees include papers 
other than medical college teachers’ theses on the 
programs, it is often because the authors have the 
backing of research grants. The summary way in 
which they dismiss consideration of a thesis that 
is without the backing of an institution indicates 
that lack of such backing is held to be a sizable 
demerit. Tire contempt in which the authorities 
hold the product of their own teaching is an indi¬ 
cation of a bad situation. 

The void in medical knowledge is too great to 
permit research and its evaluation to be delegated 
to a select few or to permit - the rank and file 
members of the profession to shirk their responsi¬ 
bility to observe and discuss. That physician would 
be dull indeed who could spend a lifetime in the 
practice of medicine without observing some pre¬ 
viously unrecognized fact. Organized medicine 
should provide a forum of more easy access to 
the rank and file members in which their observa¬ 
tions could be reported, further study encouraged 
or even aided, and the results made known. 

G. Paul Moser, M.D. 

455 Market St. 

Bloomsburg, Pa. 


FREEDOM OF CHOICE 

To the Editor :—The editorial “Freedom of Choice” 
in The Journal, Feb. 27, 1960, page 942, includes 
certain phrases which have been used vociferously 
by the medical profession for years. It is stated 
that “free choice of physician is the right of every 
individual” and that “such freedom of choice, to¬ 
gether with free competition among physicians, 
constitute prerequisites to ‘optimal medical care’ ”. 
There never has been and there never will be free 
choice of physician in the United States. Geography, 
economic status, limited numbers of physicians, 
and even race prohibit free choice. It cannot, there¬ 
fore, be a prerequisite of optimal medical care. 

Since “fi'ee choice of physician does not exist, 
what does this phrase mean? It must mean that 
every person has a right to choose any doctor that 
he can reach, whose fee he can pay, whose per¬ 
sonality suits him, and who will accept him. This 
point has nothing to do with optimal medical care, 
and the patient has no basis on which to judge 
the doctor's ability. The patient might be better 
off if a doctor were selected for him. “Free choice 
of physician” is intended to imply that the doctor 
is not an employee of a private or public organiza¬ 
tion and that his loyalty is totally to the patient. 
It is not divided between patient and employer as 
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it would be if there were government control of 
medical services. The statement does not convey 
this meaning well. 

The other confusing statement concerns free 
competition among physicians. About the only ob¬ 
vious competition is at an economic level and is 
not related to medical skills. Some of the poorest 
doctors have the largest practices. Most physicians 
make some effort to improve their professional 
excellence, but such efforts rarely create the furor 
that the economic struggles do. The editorial com¬ 
pares professional competition to the competition 
occurring in a market society, yet it was learned 
long ago that laissez-faire in the market place is 
unthinkable. Free competition among physicians 
is too wasteful. The people of the United States 
will not long be able to afford it. Since free com¬ 
petition, accurately defined, is not desirable, what 
is the term intended to imply? I am not sure. Com¬ 
petition among doctors can exist under government 
control of medicine, as it does in England. It can 
exist under private industrial control of medicine, 
as it does in Germany, To me the phrase is mean¬ 
ingless. 

The two statements discussed have been used 
for so long by organized medicine that physicians 
no longer think about what they mean. They have 
become degraded to the tired level of a hucksters 
catchphrase. I believe they should be abandoned. 

William H. Spruxt, M.D. 

University of North Carolina 

Chapel Hill, N. C. 


PERIPHERAL NEUROPATHY 

To the Editor:— The article “Peripheral Neuropathy 
After Exposure to an Ester of Dichlorophenoxy- 
acetic Acid (2,4-D)’’ in Tim Journal, Nov. 7, 1959, 
page 1306, reports three cases allegedly caused by 
skin absorption of this compound. The authors 
point out that the time relationships in all three 
patients were such that the herbicide could reason¬ 
ably be implicated. Since these cases appear to be 
the first of their kind to be reported, it is unfortu¬ 
nate that incomplete information was given con¬ 
cerning the nature of the 2,4-D preparation used 
by these patients. 

In toxicology it is well known that such things as 
vehicles, solvents, and emulsifiers may have signifi¬ 
cant toxic actions of their own. Not infrequently 
they may be more dangerous than the specific 
active ingredient in a compound. A familiar exam¬ 
ple is the use of carbon tetrachloride as a solvent 
for DDT in the early days of World War II, which 
resulted in a number of cases of carbon tetrachlo¬ 
ride poisoning. 

Recent developments in the use of pesticides 
call for dissemination among physicians of informa¬ 
tion about the possible harmful effects of careless 


and indiscriminate use of these materials. It is 
equally important that accurate chemical and clini¬ 
cal data be provided so that correct diagnoses can 
be made and proper etiologies determined. While 
the cases in question may actually have been due 
to 2,4-D, the possibility has not been excluded that 
other agents, alone or in combination, may have 
been responsible. Complete chemical data would 
have added greatly to the value of this report. In 
their absence the authors might at least have men¬ 
tioned the possibility of other chemicals being in¬ 
volved. Leonard J. Goldwater, M.D. 

6Q0 W. 168th St. 

New York 32. 

The above comment was referred to the authors 
of the article cited, and they have submitted the 
following reply. 

To the Editor:— Doctor Goldwater’s points are well 
taken. The vehicle must be taken into account, and 
in the usual commercial preparation of the esters 
of 2,4-D the vehicle is usually a petroleum solvent 
plus an emulsifier, but these are usually listed as 
inert ingredients by the manufacturer. Dr. R. B. 
Hurl of Marysville, Ohio, wrote to us and raised the 
question about the possible role of the petroleum 
solvent and the emulsifier in the causation of the 
peripheral neuropathy. Dr. Hurl suggested that 
“perhaps it is safer to say that certain proprietary 
ester formulations of 2,4-D have caused peripheral 
neuropathy.” We agree with this point of view, 
since the essential point of our article was that un¬ 
due exposure to a commercial preparation of an 
ester of 2,4-D was followed by peripheral neu¬ 
ropathy. In one instance we were able to obtain 
the label from the container of the 2,4-D prepara¬ 
tion. On the label, the manufacturer stated diat the 
preparation contained “2,4-dichlorophenoxyaeetic 
acid, isopropyl ester 44%” and “inert ingredients 

N. P. Goldstein, M.D. 

J. R. Brown, M.D. 

Mayo Clinic 

Rochester, Minn. 

TREATMENT OF MICROBIAL 
FOOD POISONING 

To the Editor:—l trust Dr. G. M. Dack will allow 
me to criticize one portion of Ins excellent article, 
“Current Status of Therapy in Microbial Food 
Poisoning,” published in The Journal, Feb. 27, 
page 929.1 believe that his description of the treat¬ 
ment of patients with botulism leaves something to 
be desired. I have the feeling, perhaps unjustified, 
that when describing Iris management of secretions 
and failing respiration in the unhappy patients with 
tliis disease, he is writing more from the viewpoint 
of the general behind the lines than from the actual 
battle field. 
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For example, tracheostomy is not even men¬ 
tioned, and it is urgently necessary in these patients 
not only to clear secretions and secure a patent air¬ 
way but also to protect against fatal pulmonary 
aspiration of stomach contents. His admonition that 
oral feeding should be avoided is worth heeding; in 
fact, one should go a step further and periodically 
empty the stomach of gastric secretions, as dilata¬ 
tion is a common condition in such patients. 

The statement that “there is no agreement among 
clinicians regarding the value of respirators in the 
treatment of botulism” is astonishing, particularly 
in the light of the immediately preceding sentence, 
in which it is stated that “artificial respiration may 
be required.’ Just how Dr. Dack proposes to main¬ 
tain the prolonged artificial respiration required in 
these cases without a mechanical ventilator escapes 
me. It seems virtually certain that the only hope for 
survival of patients whose respiratory function is 
severely involved in this disease lies in the early 
and competent application of modern respirator 
care. 

Dr. Dack unwittingly falls into an error of omis¬ 
sion when he states that “the patient should be 
kept in quiet, restful surroundings and encouraged 
to avoid unnecessary muscular exertion.” This 
statement is all right as far as it goes, but it has the 
potential of lulling the unwary into an apathetic 
condition from which he arises too late and finds 
his patient dead from asphyxia. It is reminiscent 
of the type of wishful thinking which once pre¬ 
vailed about the management of bulbospinal 
paralysis in patients with poliomyelitis. In retro¬ 
spect, it is disheartening to consider the number of 
such patients who died without being afforded the 
benefits of proper airway and respirator care be¬ 
cause such vigorous ministrations ran counter to 
the dogma of rest and quiet. Laudable though they 
may be in theory, rest and quiet and avoidance of 
unnecessary muscular exertion never resuscitated 
an unfortunate victim of respiratory paralysis. 
Hypoventilation and asphyxia, be it insidiously 
chronic or dramatically acute and from whatever 
cause, must be dealt with vigorously and efficiently. 
Properly applied, tracheostomy and artificial venti¬ 
lation by mechanical means can be lifesaving and 
should constitute an important part of the treatment 
of prolonged bulbar and respiratory paralysis from 
all causes. The recent report of a case of botulinus 
poisoning by Southerland (/. A. M. A, 172:1266 
[March 19] I960) is a case in point. The respirator 
undoubtedly saved this patient s life. One wondei s 
why tracheotomy was not performed here, how¬ 
ever, for it was an obvious logical step in the face 
of the inability to cope with secretions and prob¬ 
ably would have prevented the pneumonia which 
developed. 

. These remarks are intended as constructive criti¬ 
cism of the one obviously weak portion of an other¬ 
wise excellent discussion. There seems little point 
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in expending a great deal of effort on all other 
aspects of botulism, only to allow the patient to 
die of respiratory insufficiency. 

Hamilton S. Davis, M.D. 
Western Reserve University 
Cleveland 6. 


THE GETTLER TEST FOR DROWNING 

To the Editor :-Russell S. Fisher, M.D., in his arti¬ 
cle, “Recent Developments in Forensic Pathology," 
in The Journal, Feb. 27, page 896, states that “the 
Gettler test for drowning was described nearly two 
decades ago.’ In July, 1929, I spent a week with 
Doctor Gonzales in the office of the Medical Ex¬ 
aminer in New York, and Gettler’s test was dis¬ 
cussed with me at that time, nearly 31 years ago. 

Doctor Fisher states that the Gettler test “de¬ 
pends on the assumption that, in persons drowning 
in sea water, the ingestion of highly saline water 
will lead to an increased blood chloride concen¬ 
tration in the left heart as compared to the right 
and, in persons drowning in fresh water, a dilution 
of blood chlorides in the left heart as compared 
to the right.” In some way Doctor Fisher has 
substituted the word “ingestion” for “inhalation.” 
It is impossible for materials ingested to reach the 
left side of the heart without first passing through 
the right side of the heart. 

Gettler’s test was based on the assumption that, 
in persons drowning in sea water, the inhalation 
of highly saline water would lead to a higher 
chloride content in the blood in the left side of 
the heart than in the right side. Salt water taken 
into the lungs, not into the stomach, would give up 
some of its chloride to blood passing through the 
lungs from the right side of the heart to the left 
side. Hence there would be a higher chloride con¬ 
tent in the left than in the right side. 

Fisher makes the same error in writing of the 
test described by Durlacher and others by again 
referring to “ingestion of water. He quite prop¬ 
erly mentions certain limitations to the Gettler 
test. There is another limitation which I do not 
recall having seen in the literature. It is not rare 
for one drowning in sea water to have severe 
laryngospasm as a result of the intense irritation 
caused by the first salt water which enters and to 
die of suffocation with so little sea water in the 
lungs that no significant difference in chloride 
content of the blood in the two sides of the heart 
results. Under such circumstances neither the 
Gettler test nor the Durlacher test would be valid. 

John H. Schaefer, M.D. 

1525 S. Broadway 

Los Angeles 15. 
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INTERNAL MEDICINE 

Aseptic Meningitis Syndrome: Report of 11 Cases 
with Cerebrospinal Fluid Isolation of Enteroviruses. 
S. Saslaw, C. F. Woolev, and G. R. Anderson. 
A. M. A. Arch. Int. Med. 105:69-75 (Jan.) 1960 
[Chicago]. 

Association between enteroviruses and the aseptic 
meningitis syndrome was demonstrated by recovery 
of specific virus strains directly from the cerebro¬ 
spinal fluid. It is the purpose of this study to de¬ 
scribe the clinical and laboratory findings in 11 
adult patients with aseptic meningitis having the 
equine encephalitis, mumps, lvmpho-Coxsackie, or 
enteric cytopathogenic human orphan (ECHO) vi¬ 
ruses. ECHO virus, type 9, was recovered from 5 
patients; Coxsaekie virus, group A, type 9, from 3 
patients; and Coxsaekie virus, group B, type 4, from 
1 patient, and type 5, from 2 patients. From 4 of 
these 11 patients an identical isolate (2 Coxsaekie 
A9, 1 Coxsaekie B4, and 1 Coxsaekie Bo) was 
obtained from the feces. The occurrence of the 
syndrome was mainly seasonal. Definite localized 
muscle weakness was present in one patient. Three 
of the 6 women at the time of admission were in the 
1st or the 2nd trimester of otherwise uneventful 
pregnancies. The cerebrospinal fluid changes were 
not diagnostic per se; however, they were con¬ 
sistent with established fluid changes in viral disease 
of the central nervous system. Tins study serves to 
illustrate the diverse etiology of the aseptic menin¬ 
gitis syndrome. 

The Normal Systolic Murmur. D. Groom, W. Chap¬ 
man, W. W. Francis, and others. Ann. Int. Med. 
52:134-144 (Jan.) 1960 [Lancaster, Pa.]. 

The terms “physiological,” "functional,” “inno¬ 
cent," and “benign” have customarily been applied 
to heart murmurs which, by definition, arise in pre¬ 
sumably normal hearts. It lias been variously esti¬ 
mated that from about 5 to 15% of normal subjects 
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have functional heart murmurs which are audible 
on stethoscopic examination. The authors were par¬ 
ticularly interested in functional systolic murmurs 
that may be recorded from the precordium of vir¬ 
tually all normal subjects at rest. There are 2 
requisites: a nonacoustical type of pickup for elec¬ 
tronic reproduction of sounds and a soundproof 
room. Recordings were made on a cathode-ray 
oscilloscope from 71 normal adult subjects. In none 
of them was a murmur audible on ordinary stetho¬ 
scopic examination. Recordings were made with the 
subject at rest in the supine position. 

All the subjects showed murmurs, extending 
through one-fourth or more of systole, and repro¬ 
ducible on repeated tracings. In more than three- 
fourths of them, the point of maximal intensity was 
between the 2nd and the 4th intercostal space 
along the left sternal border. Wave forms of most 
murmurs showed some sinusoidal characteristics, 
with fundamental frequencies of 60 to 90 cps, and 
secondary frequencies an octave or more higher. 
The majority of the murmurs were of decrescendo 
configuration after the 1st heart sound. Their in¬ 
tensity tended to vary from day to day, with dif¬ 
ferent phases of respiration or changes in position, 
and with exercise. Short diastolic sounds were rec¬ 
ognizable in the tracings of a few of the subjects. 

With the same technique, murmurs were found 
in 19 of 25 fetal hearts recorded during tire last 
trimester of gestation. Presumably the fetal mur¬ 
murs are systolic in time, and arise from shunts 
unique to the fetal circulation. The mechanism and 
site of origin of these systolic sounds in the adult 
are uncertain. However, their presence is under¬ 
standable on the basis of what is known of circula¬ 
tory dynamics, and it appears that they represent 
a universal functional murmur which is usually 
subaudible. 

Pruritus: A Neglected Symptom in Thyrotoxicosis. 
M. Eliakim and M. Raehmilewitz. Israel M. J. 18: 
262-268 (Nov.-Dee.) 1959 (In English) (Jerusalem]. 

Severe pruritus was one of the symptoms in 6 
patients with thyrotoxicosis. The itching was gen¬ 
eralized, migrating, unpredictable, and often more 
pronounced at night. No skin lesions were observed, 
except for dermographia. Scratching afforded no 
relief. In all instances, itching was one of the first 
signs to disappear with successful treatment. Ergot¬ 
amine and tetraethylammonium chloride afforded 
temporary' symptomatic relief of pruritus in 2 pa¬ 
tients. All* the patients received propylthiouracil. 
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In addition, 3 patients received Lugols solution and 
underwent subtotal thyroidectomy. Radioiodine 
(Iwas given to one patient. Itching usually dis- 
appeared from t to 10 days after treatment with 
propylthiouracil began, even before other signs of 
improvement were noted. Cutaneous vasodilatation 
and marked instability of the autonomic nervous 
system are considered the pathogenic factors of 
pruritus in thyrotoxicosis. 

Pleurisy and Pericarditis Complicating Myocardial 
Infarction: The So-Called Postmyocardial Infarction 
Syndrome. G. Cohen, I. Dardick and J. Greenblatt. 
Canad. M. A. J. 82:123-130 (Jan. 16) 1960 [Toronto]. 

The cases of 10 patients (2 women and 8 men), 
who ranged in age from 48 to 80 years and who had 
a syndrome resembling idiopathic pericarditis 
complicating myocardial infarction, are presented. 
This unique clinical picture, which occurs at vary¬ 
ing intervals after an acute attack of coronary 
thrombosis, has been seen sporadically in the past 
but was first systematically described by Dressier. 
Most of the patients in this series were seen in the 
summer of 1958, and infection, probably viral, is 
suggested as the most likely cause of their syn¬ 
drome. The possible relationships to idiopathic 
pericarditis, pleurodynia, and the postcommissurot¬ 
omy syndrome are discussed. 

Effect of Pretreatment with Methylthiouracil on 
Results of 131 I Therapy. J. Crooks, W, W. Buchanan, 
E. J. Wayne and E. MacDonald, Brit. M. J. 1:151- 
154 (Jan. 16) 1960 [London]. 

It might be expected that thyroid tissue would 
become more sensitive to ionizing radiations after 
treatment with antithyroid drugs which increase 
both the vascularity of the gland and the number 
of mitoses in thyroid cells. Indeed, some investi¬ 
gators had gained the impression that patients who 
had been pretreated with methylthiouracil required 
a lower dose of radioiodine (l 131 ) than untreated 
patients. Since I 131 produces its effects relatively 
slowly, it may be necessary to control thyrotoxicosis 
with antithyroid drugs before treatment with the 
radioisotope. Furthermore, many patients who are 
treated with I 131 have previously received courses 
of antithyroid drugs. To ascertain whether pretveat- 
ment with methylthiouracil influenced the results of 
I 131 therapy, the authors made studies on 4 groups 
of patients. 

Group 1 consisted of 28 patients who had been 
treated with methylthiouracil for from 3 months 
to 1 year, and who were either euthyroid ^or had 
a minor degree of thyrotoxicosis when the I* 31 treat¬ 
ment was given one week after the administration 
of methylthiouracil was stopped. The 45 patients 
of group 2 were treated with I 131 in the same man¬ 
ner as those of group 1, but they had never received 
an antithyroid drug. Group 3 consisted of 21 pa- 
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dents who had previously been treated with methyl- 
thiouracil in the same way as those in group 1 but 
in whom the dose of I 131 , estimated in the standard 
manner, was arbitrarily increased by 25%. Group 4 
acted as a control to group 3; it included 56 patients 
who were not pretreated and whose dose was de¬ 
termined in the same way as that of patients in 
groups 1 and 2; group 4 differed from group 2 only 
in that the patients were treated contemporaneously 
with group 3. 

In order to determine the 48-hour gland take-up 
of I 131 , most patients were given a tracer dose dur¬ 
ing the week before treatment with the radio¬ 
isotope. It was decided that patients with im¬ 
palpable glands would be given doses of 4 or 5 me., 
and those with minimal but definite diffuse en¬ 
largement of the gland doses of 6 or 7 me.; patients 
with larger glands received from 7 to 25 me. ac¬ 
cording to the size of the goiter. Other factors be¬ 
sides gland size influenced the dose prescribed; 
for example, patients who had undergone thyroid¬ 
ectomy were given 5 or 6 me., unless the gland 
remnant was exceptionally large. Relatively high 
doses were given to patients with nodular glands, 
cardiac failure, and uncontrolled diabetes mellitus, 
or whenever the risk of producing hypothyroidism 
was less than the need for a rapid remission of 
symptoms. The patients were observed at monthly 
intervals until they had become euthyroid. The 
assessment was initially made on clinical grounds 
but was confirmed by a basal metabolic rate esti¬ 
mation. The necessity for retreatment was based on 
the same principles as those for the first treatment. 
Patients whose cases were doubtful were observed 
for 2 more months, before they were readmitted 
to hospital for further study. 

I 131 therapy in patients pretreated with methyl¬ 
thiouracil (group 1) showed a significantly lower 
one-dose cure rate than it did in patients who had 
received no pretreatment (group 2). This finding 
could not be accounted for by variations in gland 
types between the 2 groups. Increasing the dose of 
I 131 in pretreated cases (group 3) raised the one-dose 
cure rate to that of an untreated control group 
(group 4). The authors conclude that methylthiour¬ 
acil makes the thyroid relatively radioresistant. 

Cardiovascular Study of 100 Asthmatic Patients 
with Special Reference to Electrocardiographic 
Changes, O. A. Robiolo, P. R. Tuero and L. Bento- 
lila. An. cir. 24:151-156 (July-Sept.) 1959 (In Span¬ 
ish) [Rosario, Argentina]. 

Asthma of long duration has frequently been in¬ 
criminated as a cause of heart disease. One hundred 
patients of either sex with asthma of long duration 
were observed. Most of the patients were between 
the ages of 40 and 70 years, and complained of 
either cardiovascular or respiratory disorders. 
Twenty patients had pulmonary emphysema. The 
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electrocardiograms showed changes of either atrial 
or ventricular overload in 16 of these patients; in 
tire remaining 4 the electrocardiograms were nor¬ 
mal. Forty-four patients had arterial hypertension; 
9, coronary insufficiency; and 4, chronic cor pul¬ 
monale which was associated with pulmonary 
emphysema. Roentgenologic examination of the 
heart showed changes proper of overload of the 
lesser circulation in 7 patients, whereas the electro¬ 
cardiograms showed this type of changes in 37 
patients. Overload of the lesser circulation showed 
early in the electrocardiograms by changes of the 
P wave, associated with elongation of the PQ inter¬ 
val by about 0.20 second. The sinusal rhythm was 
regular. The cardiovascular disorders, as shown by 
changes oE the electrocardiograms observed in pa¬ 
tients with asthma of long duration, depend on the 
presence of pulmonary hypertension which results 
from secondary emphysema. 

Takayasu’s Syndrome and Ischemic Ophthalmo¬ 
pathy: Study of a Typical Case. J. Barraquer, J. 
Escribano and P. Gonzalez-Marin. Med. clin. 
33:171-178 (Sept.) 1959 (fn Spanish) [Barcelona, 
Spain]. 

A typical case of aortic arch syndrome (Takayasu’s 
disease) is reported. The patient, a 40-year-okl 
woman, had felt the first symptoms at the age of 
35, with the onset of severe headaches 3 or 4 months 
after the birth of her youngest child. She had a 
burning sensation in the frontal area and numbing 
of the parietotemporal regions. Paresthesia in the 
fingers of both hands, claudication in the left hand 
and leg, and visual disorders occurred in succession. 
Loss of weight and of mental alertness, as well as 
weakness in both arms, ensued. The patient’s hair 
became thin and dry. Bilateral absence of radial 
pulse was noted. Under a combined prednisone- 
penicillin therapy, the patient improved and re¬ 
covered some strength in her arms and left leg. 
Visual disorders occurred, with loss of sight in the 
left eye. The atrophy of facial teguments and the 
loss of teeth, because of pyorrhea, gave the patient 
the appearance of a much older woman. Intumes- 
cent cataracts were present in both eyes, and the 
orbits were excavated. The tongue became reduced 
in size and acquired the aspect of a bird’s tongue. 
Neither the radial nor the carotid pulse could be 
felt. 

The patient was treated with 20 mg. of prednisone 
daily and with liver extract, to which injections of 
benzathine penicillin were added. Six months later 
there-was considerable improvement in the clinical 
picture; the headaches had subsided, and the pa¬ 
tient had gained weight. The cataract in the left eye 
was extracted, and the postoperative period was 
satisfactory, although the headaches recurred. Only 
a slight visual improvement was obtained, however. 
The administration of prednisone and ethyl bis- 


coumacetate brought about some relief of the head¬ 
aches, and the patient was discharged from the 
hospital. The prognosis was that of a progressive 
arteritis-thrombosing process. 

Ventricular Fibrillation: Treatment and Prevention 
by Electric Currents. P. M. Zoll, A. J. Linenthal and 
L. R. N. Zarsky. New England J. Med. 262:105-112 
(Jan. 21) 1960 [Boston], 

Additional experiences in the use of external 
countershock and external electric stimulation in 
terminating and preventing ventricular tachycardia 
and fibrillation are presented by the authors, con¬ 
firming the clinical value of such treatment as re¬ 
ported in previous articles, abstracts of which were 
published in The Journal (161:1102 [July 14] 1956 
and 163:311-312 [Jan. 26] 1957). Ventricular tachy¬ 
cardia or fibrillation was terminated 532 times in S 
new patients. Five of these had cerebral syncope 
with bradycardia (Stokes-Adams disease), one had 
atrial fibrillation treated with digitalis, one had 
multifocal premature beats treated with quinidine, 
and one had normal sinus rhythm. Alternating cur¬ 
rent (60 cycle, 0.15 second, 150 to 450 volts) was 
applied to the unopened chest with large electrodes. 
The countershock was applied as soon as possible 
after the onset of the arrhythmia, always after a 
sufficient interval (usually more than 15 seconds), 
so that the patient was unconscious and did not 
experience pain. An initial shock with 150 to 250 
volts was usually applied; if ineffective, successively 
larger ones were given every few seconds. Seldom 
were more than 450 volts necessary. During the ap¬ 
plication of the high-voltage currents, precautions 
were taken that each electrode handle was held by 
a different person and that no one touched the 
electrodes or the patient. 

The technique is immediately effective, clinically 
feasible, and safe. The major limitation of success¬ 
ful resuscitation is delay in its use. Successful de¬ 
fibrillation depends on immediate recognition of 
the emergency, immediate identification of the 
arrhythmia, and prompt application of external 
countershock, all within 4 minutes, before the heart 
and the brain suffer damage. This limitation can be 
met by cardiac monitoring, which provides immedi¬ 
ate recognition of cardiac arrest and identification 
of the arrhythmia. The principal remaining problem 
is the prevention of recurrent seizures. Quinidine, 
procaine amide, and potassium salts, which depress 
cardiac rhythmicity and irritability and are ordi¬ 
narily useful in the treatment and prevention of 
ventricular arrhythmias, are contraindicated in pa¬ 
tients with complete heart block. External electric 
cardiac stimulation at the rates above the basic 
idioventricular rate has been effective in prevent¬ 
ing these recurrent ventricular arrhythmias. In the 
8 patients reported in this article, the technique 
was applied continuously for periods as long as 4 
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days. As the patient may develop pain and skin 
ulcerations, at times the stimulation has to be in¬ 
terrupted. 

Retinopathy and Nephropathy in Diabetes Mellitus: 
Comparison of the Effects of Two Forms of Treat¬ 
ment. S. Johnsson. Diabetes 9:1-8 (Tan.-Feb.) 1960 
[New York]. 

The occurrence of nephropathy and retinopathy 
was studied in 2 series of diabetic patients in 
Mahno, Sweden. Series 1 comprised all surviving 
patients (54) whose diabetes mellitus had been dis¬ 
covered between 1922 and 1935; series 2 comprised 
all surviving patients (105) whose disease had been 
discovered between 1936 and 1945 and who were 
under 40 years of age. Nineteen of the patients in 
series 1 and 5 in series 2 had died of late diabetic 
complications. All the patients, except one, were 
seen personally by the author. Those in series 1 
had been on a strictly regulated diet for four-fifths 
of the duration of their diabetes and had received 
2 or 3 injections of short-acting insulin a day. Those 
in series 2 had been allowed a free diet during 85% 
of the total course of their disease and had received 
one injection daily of long-acting insulin. 

The frequency of nephropathy was significant!)' 
lower in series 1, in spite of the longer duration of 
the condition. Although no significant difference 
was found in the frequency of retinopathy between 
the 2 series, severe retinopathy with impairment 
of vision was more common in series 2. Eight pa¬ 
tients in series 1 had had insulin coma on more 
than 20 occasions; they were all free from pro¬ 
teinuria after 25 years of diabetes, which suggests 
that frequent insulin coma does not favor the oc¬ 
currence of nephropathy or retinopathy. The re¬ 
sults support the increasingly common opinion 
that good control of diabetes delays the develop¬ 
ment of late diabetic manifestations. As long as the 
etiological factor in these complications remains 
unknown, it is advisable to control the carbohy¬ 
drate metabolism as carefully as possible. A well- 
controlled diabetes, with 2 daily injections of in¬ 
sulin, is preferable to the not so well-controlled 
condition which is die rule when only one daily 
injection is given. 

Familial Nonhemolytic Jaundice with Normal Liver 
Histology and Conjugated Bilirubin. B. J. Haver- 
back and S. K. Wirtschafter. New England J. Med. 
262:113-117 (Jan. 21) 1960 [Boston]. 

A syndrome of familial nonhemolytic jaundice, 
with elevated serum levels of conjugated and un¬ 
conjugated bilirubin, is described. Jaundice staits 
at an early age, and, unlike the findings m the con¬ 
genital form of hemolytic jaundice (Gilberts dis¬ 
ease), conjugated bilirubin is present in both serum 
and bile. Three cases of this syndrome, occurring 
in the same family, are reported. A 27-year-old man 


J.A.M.A., May 7, I960 

and his 32-year-old sister had had jaundice for the 
fust time at the ages of 4 and 1 respectively. Both 
brother and sister had dark urine with large 
amounts of bilirubin, as well as elevated direct and 
indirect serum bilirubin values. Both patients had 
had occasional episodes of abdominal pain and 
fatigue. In the woman, jaundice decreased during 
each pregnancy and increased again after delivery. 
The patients seemed to be in general good health 
except for the jaundice. A liver biopsy in the first 
patient and physical examination of bis sister re¬ 
vealed no liver abnormality. The patients’ father 
had been'jaundiced for many years, and the mother 
was thought to have had occasional episodes of 
clinical jaundice. Three other members of the 
family, who lived abroad, were reported to have 
had clinical jaundice for prolonged periods. 

It is likely that the family described by the 
authors represents the syndrome of familial non¬ 
hemolytic jaundice described by Rotor and his as¬ 
sociates. The clinical characteristics of this syn¬ 
drome resemble features of both Gilbert’s disease 
and chronic idiopathic jaundice, although chemical 
and histological findings clearly separate the 3 
entities. The question is raised as to whether the 
nature of the defective function in this syndrome is 
different from that in chronic idiopathic jaundice. 
If the defects are different in the 2 diseases, it is 
possible that more than one system is involved in 
the excretion of bilirubin conjugates. 

Treatment of Diabetes with Metahexamide. R. H. 
Pollen, R. H. Barnes, D. C. Tanner and others. 
Diabetes 9:25-30 (Jan.-Feb.) 1960 [New York]. 

The effects of metahexamide were studied in 92 
diabetic patients for periods which varied from a 
few days to 8 months. Twenty-five patients had 
already had an unsatisfactory response to another 
sulfonylurea compound, and IS had had a diagnosis 
of diabetes mellitus made before the age of 40. 
Most patients were older persons with mild dia¬ 
betes, selected on the basis of their known respon¬ 
siveness to sulfonylurea compounds. Insulin was 
withdrawn abruptly from the patients who required 
less than 40 units daily, and its dosage was reduced 
in those who had a more labile disorder or who 
required more than 40 units daily. Metahexamide 
was given in an initial dose of 200 mg. daily during 
the first 3 or 4 days. The dosage was then reduced 
to from 50 to 200 mg. The maintenance dose was 
100 mg. once a day for most patients. The results 
were evaluated as good control when the blood 
Glucose value was below 130 mg. per 100 cc. in 
fasting, or below 150 mg. 2 hours postprandially, 
and a urine specimen obtained before meals con¬ 
tained no glucose or only a trace. Fair control meant 
that the blood glucose level was below 150 mg. per 
100 cc. in fasting, or below 180 mg. 2 hours post¬ 
prandially. 
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Good control svas obtained in 39 patients (42.5%), 
and fair control, in 10 (10.9%). In 43 patients 
(46.6%) there was no response to the therapy. The 
authors believe that, although the efficacy of meta¬ 
hexamide compares favorably with that of tolbuta¬ 
mide or chlorpropamide, the larger number of in¬ 
stances of liepatotoxicity and jaundice, which have 
been reported with metahexamide as compared 
with chlorpropamide, suggest that the toxicity of 
metahexamide precludes its usefulness as a thera¬ 
peutic agent. In this series the side-effects included 
malaise in 2 patients, gastrointestinal symptoms in 
one, prolonged prothrombin time in one, and 
hepatic dysfunction in one. These 5 patients had to 
be withdrawn from the treatment. 


SURGERY 

Acute Extradural Hematomas Without Demonstra¬ 
ble Skull Fractures. J. Mealev Jr. J. Neurosurg. 
17:27-34 (Jan.) 1960 [Chicago],' 

The author reports on 34 patients with traumatic 
extradural hemorrhage, predominantly of the 
middle fossa, who have been treated by craniectomy 
or osteoplastic craniotomy, with evacuation of the 
compressive clot, since 1935 at the Massachusetts 
General Hospital in Boston. The ages of the patients 
ranged from less than 5 up to 65 years. Six of them 
were children, between the ages of 11 and 15 years. 
Five of the children proved to have large extra¬ 
dural hemorrhages without associated fractures, as 
revealed by roentgenograms of the skull or by 
surgical exploration. The hemorrhages were acute 
in nature and occurred after relatively minor in¬ 
juries, without well-documented unconsciousness 
immediately after the trauma. The latent period 
varied from 1 to 4 hours in 4 patients, and was 
about 23 hours in the 5th. Prominent symptoms 
during this time were severe headaches and leth¬ 
argy. Major findings at the diagnostic examinations 
in the first 3 patients included deep coma and/or 
decerebrate posture with ipsilateral dilated, fixed 
pupils. In the remaining 2 patients deep stupor and 
hemiparesis without anisocoria or pupillary fixa¬ 
tion to light were found. These findings developed 
within 12 hours of the time when, by history, the 5 
patients were no longer conscious. 

The time from injury to operation, varied from 5 
to 28 hours. There was no precise correlation be¬ 
tween the source of hemorrhage found at operation 
and the clinical course. Four of the hemorrhages 
were believed to be arterial- in origin,.either from 
the middle meningeal arterial trunk or from its 
major subdivisions; the sources of hemorrhage were 
multiple venous in one patient. One of the 5 chil¬ 
dren with acute extradural hemorrhage without 
fracture died, a mortality rate of 20%. Of the sur¬ 
viving children, 3 were normal and 1 had a neuro¬ 


logical deficit at discharge from hospital. The in¬ 
cidence of acute extradural hematoma without 
associated skull fracture is significant, and is consid¬ 
erably greater in children than in adults. 

Treatment of Advanced Carcinoma of the Breast 
by Bilateral Oophorectomy and Prednisone. D. M. 
Brinkley and E. K. Pillers. Lancet 1:123-126 (Jan. 
16) 1960 [London]. 

Eighty-two patients with advanced carcinoma of 
the breast were subjected to bilateral oophorectomy 
and to prednisone treatment. “Hormone therapy” 
had been prescribed to 42 patients of this series, 
and oophorectomy was undertaken when remissions 
from this treatment had been exhausted. Of the 
S 2 patients, 66 had failed to respond satisfactorily 
to previous radical surgery and radiotherapy; 24 
of them, however, had a satisfactory response, with 
definite objective improvement, after oophorectomy 
and prednisone treatment, and prolongation of 
useful life expectancy was obtained, averaging I 6 I 2 
months as compared with 6 months for the other 
42 patients. Of the 82 patients, 16 had had no 
previous treatment and were initially subjected to 
oophorectomy and prednisone treatment; 9 of these 
had a satisfactory response, until an average sur¬ 
vival time of 16 months as compared with 3 months 
for the other 7 patients. The menopausal status, the 
presence of metastases to the ovaries or to the liver, 
and the duration of the disease before oophorec¬ 
tomy appeared to be of no definite prognostic- 
significance. 

The authors believe that treatment with predni¬ 
sone at doses of 10 mg. twice a day should be 
started as soon as possible—generally within 48 to 
72 hours—after oophorectomy. From their experi¬ 
ence with the present series, they conclude that 
patients who have had a remission after androgen 
treatment are likely to get a further remission from 
oophorectomy and prednisone therapy. Failure to 
respond to androgen treatment does not neces¬ 
sarily imply that oophorectomy wall fail. The au¬ 
thors consider bilateral oophorectomy and the 
administration of prednisone a useful treatment of 
patients with advanced carcinoma of the breast. 

Subtotal Gastrectomy for Bleeding Duodenal Ulcer 
in Childhood: Report of Three Cases, with Six-Year 
Follow-up in One. T. H. Green and W. H. Hendren. 
New England J. Med. 262:118-122 (Jan. 21) 1960 
[Boston], 

The authors report on 2 cases of chronic duodenal 
ulcer and 1 case of duodenitis in children with 
recurrent massive bleeding and chronic obstruction, 
which had failed to respond to medical therapy and 
which were eventually treated by subtotal gastrec¬ 
tomy. The first patient, a 12-vear-old boy with a 
diagnosis of peptic ulcer established by roent- 
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genography, was first treated clinically. He was 
discharged in good condition after a 28-day stay 
in the hospital, but 15 months later, after a period 
in which he disregarded all dietary prescriptions, 
he was again hospitalized, with continuing hemor¬ 
rhage, a pulse of 120, and a hemoglobin level of 
6.5 Gm. per 100 cc. After several blood transfusions, 
a subtotal gastrectomy was performed, followed by 
a retrocolic Hofmeister gastroenterostomy. Five 
years after the operation, in spite of his dietary 
habits and excessive smoking, the patient physically 
was a well-developed youth. An episode of bleed¬ 
ing, which occurred 6 months later, was treated by 
a transthoracic vagotomy. 

The second patient, a 10-year-old boy with a 
duodenal ulcer demonstrated by x-ray study, under¬ 
went a subtotal gastrectomy and a retrocolic 
Hofmeister gastroenterostomy after being treated 
clinically on 2 different occasions. The postopera¬ 
tive period was uneventful. Nine months after the 
operation the patient was well, with a normal diet 
and appetite, satisfactory growth, and maintenance 
of weight. The third patient, a 6-year-old boy, was 
hospitalized because of a massive gastric hemor¬ 
rhage. A program of fresh-blood replacement and 
ulcer diet was instituted, but as the patient con¬ 
tinued to bleed, a longitudinal gastrectomy was 
performed. The blood was found to be welling from 
the duodenum, which was diffusely reddened, al¬ 
though no definite ulcer could be identified. The 
proximal portion of the duodenum was resected, 
and the continuity of the intestinal tract was re¬ 
established with a retrocolic Polya anastomosis. 
Examination of the specimen revealed only focal 
necrosis and submucosal hemorrhage of the duo¬ 
denum. Fifteen months after the gastric resection 
the patient was on a normal diet, was well nour¬ 
ished, and was growing normally. 

These experiences and similar reports indicate 
that children may have acute and chronic ulcers 
entirely similar in behavior and need for surgical 
therapy to those seen in adults. The surgical pro¬ 
cedure deals adequately with the ulcer and its 
complications without interfering with the subse¬ 
quent physical growth of the child. 

The Dumping Syndrome: I. Factors Responsible for 
the Symptoms. L, P. Le Quesne, M. Hobsley and 
B. H. Hand. Brit. M. J. 1:141-147 (Jan. 16) 1960 
[London]. 

It had been suggested that, in the absence of the 
pylorus, the unduly rapid passage of hyperosmotic 
food and its derivatives into the small intestine 
causes a shift of fluid from the vascular compait- 
ment with a fall in circulating volume, and this, 
in turn, causes the dumping symptoms. The authois 
feel that, if this were true, it would be difficult to 
understand why all patients do not expeiience 


dumping symptoms after partial gastrectomy. To 
clarify the role of a fall in plasma volume in the 
production of dumping symptoms, they not only 
investigated the effect of hypertonic glucose in the 
production of symptoms and a fall in plasma vol¬ 
ume, but also observed the patients response to a 
reduction in circulating volume produced by the 
application of thigh cuffs. These investigations were 
carried out in 2 groups of patients: (1) 16 patients 
upon whom the test was performed before and at 
intervals after partial gastrectomy, and (2)'ll pa¬ 
tients with the dumping syndrome. In some of these 
patients additional tests were performed. 

In all but one of the patients who at the time of 
testing were experiencing postcibal dumping symp¬ 
toms, the oral administration of hypertonic glucose 
reproduced these symptoms; the glucose never pro¬ 
duced symptoms in those who were symptom-free 
after meals. The hypertonic glucose produced a fall' 
in plasma volume, which was significantly greater 
in those with than in those without symptoms, but 
there was a definite overlap between the 2 groups. 
The results of the thigh-cuffing observations showed 
that this overlap was due to differences in the in¬ 
dividual response to a sudden fall in circulating 
volume. Additional evidence linking the systemic 
symptoms of the dumping syndrome with the fall 
in plasma volume was provided by replacement 
infusion experiments, by observations on 2 patients 
who spontaneously recovered from the syndrome, 
and by observations on a patient before and after 
closure of a gastroenterostomy. 

It is concluded that the dumping syndrome is 
due to the passage of hyperosmotic solutions into 
the upper intestine, causing in some patients a rapid 
transfer of fluid from the vascular compartment into 
the intestine. This results in intestinal distention 
and an abrupt fall in circulating volume, which, in 
subjects intolerant of such a fall, gives rise to the 
systemic symptoms. 


The Dumping Syndrome: II. Cause of the Syn¬ 
drome and the Rationale of Its Treatment. M. Hobs¬ 
ley. Brit. M. J. 1:147-151 (Jan. 16) 1960 [London], 


In the studies presented in this paper, the author 
as examined the relation of changes in the blood 
ugar concentration to changes in the plasma vol¬ 
ume. Observations were made on (1) changes in 
flood sugar concentration and (2) changes in plasma 
volume after the oral administration of 175 ml. of 
>0% glucose solution to 26 patients who had under- 
*one°gastrectomy and to 1 patient who had had a 
Gastroenterostomy. 

In patients with a large fall in plasma volume 
after the ingestion of hypertonic glucose, the rise 
in blood sugar value was more pronounced and 
prolonged than in those with a small fall. A direc 
linear correlation was found between the maximum 
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fall in plasma volume caused by the hypertonic 
glucose and the rate at which the blood sugar con¬ 
centration rose in the first 10 minutes after the 
ingestion of glucose. In patients in whom the hyper¬ 
tonic glucose caused a large fall (more than 8%) in 
plasma volume, the administration of insulin, so as 
to lower the blood sugar concentration at the time 
of die ingestion of the glucose, diminished diis fall 
and also lessened or abolished the associated dump¬ 
ing symptoms. 

Insulin was also shown to have a similar effect 
in diminishing the fall in plasma volume and abol¬ 
ishing dumping symptoms after a meal rich in 
carbohydrate. The hypothesis is put forward that 
the essential factor in the production of the dump¬ 
ing syndrome is a defect of carbohydrate metabo¬ 
lism, as a result of which the glucose tolerance 
curve is of the lag type and glucose absorption is 
relatively slow. This results in an increased osmotic- 
transfer of fluid into the intestine, causing a large 
fall in plasma volume which, in those patients 
sensitive to such a fall, gives rise to the dumping 
syndrome. 

Traumatic Dislocation of the Hip in Children. K. S. 
Morton. Brit. J. Surg. 47:233-237 (Nov.) 1959 
[Bristol, England]. 

Morton feels that the paucity of references in 
the literature gives no indication of the true inci¬ 
dence of traumatic dislocation of the hip in chil¬ 
dren. Reviewing the English literature, he found 
descriptions of 129 cases, and he summarizes the 
information gained from these. The records of the 
Vancouver General Hospital from 1936 to 1958 were 
searched for cases of traumatic dislocation of the 
hip in children, aged 16 years or under, and reports 
on 7 such children were found, all of whom had 
been admitted since 1949. It is suspected that the 
distribution of cases reflects the inadequacy of 
earlier records rather than the true yearly incidence. 

After analyzing both groups, totaling 136 cases 
of traumatic dislocation of the hip, the author ar¬ 
rives at certain broad conclusions. Children of any 
age, within the limits defined, are susceptible, 
though the injury becomes distinctly more common 
as the child begins to walk and becomes more ven¬ 
turesome. Boys predominate in a ratio of 2.5 to 1. 
The typical mechanism of the injury, usually 
thought to be that of a weight falling on the back 
of a child in some sort of squatting posture, appears 
to be rather uncommon, in that only 5 to 27 suffered 
this type of stress, and 3 of these were in the 
author’s recent series of 7 cases. 

Although there is little information about the 
interval before reduction, there seems to be a trend 
to immediate diagnosis followed by manipulative 
reduction within hours. Manipulative closed reduc¬ 
tion under general anesthesia has become uniformly 


successful, there being no open reduction reported 
since 1922. Recommendations regarding the period 
of immobilization and restricted weight-bearing, 
based on this series, are impossible, since after-care 
received little attention in the reports. Excellent 
results were achieved in 4 of 5 of the author’s cases 
with 2 , A to 7 weeks of immobilization, and in the 
5th the result was excellent with no enforced im¬ 
mobilization whatsoever. 

Fractures complicating the dislocation are un¬ 
common—a total of only 7 in the 136 cases. Slipped 
upper femoral epiphysis occurred in 3 cases. In 3 
of the fracture cases subsequent avascular necrosis 
occurred, so that the associated injury would appear 
to predispose to the necrosis. Sciatic nerve lesions 
too were uncommon, only one case being reported. 
Recurrence did not occur in the author’s 7 cases, 
and has not been reported since 1938. Although it 
might be suspected that avascular necrosis would 
occur more easily in children than in adults, its 
incidence in children was 10% (none in the author’s 
series); this was the same as reported by one in¬ 
vestigator for adults, and others had cited a higher 
incidence for adults. It is suggested that perhaps 
prompt and accurate reduction may account for 
the low incidence of avascular necrosis, but because 
of insufficient numbers this cannot be proved. 

No conclusions with respect to traumatic artlrritis 
are possible on the basis of this review. It seems 
likely, however, that, since fractures are uncommon 
in association with the dislocation and since avascu¬ 
lar necrosis occurs in less than 10%, traumatic 
arthritis can also be said to be uncommon as a 
complication of traumatic dislocation of the hip 
in children. 

Combination of Familial Polyposis of the Colon 
with Other Hereditary Diseases, Particularly Mes¬ 
enchymal Tumors. J. Wieberdink. Nederl. tijdschr. 
geneesk. 103:2598-2601 (Dec. 19) 1959 (In Dutch) 
[Amsterdam]. 

The author and one of his colleagues had noted 
that in patients with familial polyposis of the colon 
other neoplastic lesions occurred, and they thought 
that this might not be accidental. The author found 
that Gardner in 1951 and Gardner and Richards in 
1953 were the first who called attention to the asso¬ 
ciation of hereditary polyposis of the colon and 
mesenchymal lesions. He mentions a number of 
other reports on this concurrence and shows that in 
the literature there has been a tendency to refer to 
the concurrence of polyposis of the colon with 
mesenchymal lesions as Gardner’s syndrome. 

The first of the 3 patients the author describes 
had undergone subtotal colectomy and ileorec- 
tostomy on account of polyposis of the colon at the 
age of 23 years. About 2 years after the operation 
a nodule was noted in the surgical scar, and at the 
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end of 3 years this had become enlarged to the 
size of a coconut and was removed. The surgical 
specimen was identified as a desmoid tumor. In 
the second patient a total colectomy was performed 
for polyposis of die colon. Here again a nodule 
developed in the scar which after 30 months had 
reached the size of 2 fists. At the time of removal 
of this growth, the abdomen was explored, and an 
even larger growth was found retroperitoneally, 
which had spread to the mesentery. An exploratory 
excision revealed that the tumor was a neuro¬ 
fibroma. A maternal aunt of this patient likewise 
had had polyposis of the colon and had died at 
age 29 from an enormous growth in the mesentery. 
The third patient in whom polyposis of the colon 
had been diagnosed by roentgenologic and recto- 
scopic examination had had numerous subcutaneous 
nodules during childhood, some of which had been 
removed, but she refused removal of presently ex¬ 
isting nodules. The mother of this patient bad died 
of cancer. One brother, who had died during the 
war, during childhood had had a number of nodules 
removed. Another brother had undergone resection 
of the colon for malignant degeneration of poly¬ 
posis, and since then the following lesions had 
been diagnosed: desmoid tumor, lipoma, atheroma, 
fibroma, and fibrosis. Besides these 3 patients, the 
author treated 7 others, with polyposis of the colon, 
who belonged to 4 different families with hereditary 
defects. 

Discussing the familial concurrence of colonic- 
polyposis and mesenchymal tumors, the author sug¬ 
gests that the mutation of a gene or of 2 coupled 
genes might be responsible for this combination of 
lesions. Searching for a pathogenesis, he raises the 
question of a possible relationship with the syn¬ 
drome of Peutz, which is characterized by poly¬ 
posis of the small intestine and pigmented (melanin) 
spots of the skin and mucous membranes. 

Late Results in Skin Melanoma Treatment. A. P. 
Shanin. Probl. One. 4:601-607 (no. 5) 19oS [New 
York]. 

The author reviews the results of different meth¬ 
ods of treating skin melanoma published since 1917, 
The data show that many questions concerning 
radiation, surgical treatment, and combined radia¬ 
tion and surgical therapy in the management of 
skin melanoma are still far from being answered. 
Two hundred fifty-four patients with skin melanoma 
were treated at the Institute of Oncology of the 
Academy of Medical Sciences in the U. S. S. R. 
from 1926 to 1952. Sixty-seven (31%) of the 213 pa¬ 
tients who were followed up survived more than 
5 years. The best results were found in the group 
who underwent surgical treatment alone, 44.4% of 
them surviving more than 5 years. The results ol' 
surgical treatment alone were considerably better 
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than the combined radiation-operation method This 
is understandable, since the patients undergoing 
the combined treatment were in an advanced stage 
of the disease and, therefore, were not eligible for 
-surgical treatment alone. The location of the mela¬ 
noma has a prognostic value. The rate of-A-year 
survival was 53.2% when the melanoma was on the 
face, 29.2% in the lower extremities, 23.2% in the 
torso, 23% in the upper extremities, and 18.2% on 
the neck. 

It is the authors opinion that regional lymph 
nodes must be removed in all patients having histo¬ 
logically established melanoma or even malignant 
nevi. Malignant nevi, as well as flat and warty 
tumors up to 6 sq. cm. in size, can be cured by 
short-focus x-ray therapy. With more extensive 
tumors of the verrucous and papillomatous types, 
short-focus x-ray therapy must be followed by 
surgical excision of a facial -tumor, or by electro- 
surgical excision of tumors in other parts of the 
body. In extensive tumors, as in ulcerous forms with 
deep infiltration, teleradium therapy should be used 
in doses of 7,000 to 8,000 r before radical removal 
of the tumor. The author believes that in stages 
1 and 2 the lymph nodes should be excised, together 
with healthy tissue around the tumor, to a depth 
of 3 to 4 cm. 2 or 3 weeks after removal of the 
tumor; in stage 3 enlarged lymph nodes should be 
given preoperative telecurietherapy up to 7,000 or 
8,000 r. Furthermore, he believes that, radium or 
telecurietherapy should be applied to the wound 
after radical removal of the lymph nodes and sur¬ 
rounding tissue, and that recurrent tumors should 
be treated by x-ray or teleradium therapy followed 
by radical excision. 

Two Episodes of Cardiac Arrest in One Week: Full 
Recovery After Cardiac Massage. W. B. Fleming, 

J. T. Hueston, J. L. Stubbe and J. D. Villiers. Brit. M. 

J. 1:157-160 (Jan. 16) 1960 [London]. , 

This paper records the history of a severely 
burned child whose heart stopped during general 
anesthetization for skin-grafting operations on 2 
separate occasions. The arrest occurred on each 
occasion during the- induction of endotracheal 
anaesthesia. From a consideration of the possible 
precipitating factors, it is concluded that the most 
likely cause was vagal stimulation during intuba¬ 
tion. This case is compared with a remarkably 
similar one of double cardiac arrest, which occurred 
during the treatment of burns, recently reported by 
Finer and Nylen from Sweden. Study of both cases 
suggests that the severely burned patient becomes 
increasingly prone to cardiac arrest from vaga 
stimulation. The metabolic disturbance apparently 
potentiates the response to harmful viscerocarchac 
reflexes, and so unnecessary vagal stimulation 
should be avoided in these cases. If intubation is 
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essential, the authors suggest that the administra¬ 
tion of atropine might limit the effect of these 
vagal reflexes. 

NEUROLOGY & PSYCHIATRY 

Some Sensory Syndromes in Children: Indifference 
to Pain and Sensory Neuropathy. T. E. Ogden, 
F. Robert and E. A. Carmichael. J. Neurol. Neuro- 
surg. & Psycbiat. 22:267-276 (Nov.) 1959 [London]. 

The authors report on a 14-year-old girl and on 
2 boys, aged 10 and 11 years, with the ‘'sensory 
syndrome,” a nonspecific clinical picture by which 
several etiologically unrelated conditions may mani- 
Eest themselves in children. Its outstanding Features 
are insensitivity' or indifference to pain with failure 
to avoid noxious stimuli and repeated self-injury’. 
There may be a marked susceptibility' to infection 
with perforating ulcers of the feet, osteomyelitis, 
and loss of terminal phalanges of fingers and toes. 
Disorganized joints are common. The girl had con¬ 
genital indifference to pain, a condition in which, 
as far as could be determined, her sensory appa¬ 
ratus was intact, but she failed to react normally 
to painful stimuli, such as multiple heavy pinpricks, 
heavy pressure on tendons, and extremes of cold 
and heat. The younger boy had progressive sensory 
radicular neuropathy, a sensory neuron degener¬ 
ation in the distal parts of the extremities, which 
involved the feet more than the hands and which 
was progressive. It was clinically indistinguishable 
from hereditary sensory’ radicular neuropathy and 
may have represented a sporadic case of this dis¬ 
ease. The older boy had nonprogressive sensory 
neuropath)’, a widespread sensory neuron degen¬ 
eration involving cranial and thoracic nerves as 
well as those of the limbs. The deficit was more 
scattered and asymmetrical than in the younger 
boy’ with the progressive disease. The causation of 
these diseases is unknown. 

Peripheral Neuritis Associated with Discoid Lupus 
Erythematosus. C. S. Dorsey. California Med. 92:40- 
41 (Jan.) 1960 [San Francisco], 

The author reports a case of associated peripheral 
neuritis and lupus erythematosus, which he believes 
to be the first in the medical literature in which 
such a complication does not represent a terminal 
stage. A 45-year-old woman, complaining of a skin 
eruption of 10 years’ duration, involving the face 
and the neck, received a diagnosis of discoid lupus 
erythematosus and was treated with chloroquine 
(Aralen) in the daily dose of 500 mg ; Some months 
later, after the loss of her husband and the marriage 
of her only son, the patient showed signs of reactive 
depression. Difficulty in raising her arms and in 
rising from a chair, a feeling of heaviness in the 
legs, and weakness and swelling of the lower ex¬ 


tremities occurred. Laboratory and neurological 
examinations were negative. The only abnormality 
noted was areflexia of the upper and lower extrem¬ 
ities. Moderate peripheral changes of denervated 
activity, consistent with a diagnosis of peripheral 
neuritis, were recorded in the muscles of the feet, 
the legs, and the thighs. The administration of 
Aralen was discontinued because of the suspicion 
(later proved to be unsound) that it might have 
caused the neuritis. The patient received 10 mg. 
of prednisolone daily, and a week later she was able 
to walk. The prednisolone therapy' was interrupted 
after 3 weeks because of gastric distress; the patient 
was discharged and went to live with her married 
son. She no longer showed evidences of reactive 
depression. A neurological examination reported 
complete recovery from the peripheral neuritis. 

The unusual feature in this case was the effect 
of emotionally charged events on the course of the 
lupus-neuritis association. The symptoms and signs 
of neuritis appeared after the patient lost her hus¬ 
band and was separated from her only son. The 
fact that the patient’s depression disappeared and 
that later her neuritis and lupus also abated is sig¬ 
nificant, although no definite cause-effect relation¬ 
ship can be demonstrated. 

Catamnestie Data on Conditions of Hypotonia in 
Early Childhood: Critical Evaluation of Differential 
Diagnosis of Infantile Spinal Progressive Muscular 
Atrophy (Wernig-Hoffmann’s Disease—Amyotonia 
Congenita Oppenbeim). W. Horstmann. Ztschr. 
Kinderh. 82:649-667 (no. 6) 1959 (In German) 
[Berlin]. 

Generalized muscular hypotonia in infants in¬ 
volves diagnostic difficulties. The author points out 
that, soon after Oppenheim in 1900 published a 
preliminary report on atony of the musculature in 
early childhood (amyotonia congenita Oppenheim), 
some clinicians and pathologists raised objections, 
pointing out that Oppenheim’s amyotonia congenita 
was probably identical with infantile spinal pro¬ 
gressive muscular atrophy, which had been de¬ 
scribed by Werdnig in 1S91 and by Hoffman in 1893 
and which subsequently had been designated as 
Werdnig-Hoffmann’s disease. Some investigators, 
however, agreed with Oppenheim that amyotonia 
congenita was a separate entity. Characteristics that 
have been cited as differentiating Werdnig-Hoff¬ 
mann’s infantile spinal progressive muscular atrophy 
from Oppenheim’s amyotonia congenita are these: 
appearance of symptoms early in life; heredity; 
localized pareses, with circumscribed atrophies; ab¬ 
sence of reflexes; signs of degeneration; progressive 
decline, sometimes interrupted by periods of arrest; 
and, finally, deficits in the bulbar functions. 

The author investigated the reliability’ of these 
differentiating characteristics by a catamnestie 
analysis of the records of 38 children observed at 
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the childrens clinic of the University of Munster, 
in Westphalia, after 1925. The disorders of these 
children had been diagnosed as either Oppenheims 
amyotonia congenita or as infantile spinal progres¬ 
sive muscular atrophy (Werdnig-Hoffmann), but 
the author groups all of them under this last item. 
In 10 of the 38 children the diagnosis of either 
amyotonia congenita or infantile spina] progressive 
muscular atrophy had been made by mistake. Three 
of these 10 had progressive muscular dystrophy; 2 
had the atonic-astatic infantile paralysis of Foerster; 
2 had hematomyelia; 1 had parainfectious hypo¬ 
tonia; 1 had hypotonia as a sequel of postvaccinal 
encephalitis; and 1 had an organic heart lesion and 
malformation of the brain. In the 28 children in 
whom the diagnosis was correct, the infantile spinal 
progressive muscular atrophy had become manifest 
in 7 shortly after birth, in 12 during the first 3 
months, in 6 during the second 3-month period, and 
in 3 after the 6th month. Nineteen of the children 
died during the first year of life. There was usually 
a direct relationship between the time the disorder 
became manifest and the life expectancy of the 
patients, in that the course was usually the shorter, 
the earlier the defect had become manifest. 

After commenting on the symptomatology, the 
author says that no evidence was found that Op- 
penheiin’s amyotonia congenita and Werdnig- 
Hoffmann’s infantile spinal progressive muscular 
atrophy are distinct entities. Heredity can be proved 
in early as well as late cases; true remissions do 
not occur; life expectancy is short; and signs of 
degeneration and of involvement of the cerebral 
nerves can all be observed in both conditions. 
Furthermore, it has been demonstrated recently 
that the lesions do not differ morphologically. The 
author recommends that the term “infantile spinal 
progressive muscular atrophy” be maintained for 
both Werdnig-Hoffmanns and Oppenheims dis¬ 
eases. 

The Seasonal Incidence of Onset and Exacerbations 
in Multiple Sclerosis. K. Schapira. J. Neurol. Neuro- 
surg. & Psychiat. 22:285-286 (Nov.) 1959 [London]. 

The author reports on 514 patients with multiple 
sclerosis, who were examined by him personally 
in the northeast of England; in 246 of these the 
onset of the disease could be clearly dated, and 268 
had identifiable acute exacerbations. There was 
little difference in the incidence per month of 
initial attacks. More exacerbations, however, oc¬ 
curred in July than in any other month, but this 
increase in July was balanced by a decrease in June 
and August. When the incidence for 3-month peri¬ 
ods throughout the year was compared, there was 
no evidence of seasonal preponderance either for 
total attacks (January to March, 130; April to June, 
120; July to September, 131; October to Decem¬ 
ber,” 133) or for initial attacks or exacerbations. 


GYNECOLOGY & OBSTETRICS 

Chemotherapy for Carcinoma of the Uterus J C 
Bateman, H. N. Carlton and J. P. Thibeault Obst' 
& Gynec. 15:35-42 (Jan.) 1960 [New York]. 

This report is concerned with 46 patients in 
whom chemotherapy was employed for neoplasms 
of the uterus. Thirty-nine of the women sought 
help for advanced carcinoma that was recurrent 
after other forms of therapy; 2 had far-advanced 
inoperable carcinoma; and 5 were given chemo¬ 
therapy postoperatively because of incompletely 
lesected carcinoma. The chief chemotherapeutic 
agent employed was triethylene thiophosphoramide 
(ThioTEPA), a polyfunctioning alkylating agent 
similar in action to nitrogen mustard, but lacking 
the vesicant and nauseating characteristics of the 
latter. Crystals of this drug were dissolved in 
pyrogen-free water, 10 mg. per milliliter, and 
sterilized by passage through a Seitz filter. This 
solution, when stored in a refrigerator, was found 
not to have lost its potency after 3 months. Therapy 
consisted of maintenance treatment-with ThioTEPA 
introduced into the tumor site at l-to-2-week inter¬ 
vals by the transabdominal or transvaginal route 
in the majority of cases. Intravenous administration 
was employed in 3 patients with pulmonary metas- 
tases, and in 1 apprehensive patient. Intrapleural 
injection was given for pleural metastases in 1 pa¬ 
tient, and oral medication was employed in 2 others 
for limited periods. In an effort to potentiate the 
chemotherapeutic action, supplementary therapy 
was tried with a nucleoside of puromycin in 7 cases 
and with actinomycin D in 3 cases. One additional 
patient received actinomycin D only. 

The initial dose of ThioTEPA was determined 
by the patients general status. Persons in whom 
renal excretion could be presumed to be slowed 
by age, debility, and/or cardiovascular renal dis¬ 
ease were given one-half to two-tlurds the dose 
generally employed (i. e., 60 mg. for local injection). 
Subsequent dosage in all cases was guided by the 
level of the white blood cell count done immedi¬ 
ately prior to treatment. Dosage of the drug was 
reduced in response to a falling white blood cell 
count and usually omitted if the white blood cell 
count dropped to 3,000 or lower per cubic milli¬ 
meter; treatment was resumed when the count 
rose. In patients receiving actinomycin D, it was 
found desirable to follow closely the platelet count 
as well as the white blood cell count. Supplemen¬ 
tary therapy with small doses of cortisone (10-25 
mg. once or twice daily) and long-acting adreno¬ 
corticotropic hormones injected at the time of 
chemotherapy was employed in the majority of 
cases. These agents tended to protect hematopoietic 
integrity as well as general well-being and appetite. 
Testosterone, even when given to the point of pro¬ 
ducing signs of masCulinization, was less effective. 
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Antibiotics were used in the presence of sympto¬ 
matic infection. Blood transfusions usually were 
administered when the hemoglobin value dropped 
below 7 Cm. per 100 cc. 

Maintenance therapy with ThioTEPA appeared 
to prolong useful survival time in the majority of 
patients; in some instances this was impressive. 
Although objective regression of tumor was limited, 
tumor progression seemed to be slowed. In 2 cases 
partial regression of pulmonary metastases was 
demonstrated. The use of chemotherapy in early 
cancer of the uterus is indicated to improve survival 
time and reduce the incidence of late recurrences. 

Mullerian Mixed Sarcoma (Sarcoma Botryoides of 
the Cervix. S. L. Marcus. Obst. & Gvnec. 15:47-57 
(Jan.) 1960 [New York], 

The author suggests the term “mullerian mixed 
sarcoma” for the very rare and highly malignant 
lesion derived from mullerian duct mesenchyme. 
The tumor may contain a combination of fibrous or 
myxomatous elements, smooth muscle, striated 
muscle, cartilage, fat, or bone. The term “sarcoma 
botryoides” describes the grape-like appearance, 
but not all mullerian mixed sarcomas present this 
characteristic. Nevertheless, the term “botryoid” is 
sufficiently descriptive that it persists despite much 
criticism. The designation “carcinosarcoma,” while 
connoting the combination of a malignant epithelial 
component with the sarcomatous element, does not 
suggest its histogenesis. The expression "mixed 
mesodermal tumor” is unsatisfactory, since it indi¬ 
cates neither its malignant nature nor its mullerian 
origin. Mixed mesodermal tumor could also be ap¬ 
plied to Wilms’s tumor of the kidney and to certain 
soft-tissue sarcomas. While no single designation is 
completely satisfactory, the term “mullerian mixed 
sarcoma” is suggested because it indicates the mul¬ 
lerian origin of the tumor, its mixed histological 
characteristics, and its malignant nature. 

The author reports the histories of 2 patients with 
mullerian mixed sarcoma. The first was an lS-year- 
old woman who complained of a tumor protruding 
from the vagina for 3 weeks and a blood-tinged 
vaginal discharge for 1 week. Examination showed 
a fungating, edematous, polypoid tumor arising 
from the posterior lip of the cervix and nearly filling 
the vagina. The clinical impression of mullerian 
mixed sarcoma was confirmed by biopsy. The 
tumor was removed by electrocautery through the 
vagina, after which total hysterectomy was per¬ 
formed with excision of the upper quarter of the 
vagina. The patient was well until 2 years later, 
when a hard, fixed mass was palpated in the right 
side of the pelvis. Laparotomy disclosed a mass be¬ 
tween the leaves of the right broad ligament, which 
was excised along with the tubes and the ovaries. 
It showed a protean appearance microscopically, 
the most prominent feature being large islands of 


cartilage. Other areas suggested leiomyosarcoma 
and endothelioma. The patient died 4 months later, 
or 29 months after the onset of symptoms. 

The second patient was a 16-year-old girl. Biopsy 
of a gelatinous polypoid mass arising from the an¬ 
terior cervical lip revealed mullerian mixed sar¬ 
coma. Shortly after the biopsy, a total abdominal 
hysterectomy and bilateral salpingo-oophorectomy 
were performed. No spread to the corpus, tubes, or 
ovaries was demonstrable. The patient is alive and 
well 7 years later, and gives no evidence of recur¬ 
rence. Only 5 other cases with 5-vear survival have 
been reported. 

Theories of histogenesis are discussed, with em¬ 
phasis on the capacity of mullerian-derived stroma 
to differentiate into various mesenchymal deriva¬ 
tives. Various forms of therapy, including irradia¬ 
tion, conservative surgical approaches with or with¬ 
out irradiation, and several chemotherapeutic 
agents, have generally been unsuccessful. The vast 
majority’ of patients succumb within 2 years to ex¬ 
tensive pelvic and extrapelvic spread. Early' lesions 
should be treated by radical hysterectomy’, with 
pelvic and inguinal lymph node dissection and re¬ 
moval of the upper half of the vagina. For more ad¬ 
vanced lesions, exenteration procedures must be 
considered. 

Studies in Various Strains of Staphylococcus Aureus 
in Maternity Hospitals in Helsinki, With Special 
Reference to Their Phage Patterns and Sensitivity 
to Antibiotics. I. Rantasalo. Ann. chir. et gynaec. 
Fenniae 48:449-461 (no. 4) 1959 (In English) 
[Helsinki], 

The author studied Staphylococcus aureus strains 
obtained from the milk of 495 mothers and from 
swabs taken from the pharynx and axilla of their 
children. The material was obtained on 8 wards of 
4 different maternity hospitals in Helsinki. In addi¬ 
tion, 252 pharyngeal and nasal samples taken from 
the personnel of a hospital as well as from 94 pa¬ 
tients with Staph, aureus infections were studied. 

The number of cases in which the milk of the 
mother was infected with Staph, aureus strains 
varied, from ward to ward, from 50 to 71% and was 
higher than in a previous investigation conducted 
by the author (50%). In the smallest ward, where 
there were only 1 to 3 parturients at a time, the 
number of milk samples infected with staphylococci 
was only 26%. Swabs from the pharynx and axilla 
of the infants yielded Staph, aureus strains in 23 to 
53% of the cases, while only 39% of the infants 
investigated in the previous study were affected. 
Specimens from the personnel of a maternity hos¬ 
pital yielded Staph, aureus strains in 49% of the 
cases. 

When the identified Staph, aureus strains were 
analyzed with the aid of phage typing and antibio¬ 
grams, it was noticed that certain phage patterns 
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with the same kind of sensitivity to antibiotics oc¬ 
curred in the same wards. In a maternity hospital 
where the personnel circulated from ward to ward, 
a similar phenomenon was observed in the entire 
hospital. A considerable proportion of the strains 
obtained from the staff of this hospital belonged 
also to the same type; however, the student nurses 
"'ho had not yet been working in the wards did not 
carry the characteristic strains. Of the Staph, aureus 
strains found in infants, only 35 to 48% belonged 
to the same phage-typing group as those detected 
in their mother’s milk. This demonstrates that the 
mother and the child could often have been infected 
independently. 

Staphylococci which were characterized by a 
distinctive phage pattern among healthy persons 
stationed or employed in the hospital were not 
found in the same proportion in patients with mas¬ 
titis or pemphigus, indicating a difference in the 
virulence of the strains. Strains belonging to the 
third phage group, and resistant to antibiotics, 
dominated among the types found in patients with 
inflammations. Staph, aureus strains corresponding 
to phage pattern SO have caused some cases of sepsis 
among infants during the time of this study. 

Incurable Cancer of the Breast. E. Tonkes. Nederl. 
tijdschr. geneesk. 103:2595-2598 (Dec. 19) 1959 (In 
Dutch) [Amsterdam]. 

The palliative value of various treatments is dis¬ 
cussed on the basis of observations of 21 patients 
with incurable mammary cancer. Temporary relief 
was obtained by oophorectomy in a number of 
women who had not reached the menopause. 
Adrenalectomy sometimes resulted in a further re¬ 
mission in women of this group. Hormone therapy 
was much less effective than these surgical inter¬ 
ventions in the limited number of cases analyzed by 
the author. He regards it as especially noteworthy 
that m.etastases were sometimes found in the ova¬ 
ries or adrenals removed from women with ad¬ 
vanced mammary cancer. 

Primary Carcinoma of the Vulva with Special 
Reference to Leukoplakia. M. Stening and P. Elliott. 

J. Obst. &: Gynaec. Brit. Emp. 66:897-904 (Dec.) 
1959 [London]. 

This report is based on a series of 52 patients 
with primary vulval malignancy, who were ob¬ 
served and treated at the Royal Prince Alfred Hos¬ 
pital (King George V Annex) in Sydney from 1950 
to 1957. The ages of the patients ranged from 40 to 
92 years, but more than two-thirds were between 
60 and 80. The authors comment on the predomi¬ 
nating presenting symptoms, the anatomic sites, the 
types of growths, the preexisting vulval disoideis, 
classification, node involvement, survival statistics, 
operability, and surgical mortality. They consider 
the following factors as important: 1. More than 


J.A.M.A., May iggQ 

two-thirds of the patients who had primary car¬ 
cinoma of the vulva were in the late postmeno¬ 
pausal age (between 60 and 80 years of age ). 
2. Pruritus vulvae was the most frequent presenting 
symptom (76%), the pruritus usually being of lone 
standing. 3. The anatomic site of the malignant 
lesion was the epidermis of the sexual skin in 83% 
of the patients. 4. The ulcerative form of carcinoma 
was seen clinically in 85% of the patients. 5. Histo¬ 
logically, the lesion was nearly always a well- 
differentiated squamous carcinoma. 6: The preex¬ 
isting diseases in the affected vulva were most 
frequently leukoplakia (62%) and lichen sclerosus et 
atrophicus (12%). 

The triad of pruritus, leukoplakia, and the epi¬ 
dermal type of the ulcerative form of squamous 
vulval carcinoma in the elderly patient would ap¬ 
pear to be a relatively frequent clinical entity. The 
authors feel that, if leukoplakia is regarded as an 
important link, then it is as rational to submit the 
aged person with vulval pruritus and leukoplakia 
to skin biopsy as it is to perform diagnostic curet¬ 
tage for postmenopausal bleeding. In this series of 
patients skin biopsies were usually multiple. 

Since leukoplakia appears to be the preexisting 
disease in the majority of cases of vulval carcinoma, 
it seems important to clearly define this entity. Any 
hyperkeratotic lesion of squamous epithelium,, 
which is kept moist and occluded, may give a 
whitish or opaque appearance. In the vulva, hyper¬ 
keratotic lesions giving this appearance may be due 
to lichen sclerosus et atrophicus, to lichenified skin 
which may be secondary to chronic irritation or 
mycotic lesions, or to conditions which have been 
described as leukoplakia but in which the most 
important histological feature is an atypical epi¬ 
thelium. The unquiet or atypical epithelium is re¬ 
garded as leukoplakia proper. Epithelial atypism 
shows considerable variation, from the early in¬ 
crease in activity of the basal cells of the epithelium 
and thickening and increased cellularity of the 
squamous epithelium to conspicuous penetration of 
the rete pegs onto the altered connective tissue of 
the dermis. Atypical epithelium may evolve with 
varying speed into cancer, but it may also remain 
stationary at any stage, so that the course is unpre¬ 
dictable. 

The sequence of pruritus, leukoplakia, and atypi¬ 
cal epithelium demands simple vulvectomy. In the 
further discussion of the surgical treatment, the 
authors say that they followed the technique of 
extended radical vulvectomy with regional lym- 
phadenectomy, as devised by Stanley Way. Cei tain 
modifications were introduced as the series pro¬ 
gressed. Adequate excision of the primary growth 
demanded at times excision of the anus (3 cases), 
resection of the urethra (9 cases), and wide and 
deep excision of the vaginal walls when indicate . 
There were no local recurrences in this senes. 
Special attention was paid to the postoperative 
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fixation of the urethra to obviate skin bridging over , 
the meatus and the occurrence of stress incon¬ 
tinence. 

Carcinoma of the Uterine Cervix: Interstitial Radio¬ 
active Colloidal Gold Therapy of the Lateral Pelvic 
Nodes. W. S. Baker. California Med. 92:25-30 (Jan.) 
1960 [San Francisco]. 

The author reports on the interstitial use of radio¬ 
active colloidal gold (Au ,#s ) in combination with 
radium in the therapy of cancer of the cervix. The 
isotope .is assayed and diluted to bring the volume 
to 70 cc. Half of this volume is injected transvagi- 
nallv into the parametrium on the right, and the 
other half on the left. The points of injection are 
the obturator space, the hypogastric region, and the 
iliac fossa, bilaterally. After the injection of both 
sides of the parametrium, the actual radioactivity 
is measured at the lateral pelvic wall with the help 
of an instrument called the Probitron, a specially 
designed probe scintillation counter equipped with 
a sensitive tip. 

Forty-eight patients with cancer of the cervix (40 
with stage 1 and S with stage 2 tumor) were treated 
with Au 1M to increase the intrauterine radium. At 
the time this article was written, 37 of the patients 
with stage 1 and 6 of those with stage 2 lesions u'ere 
living for periods that varied from one month to 5 
years after the treatment. The 5 patients who died 
are considered to have had lesions much more ad¬ 
vanced than the stage revealed by the pelvic ex¬ 
amination. It is doubtful that a radical operation 
would have saved them. The author believes that 
the method of interstitial introduction of Au 103 is 
proving to be an effective weapon for the successful 
control of most stage 1 and stage 2 and some latent 
stage 3 cancers of the cervix. 

PEDIATRICS 

Unilateral Kidney Disease with Hypertension in 
Children. K. Harnaes and M. Seip. Acta paediat. 
49:2S-3S (Jan.) 1960 (In English) [Uppsala, Sweden]. 

Three children, a 10-year-old girl, an 11-year-old 
boy, and a 9-year-old boy, were admitted to the 
children’s department of Rikshospitalet in Oslo, 
Norway, for the treatment of severe hypertension 
caused by unilateral kidney disease. The girl and 
the younger boy had chronic pyelonephritis with 
secondary atrophy of one kidney. The older boy 
had a narrow' segment in the right renal artery and 
an aneurysm in the renal hilus, as revealed by an 
aortogram. Nephrectomy w'as performed on the 
right kidney in the girl ■ and older boy, and on 
the left kidney in the younger boy. In the 2 boys 
the blood pressure was restored to normal after the 
nephrectomy, but in the girl additional treatment 


with 0.25 mg. of reserpine had to be given even' 
evening for 2 years to obtain a normal blood 
pressure. 

The duration of the hypertension before the sur¬ 
gical inten'ention is probably of considerable im¬ 
portance for the prognosis. The older boy had bad 
severe hypertension for at least 4 years before the 
nephrectomy was performed; yet, cases have been 
reported in the literature of cure by nephrectomy 
in patients who had had hypertension for consider¬ 
ably longer periods than this patient. Marked ret¬ 
inal changes do not exclude good postoperative re¬ 
sults. In all 3 patients the retinopathy cleared up 
after the nephrectomy, and in die girl particularly 
the retinopathy had been of severe degree. Infec¬ 
tion or diminished function of the other kidney has 
been considered a contraindication to nephrectomy. 
In the younger boy there were also signs of infec¬ 
tion in the contralateral kidney, hot it was pre¬ 
sumed that this infection could be secondary to 
that which w'as present in the atrophic kidney and 
that a favorable response to intensive antibiotic 
therapy could be hoped for. Marked reduction of 
renal function in the contralateral kidney, however, 
must be considered an absolute contraindication to 
nephrectomy. 

The necessity of obtaining an aortogram in all 
children with hypertension, the causation of which 
is not clear, is stressed. With adequate treatment, 
the prognosis of unilateral kidney disease with 
hypertension is better in children than in adults, 
but it is not always good. 

An Epidemic of Adenovirus Pneumonia. L. M. Koch 
and H. H. van Gelderen. Maandschr. kindergeneesk. 
27:402-410 (Dec.) 1959 (In Dutch) [Leiden, Nether¬ 
lands], 

The authors report observations on 27 children 
in whom virus pneumonia w'as diagnosed at the 
Children’s Clinic in Leiden during the winter of 
195S-1959. These cases occurred during a period 
when upper respiratory infections showed an epi¬ 
demic prevalence, but the pneumonia was limited 
largely to young children, all but 3 being less than 
7 years old. The diagnosis of virus pneumonia w'as 
mostly a clinical one, being based chiefly on the 
absence of leukocytosis and the failure of response 
to treatment with antibiotics. Adequate serologic- 
studies could be carried out in 14 of tire 27 children, 
and in 11 of tire 14 an adenovirus infection could be 
demonstrated by a high or a significant rise in the 
complement-fixation titer. 

The duration of the pneumonia varied greatly, 
ranging from S to 64 days, the average being 20 
days. Elevation of temperature persisted for an 
average of 9 days. Tw'elve children show’ed a remit¬ 
tent type of fever, which varied with the 24-hour 
period between 37.5 and 40 C (100 and 104 F). 
Roentgenologic exarnination-rej'ealed a lobar nroc- 
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ess in 7, a perihilar one in 6, and a disseminated 
one in 12 of the children. The pneumonia was often 
severe, and 3 of the children died. 

Nearly all the children came from families in 
which siblings and/or parents had respiratory in¬ 
fections, and many of the patients had a history of 
chronic or recurrent respiratory infections. In sev¬ 
eral children the feces contained blood, or subdin- 
ical melena existed. Postmortem examination in one 
case revealed bleeding erosions in stomach and in¬ 
testine. The authors emphasize that, although the 
adenovirus type of respiratory infection is usually 
mild, in young children it may be dangerous. 

Results of Prolonged Administration of Large Doses 
of Corticotropin (ACTH) in the Treatment of Rheu¬ 
matic Carditis During Childhood. E. Eckier, f. R. 
Bierich, I. Koch and G. Buhr. Ztschr. Kinderh. 
82:697-728 (no. 6) 1959 (In German) [Berlin], 

This paper is concerned with observations on 45 
children treated for rheumatic carditis at the Chil¬ 
dren’s Hospital in Bremen since November, 1953. 
The group included 8 very young children, 20 
ranging in age from 6 to 10 years, and 17 between 
the ages of 11 and 17. Corticotropin (ACTH) was 
used exclusively, mainly because it was more read¬ 
ily available to the authors than was cortisone. It 
proved effective experimentally and clinically, and 
one intramuscular injection daily was readily tol¬ 
erated by the children. Secondary effects were not 
more severe than with corticoids, and the authors 
were concerned with the evaluation of a uniformly 
treated group. All the children have been observed 
for at least 2 years, and some for as long as 5 years, 
since treatment. Since 1956 the clinical observations 
of the cardiac murmurs have been supplemented by 
phonocardiographic studies. This method of study 
is particularly important in view of the controversy 
about the possible disappearance of organic heart 
murmurs. The electrocardiographic examinations 
included leads from the extremities and from the 
chest wall. Laboratory examinations were con¬ 
cerned with the blood picture, erythrocyte sedimen¬ 
tation rate, venous blood culture, electrophoresis, 
and antistreptolysin titer. All degrees of severity of 
rheumatic carditis were represented among these 45 
children. 

After 1955 corticotropin was administered in the 
form of a repository preparation. The best results 
were obtained when treatment was continued with 
large doses for at least 6 weeks, or until the essential 
signs of activity of the rheumatic process had sub¬ 
sided. After that the dosage was gradually reduced, 
in accordance with the behavior of the erythrocyte 
sedimentation rate. The initial dose was usually 60 
units of corticotropin per estimated square meter of 
body surface. One injection of this dose, in the form 
of the repository preparation, produced an optimal 
corticoid level in the patient’s plasma for from 12 
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to 15 hours. The administration of this dose for sev 
era! days raised the corticosteroid level to values 
that were 2 or 3 times higher. For this reason it was 
possible to reduce the hormone dose at the end of 
several weeks to half of the initial dose, without re¬ 
ducing the therapeutic effect. With this mode of 
treatment, there were no “rebound” effects and no 
reactivations of the rheumatic process, as had been 
the case with lower doses in some of the patients 
treated when corticotropin first came into use. 

file results of treatment were most favorable in 
children who were treated early during their at¬ 
tacks of rheumatic carditis, in that their hearts were 
found to be normal at the time of discharge. A 
rather high percentage of those in whom treatment 
was begun later still had cardiac defects, and these 
defects were most severe in those in whom treat¬ 
ment had been started very late. Cardiac decom¬ 
pensation, however, persisted in none of the chil¬ 
dren. All forms of carditis responded equally. The 
secondary effects of corticotropin therapy were 
generally insignificant. After discontinuance of the 
hormone therapy, the hypophysial-adrenocortical 
system never showed deficient stress adaptation. 
Follow-up examinations, which in most children ex¬ 
tended over more than 2 years, revealed only one 
recurrence of carditis, no progress in existing car¬ 
diac lesions, and, in several cases, improvement or 
complete reversion to normal of residual defects. 

Radiographic Follow-Up in Hypertrophic Pyloric 
Stenosis (After Medical and Surgical Treatment). 
O. Steinicke and M. Roelsgaard. Acta paediat. 49:4- 
16 (Jan.) 1960 (In English) [Uppsala, Sweden], 

The authors report on 209 boys and 44 girls, all 
of whom had been treated in early infancy for 
hypertrophic pyloric stenosis in 2 hospitals in 
Copenhagen. Of the 253 children, 80 had been 
treated surgically and 173 had been treated med¬ 
ically with spasmolytics. These patients were be¬ 
tween the ages of 5 and 22 years when they under¬ 
went a roentgenograpluc follow-up examination in 
the roentgen-ray department of the Copenhagen 
County Hospital, Gentofte, Denmark, in an attempt 
to assess the conditions in their stomachs. The re¬ 
sults of roentgenography of the stomach during the 
years of childhood revealed a decreasing incidence 
of sequelae of pyloric stenosis according to such 
criteria as abrupt transition from the proximal por¬ 
tion of the antrum to the distal 1 to 3 cm. of the 
prepyloric region, persistent narrowing of this re¬ 
gion even, at maximum filling, and reduced 01 ar¬ 
rested peristalsis in this region. For the medically 
treated, the tendency to normalization seemed to 
cease about the age of puberty, after which time 
about 13% of the patients had persistent roentgeno- 
graphic changes. Since the surgical group com¬ 
prised only children up to the age of 11 years, one 
cannot decide as yet whether similar conditions 
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prevailed for the patients who were operated on. 
The results of the roentgenographic follow-up ex¬ 
amination, however, showed that die tendency to 
normalization started at an earlier age in the sur¬ 
gically treated group than in the medically treated 
group. 

A contratest group, comprised of 100 children 
with intestinal colic, was examined roentgenograph- 
ically to obtain an estimate of the prepyloric region 
among children with no history of pyloric stenosis. 
In only one of these patients were roentgenographic 
changes observed in the stomach of the type desig¬ 
nated as sequelae of hypertrophic pyloric stenosis. 
Of the 253 patients with previous hypertrophic 
pyloric stenosis, IS (7%) had roentgenographic signs 
of peptic ulcer or gastroduodenitis, a ratio which 
hardly exceeded that to be expected in a normal 
population with a similar age distribution. These 
data suggest that the abnormalities in the prepyloric 
region, designated as sequelae of hypertrophic 
pyloric stenosis, are not caused by inflammatory 
changes in the stomach. 

The results of this roentgenographic follow-up 
of children who had been treated for previous 
hypertrophic pyloric stenosis revealed a consider¬ 
ably lower incidence of sequelae of this condition 
in the acute phase than that found in a previously 
examined series of untreated patients. These find¬ 
ings stress tlie importance of early active treatment 
of hypertrophic pyloric stenosis. They also suggest 
that surgical treatment may be the method of 
choice. 

Control of Lipemia in Children with Diabetes 
Mellitus: The Role of Insulin and the Effects of a 
Diet Rich in Unsaturated Fatty Acids. H. B. Salt, 
O. H. Wolff, A. Nestadt and J. K. Lloyd. Lancet 
1:71-75 (Jan. 9) 1960 [London]. 

A study on the control of lipemia in 14 children, 
2 to 14 years of age, with diabetes mellitus of vary¬ 
ing duration is reported. In 4 previously untreated 
children, insulin therapy lowered the initially high 
values for serum triglyceride, beta-lipoprotein lipid, 
esterified fatty acid, and phospholipid to normal 
within 24 to 48 hours. In one of the patients in 
whom the serum cholesterol level was initially 
high, insulin brought it down to normal. In 4 pa¬ 
tients under established diabetic control, observa¬ 
tions of the diurnal variations of the various serum 
lipid and blood sugar levels revealed a relative 
constancy of the lipid levels in the face of consider¬ 
able variation in blood sugar. In 13 diabetic patients 
under insulin control, the effects of feeding unsat¬ 
urated fats on the serum lipid values were observed. 
Eight patients were given an emulsion of sunflower- 
seed oil; this led to a lowering of serum beta-lipo¬ 
protein lipid, esterified fatty acid, phospholipid, 
esterified cholesterol, and triglyceride concentra¬ 
tions to levels below the control levels. Five pa¬ 


tients were given a diet in which most of the usual 
(animal) fat had been replaced by corn oil. The 
isocaloric change from the control to the corn-oil 
diet led to a fall in esterified cholesterol and beta- 
lipoprotein lipid values to about 60% of the initial 
control levels, in esterified fatty acid values to 
about 75%, and in unesterified cholesterol and phos¬ 
pholipid values to about 80%. In 2 patients on corn- 
oil diet the effects of lessening the insulin dosage 
were observed. The cholesterol and phospholipid 
values remained at low levels, but the diet did not 
prevent a rise in triglyceride, esterfied fatty acid, 
and omega (chylomicron) lipid fractions. 

The authors point out that-the hyperlipemia of 
diabetes has similarities to that preceding atheroma 
in older nondiabetic subjects. It may play an im¬ 
portant part in the causation of the vascular com¬ 
plications. Hyperlipemia could be prevented by 
perfect control of the diabetic process with insulin; 
but such control, however desirable, is rarely if ever 
maintained for long periods. As an additional con¬ 
trolling measure, a diet rich in unsaturated fatty 
acids deserves a long-term trial. 

DERMATOLOGY 

X-Rays vs. Other Modalities in the Treatment of 
Acne Vulgaris: A Review of 1,265 Cases. S. C. Way. 
A. M. A. Arch. Dermat. 81:103-109 (Jan.) 1960 
[Chicago]. 

The records of 1,265 patients who complained of 
acne vulgaris were reviewed by the author from the 
standpoint of etiology and of therapeutic results. 
The records of 265 patients were discarded, since 
the duration of treatment was insufficient for evalu¬ 
ation purposes; conclusions are drawn on the re¬ 
maining 1,000 cases. The author believes that ten¬ 
sion in its various forms, although often obscured, 
is an important, underrated cause of acne. Its effect 
upon the skin is more or less indirect, as it is capa¬ 
ble of disturbing the body metabolism, including 
the endocrine balance. This importance of tension 
as a causative factor in acne is substantiated by the 
fact that patients, while on a pleasure trip, can 
often eat with impunity certain foods that have 
been known to cause exacerbations at home. Al¬ 
though 8% of the patients suffered from various 
forms of allergy, this figure represents a low normal. 
Special diets, in which offenders such as milk or its 
by-products, chocolate, oranges, nuts, grapes, and 
foods high in iodine content were eliminated, were 
helpful. 

The therapeutic results obtained in patients 
treated after 1945, especially in the group not sub¬ 
jected to irradiation, speak well for the effectiveness 
of such new modalities as the sulfonamides, anti¬ 
biotics, hormones, and steroid-containing lotions. 
Recent observations seem to indicate that the cystic 
type of acne should be studied from an allergic as 
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well as an endocrine standpoint. Evidence is lack¬ 
ing to justify the use of x-rays in the management 
of acne vulgaris, unless other methods prove in¬ 
effective. 

Griseofulvin, Clinical and Experimental Studies. 
H. M. Robinson Jr., R. C. V. Robinson, E. S. Bcre- 
ston and others. A. M. A. Arch. Dermat. 81:66-80 
(Jan.) 19 60 [Chicago]. 

A study on the effect of griseofulvin, adminis¬ 
tered orally to 53 patients with tinea capitis, to 24 
patients with onychomycosis, to 5 patients with 
tinea cruris varying in duration from 6 months to 15 
years, to 14 patients with tinea corporis, and to 18 
patients with tinea pedis due to Trichophyton ru- 
brum, T. mentagrophytes, or Epidermophyton floc- 
cosum, is reported. The authors found that a total 
daily dose of 25 mg. of griseofulvin per kilogram of 
body weight is adequate in children up to 12 years 
of age; in adults, the optimum daily dose varies 
between 750 mg. and 1 Gm. The results obtained in 
the patients with tinea capitis indicate that eradica¬ 
tion of infection may be obtained in 5 weeks in in¬ 
fections due to Microsporum audouini or M. cams. 
The criterion for cure must be a negative culture. 
In the treatment of onychomycosis, clinical im¬ 
provement first becomes apparent in fingernail 
lesions in 3 weeks and in toenail lesions in 5 to 8 
weeks. It is possible to obtain a positive culture of 
the offending organism from the distal ends of the 
nails even when growth is almost complete. All 24 
patients with onychomycosis, in whom treatment 
with griseofulvin was initiated, were still under 
therapy at the time of this report. It was estimated 
that a minimum period of 5 months of continued 
treatment will be necessary to eradicate completely 
onychomycosis in fingernail lesions and a much 
longer period will be necessary to produce a satis¬ 
factory result in toenail lesions. 

Relief of subjective symptoms was obtained in 48 
to 72 hours, regardless of the causative organism or 
the duration of the condition, in the patients with 
tinea cruris. Objective improvement began in ap¬ 
proximately one week, and involution of lesions was 
complete in from 4 to 6 weeks. It was possible to 
obtain positive cultures of the offending organism 
from each of the patients until all clinical signs had 
disappeared. In the treatment of tinea corporis, 
griseofulvin produced relief of subjective symptoms 
in from 1 to 5 days in all the patients, regardless 
of the causative organism or the duration of the 
condition. Involution of the lesions was complete, 
and cultures wei'e negative in all the patients after 
4 to 9 weeks. Relief from subjective symptoms was 
obtained within 5 to 14 days in the patients with 
tinea pedis. Clinical improvement was also noticed 
after 2 weeks of griseofulvin therapy. It was pos¬ 
sible to obtain positive cultures of the offending 
organism from all the patients until all clinical 
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signs had disappeared. Response to therapy in the 
treatment of tinea pedis is not as dramatic as i n 
tmea corporis or tinea capitis. The toxicity studies 
performed during the course of this investigation 
indicate that this is a relatively nontoxic compound 
The authors conclude that griseofulvin is effec¬ 
tive on oral administration in the treatment of 
superficial mycoses due to M, audouini, M. cam's, 
T.iubmm, T. mentagrophytes, and E. floccosum. 
Clinical and experimental studies indicate that 
griseofulvin is fungistatic rather than fungicidal in 
action. The blood levels obtained by spectrophoto- 
metric examination, with butyl acetate as an ex¬ 
tractant, are very low. Preliminary in vitro studies 
suggest that dermatophytes which are susceptible to 
the action of griseofulvin may eventually develop 
resistant strains. 

Treatment of Tinea with Fulvicin (Griseofulvin). 
M. Nierman, D. M. Cohen and M. Golden. Illinois 
M. J. 117:1-5 (Jan.) 1960 [Chicago]. 

Griseofulvin (Fulvicin), in divided and gradually 
reduced closes of 1 or 2 Gm. daily, was given to 72 
patients with tinea of the scalp, nails, or glabrous 
skin. Several patients had been afflicted for years, 
and none had responded satisfactorily to any pre¬ 
vious attempts at therapy. Treatment was continued 
from a minimum of 2 weeks in tinea capitis or tinea 
corporis to a maximum of 14 weeks in onychomy¬ 
cosis. The patients were examined at frequent in¬ 
tervals during therapy and were followed for at 
least one month after discontinuance. Fungal in¬ 
fection responded rapidly to the treatment in all 72 
patients. Therapy was continued until there was 
complete laboratory and clinical evidence of eradi¬ 
cation. The patients with Microsporum audouini 
infections of the scalp responded within an average 
of 4 weeks, and tineas of the smooth skin were 
cured within 3 to 10 weeks. In onychomycosis, 
therapy for 3 or 4 months prevented invasion of the 
newly growing nail by fungi from the previously 
infected portions. 

Two recurrences were observed among the 16 
patients with tinea capitis due to M. audouini. In 
both instances low doses of Fulvicin had been used, 
because only minimal evidence of the disease had 
been observed before therapy. One patient, aged 

5 years, appeared cured (cultures and Wood’s light 
examinations negative) after 3 weeks of treatment 
with 500 mg. of Fulvicin daily. His brother, aged 

6 years, had had more extensive involvement and 
was given 1 Gm. daily. The first child had a recur¬ 
rence one month after cessation of therapy, and 
the sibling was reinfected. Permanent cure was 
achieved in both children with resumed dosage of 
1 Gm. daily. The second recurrence was in a child, 
the youngest of 4 siblings with tinea capitis, who 
had presented a minimal case and received treat¬ 
ment for 2 weeks with 500 mg. daily. The other 
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children had received higher amounts for longer 
periods of time. The youngest child had a relapse 
after one month, reinfecting another sibling; both 
were cured when therapy was resumed at 1 Gm. 
daily. Headache was the only untoward side-effect 
observed in this series; normal physiological values 
were unaffected. 

Protection from Ultraviolet Carcinogenesis. J. M. 
Knox, A. C. Griffin and R. E. Hakin. J. Invest. 
Dermat. 34:51-5S (Jan.) 1960 [Baltimore]. 

The authors cite evidence obtained by other in¬ 
vestigators to the effect that the incidence of cancer 
in different regions of the skin is roughly propor¬ 
tionate to the amount of sunlight reaching those 
regions, and that sunlight is a major cause of skin 
cancer. In the Southwest outdoor workers receive 
large amounts of solar radiation, and skin cancer 
of both the squamous and the basal-cell type is 
quite common in such persons. Topical sun screens 
have been applied to the skin to prevent sunburn 
in swimmers, sun bathers, fishermen, etc., but have 
not been generally recommended ior protection 
from ultraviolet carcinogenesis. Various substances 
of the benzophenone family have been shown to 
be excellent sun-screening agents; therefore, a rep¬ 
resentative benzophenone, 3-benzoyl-4-hydroxy-6- 
methoxy-benzenesulfonic acid (BSA), was chosen for 
evaluation as to its ability to prevent the develop¬ 
ment of ultraviolet-induced skin cancers in albino 
mice. In selected experiments BSA was compared 
with p-aminobenzoic acid (PABA), the experiments 
demonstrating that ultraviolet carcinogenesis can 
be reduced by the topical application of BSA or 
PABA. 

These findings in experimental animals may or 
may not be applicable to man. Physicians should 
probably beg in by recommending a good sun screen 
for fair-skinned patients who are chronically ex¬ 
posed to sunlight. For once the process of ultraviolet 
carcinogenesis is initiated, it proceeds without fur¬ 
ther exposure, and damage that has already been 
done cannot be reversed. Moreover, in many per¬ 
sons it is important to prevent additional damage. 
The earlier the protective measures are instituted 
in susceptible persons, the less prone they should 
be to develop actinically induced skin cancer. 

Ecthyma Contagiosum (“OrP’). U. W. Leavell Jr. 
J. Kentucky M. A. 58:42-44 (Jan.) 1960 [Louisville]. 

Ecthyma contagiosum, or orf, is a contagious viral 
disease in sheep which may be transmitted to man. 
In sheep the disorder begins as a vesicopustular 
eruption of the mouth and genital regions. The 
lesions form a dry crust and heal in 3 or 4 weeks. 
The virus, which has been found in crusts and 
seropurulent material, is resistant to drying and 
freezing and remains viable for long periods. The 
infection occurs shortly after the lambs are put on 


pasture in the spring. A few lambs will become in¬ 
fected from dried crusts on the pasture in which the 
virus from the previous season is still viable, and 
within weeks orf will become epidemic among the 
lambs. 

The author describes the histories of 2 patients 
with orf. The first patient was a 31-year-old farmer 
with a tumor-like lesion on his temple, which had 
started as a small red spot that had spread after 
scratching. The lesion was excised, and the base 
cauterized. The area healed uneventfully, with little 
scarring, in about 2 weeks. The second patient, a 
41-year-old woman, had a lesion on her finger. It 
was excised for microscopic examination, and the 
base cauterized. The area healed in 2 weeks. The 
2 patients lived in different counties in Kentucky. 
Their farms were approximately 40 miles apart. In 
both cases there was history of exposure to lambs 
that had eruptions around their mouths. However, 
the wife and 3 children of the first patient did not 
experience any breaking out; the husband and 2 
children of the second patient had no skin trouble. 
This suggests that the disease is not very contagious 
from one human to another. 

The only significant pathological difference be¬ 
tween human and animal infection in ecthyma 
contagiosum is the more acute inflammatory infil¬ 
trate in the latter. The epidermal changes are simi¬ 
lar. In the case of the farmer, the question of 
differentiation between orf and milker’s nodules 
arose. In orf there is a history of exposure to sheep 
that have infections of the skin of the mouth and 
nonhairy areas. In milker’s nodules there is exposure 
to cows with warts on the udders. 

Antifungal Activity of Griseofulvin. R. C. V. Robin¬ 
son, H. M. Robinson Jr. and E. S. Bereston. South. 
M. J. 53:73-76 (Jan.) 1960 [Birmington, Ala.]. 

The authors report clinical, in vitro, and in vivo 
studies on the antifungal activity of orally adminis¬ 
tered griseofulvin. The sources of patient material 
included the University of Maryland Hospital out¬ 
patient department, Baltimore, and the authors’ 
private practice. The mycoses treated were tinea 
capitis, tinea corporis, tinea cruris, onychomycosis, 
and tinea pedis. All diagnoses were confirmed by 
laboratory studies. The daily oral dose in 96 chil¬ 
dren with tinea capitis was 25 mg. per kilogram of 
body weight, or a total daily dose of from 250 to 
750 mg. Normal growth of hair began in every 
child by the 3rd week and was complete at the end 
of 5 weeks. There were no therapeutic failures. 
Four children with tinea capitis due to Micro- 
sporum audouini returned with fresh lesions 1 to 3 
months after therapy was stopped. Since the loca¬ 
tions differed from those of the original lesions, 
these lesions were probably reinfections rather than 
relapses. All patients responded to second courses 
of griseofulvin. The feasibility of treating tinea 
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capitis with a single massive dose of 3 to 5 Gm. of 
griseofulvin is being investigated. Nine patients 
have been treated in this manner with successful 
results in S of them. 

The 55 patients with tinea cruris were treated 
with daily doses of I Gm. of griseofulvin, and in¬ 
volution of lesions required from 3 to 5 weeks; the 
3 patients who had recurrences after treatment was 
•stopped responded to a second course of griseoful¬ 
vin. Griseofulvin was given to 46 patients with 
tinea pedis in daily doses of 1 Gm., involution oc¬ 
curring within 8 to 10 weeks; to 49 patients with 
tinea corporis in daily doses of 1 to 1.5 Gm., involu¬ 
tion occurring within 5 to 6 weeks; and to 35 pa¬ 
tients with onychomycosis in daily doses of 1 to 
1.5 Gm., involution requiring an average period of 
6 months. 

Studies were undertaken to determine if derma¬ 
tophytes would develop resistance to griseofulvin 
in vitro. Selected organisms were exposed to in¬ 
creasing concentrations of the drug in modified 
Sabouraud’s dextrose agar. The fungi studied were 
Trichophyton mentagrophytes, T. rubrum, T. ton¬ 
surans, T. schoenlcini, Epidennophyton floecosum, 
M. audouini, and M. eanis, in strains which had not 
previously been in contact with griseofulvin. Evi¬ 
dence was obtained that these organisms apparent¬ 
ly become resistant to griseofulvin, and it is de¬ 
duced that resistance to the drug may also develop 
in vivo. There is no apparent relation of in vivo 
therapeutic response ancl in vitro sensitivity to 
griseofulvin. A total daily dose of 25 mg. per kilo¬ 
gram proved effective in the treatment of experi¬ 
mental animal infections as well as in human infec¬ 
tions. Griseofulvin could not be detected in tissues 
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animation of the chest showed large pulmonary 
metastases. The right lung did not breathe- only 
die upper half of the left lung was functioning 
The patient died of asphyxia. Autopsy was not 
permitted. 

The anatomicopathological study was made on 
the following material: (1) a hairy nevus taken 
from the right arm; (2) a piece of paehydermic skin; 
(3) nodules from the abdomen, the hands, and the 
finger tips; and (4) a melanoma. AH the lesions, re¬ 
gardless of location, were neuronevi of a classical 
histological structure. The melanoma proved to 
have its origin in malignant transformation of the 
Sehwannian symplasm and fusion of the symplasm 
with nests of superficial epithelioid cells which had 
migrated into the deep structure of the neuronevi. 
This abnormality, as well as phakomatosis, corre¬ 
sponds to the neuroeetodermoses. Owing to the 
diffuse nodular and tumoral nature of the lesions 
and to the histological features in the case reported, 
the authors suggest the term “neuronevomatosis” 
for this rare abnormality. 


UROLOGY 

Selective Sacral Neurotomy for Hunners Ulcer. 
T. H. Mason, G. L. Haines and B. W. Leversee, 
J. Neurosurg. 17:22-26 (Jan.) 1960 [Chicago]. 

The authors report on 4 women, between the ages 
of 49 and 68 years, with interstitial cystitis with 
ulceration (Hunners ulcer), who were treated by 
selective sacral neurotomy at Ellis and St. Clares 
hospitals in Schenectady, N. Y. The operation con¬ 
sisted of a midline sacral incision with reflection 


in measurable amounts by a spectrophotometer, but 
preliminary observations indicate that the speetro- 
photofluorometer is a more sensitive instrument for 
this purpose. 

Neuronevomatosis. j. M. Cid and F. P. Llobet. 
An. cir. 24:131-144 '(july-Sept.) 1959 (In Spanish] 
[Rosario, Argentina]. 

The subject of this report was a 35-year-old man 
who was born with diffuse neuronevi of the nodu¬ 
lar, tumoral, and gigantic types. The growths in¬ 
volved all the body, from the scalp to the soles of 
the feet, the palms of the hands, and the finger 
tips; only the scrotum was spared. When the pa¬ 
tient was born, he was diagnosed as a monster. 
Euthanasia was advised but refused by the family 
physician. The patient developed weak and epilep¬ 
tic. At the age of 35 the nevi were marked, and the 
nodules and tumors were very large; a tumor on 
the supraclavicular fossa, for instance, was the size 
of an adult’s head. The back from the neck to the 
gluteal region was pachydermatous, with a mela¬ 
noma on. the right shoulder. The patient complained 
of great difficulty in breathing. Roentgenologic ex- 


of the paraspinal muscles. After foraminal enlarge¬ 
ment, the posterior branch of each of the second, 
third, and fourth sacral nerves was elevated on a 
blunt hook, and the anterior division was brought 
into view. After stimulation of each anterior nerve 
with a current of 60 cycles for 6 seconds, the re¬ 
sponse was measured with a catheter in the bladder 
and an attached cystometric recording device. The 
best response was noted with stimulation of the 
third sacral nerve, and the large anterior division 
of this nerve was ligated with silver clips and 
divided on each side. The wound was closed with¬ 
out drainage, and the indwelling catheter was left 
in place for postoperative cystometric recordings. 
Lasting relief from pain and frequency of urination 
associated with interstitial cystitis with ulceration 
was obtained in 3 of the 4 patients at the 18-month 
follow-up period; these patients felt that the results 
were gratifying. Stimulation at the surgical inter¬ 
vention seemed more practical than preopeiative 
nerve blocking, which had been used by other 
workers. There were no detectable neurological 
residues from the root sections of the third sacral 
nerve, aside from change in bladder tone. 
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Problems of Lowered Alkaline Serum Phosphatase. 
G. Zinner and H. Ehrlich. Ztschr. Urol. 52:707-712 
(Dec.) 1959 (In German) [Leipzig, Germany]. 

The authors determined the alkaline serum phos¬ 
phatase level, according to the King-Armstrong 
method, in 500 patients in the urologic department 
of the Hospital Rudolfstiftung in Vienna. Of these 
patients, 129 had hypertrophy of the prostate; 21, 
carcinoma of the prostate; 3, neurogenic bladder; 
5, stricture of the urethra; 90, ureteral calculi; 40, 
renal calculi; 20, lesions of the renal parenchyma; 
S, cystopyelonephritis; 2, cystic kidneys; 8, hydro¬ 
nephrosis; 1, uremia; and 3, carcinoma of the blad¬ 
der. The remaining patients had epididymitis, 
hydrocele, prostatitis, cystitis, and papilloma of the 
bladder. Normal alkaline serum phosphatase values 
range from 7.5 to 12 units. But values as low as 3 
units were observed in patients with hypertrophy 
of the prostate and with stricture of the urethra 
(both conditions being associated with high values 
of residual urine) as well as in patients with occlu¬ 
sion of the ureter by calculi, in those with lesions 
of the renal parenchyma, and particularly in those 
with chronic pyelonephritis. The decrease in the 
alkaline serum phosphatase value may be caused 
by a damaging effect on the cells of the tubules and 
on the open border of the epithelial linings, both of 
which are carriers of the alkaline renal phosphatase. 
Contrary to these findings, an increase in the alka¬ 
line serum phosphatase value may be observed in 
patients with cardiac disease associated with liver 
damage. It may also be observed in patients with 
primary and secondary diseases of the bones, such 
as osteomalacia, osteitis fibrosa cystica, osteitis de¬ 
formans, osteosarcoma, and bone metastasis. 

Prophylactic Antimicrobial Therapy in Retropubic 
Prostatectomy. A. Marshall. Brit. J. Urol. 31:431-489 
(Dec.) 1959 [Edinburgh], 

This paper is concerned with the results of 
several investigations into the use of Sulphatriad 
(containing sulfadiazine, sulfamerazine, and sulfa- 
thiazole) and of various broad-spectrum antibiotics 
as prophylactics against infection in retropubic- 
prostatectomy. A study of blood cultures in 50 
patients after this operation had demonstrated an 
82% incidence of bacteremia in the presence of 
infected urine and a 12.8% incidence with sterile 
urine. 

Between December, 1956, and June, 1958, thera¬ 
peutic studies were made on 100 patients, in groups 
of 10, picked at random. Alternate patients were 
given a 5-day course of penicillin (300,000 units 
twice daily) and Sulphatriad (first 2 Gm. and then 
1 Gm. every 4 hours), commencing 1 or 2 days 
before operation. The other patients in this series 
received no prophylactic cover, but if any of them 
showed signs of infection, they received appropriate 
antibiotic therapy. Many of these patients had not 


been catheterized, and none had had more than 
a 6-day preliminary catheter drainage. In the au¬ 
thor’s department (Glasgow Royal Infirmary-) a 
closed system of drainage is used, but some patients 
had received open drainage elsewhere. Alternate 
patients of a group of 17 who had received prelimi¬ 
nary drainage for 7 days or longer, and who were 
considered to be grossly infected, were given either 
penicillin and Sulphatriad or only penicillin. 

Forty patients with infected urine were studied 
as a consecutive series in order to assess the pro¬ 
phylactic value of various broad-spectrum anti¬ 
biotics given after sensitivity tests. A 5-day course 
of the chosen agent was given, commencing 1 or 2 
days before operation. The agents used were strep¬ 
tomycin, Chloromycetin, and Aureomycin. Blood 
culture studies were made before operation, im¬ 
mediately after enucleation of the prostate, and 1 
and 2 hours after operation. Catheter specimens of 
urine were taken for culture immediately before 
operation. 

It was found that bacteremia occurs frequently 
after retropubic prostatectomy in patients with in¬ 
fected urine despite “routine” prophylactic therapy- 
with either Sulphatriad or streptomycin. Although 
no prophylactic cover seems necessary- in sterile 
eases, in infected eases appropriate broad-spectrum 
antibiotics used as prophylactics against postopera¬ 
tive infection give better results than the routine 
use of either Sulphatriad or streptomycin. In in¬ 
fected cases appropriate broad-spectrum antimicro¬ 
bials greatly reduce the incidence of postoperative 
bacteremia. It is of interest to note the association 
in some cases of a protracted bacteremia with very- 
severe postoperative complications and prolonged 
convalescence. The fact that appropriate prophy¬ 
lactic therapy greatly reduces the incidence of both 
protracted bacteremia and severe postoperative in¬ 
fective illness suggests that bacteremia, when pro¬ 
tracted, may be the initiating factor in such an 
illness. 

Vasoligation for Prophylactic and Therapeutic Pur¬ 
poses. F. J. Pauer. Ztschr. Urol. 52-.745-74S (Dec.) 
1959 (In Gennan) [Leipzig, Germany], 

The author reports on 727 men who were perma¬ 
nently catheterized in the urologic department of 
the District Hospital in Graz, Austria. The catheter 
acts as a foreign body, favors infection, and may- 
cause epididymitis. Of the 727 patients, 675 were, 
therefore, subjected to vasoligation, and 52 were 
not. Complications occurred in 13 (1.92%) of the 675 
patients and in 38 (73.07%) of the 52 patients. In the 
13 patients who had vasoligation, these complica¬ 
tions consisted of stump infiltrates, and the patients 
obtained a complete cure. Of the 38 patients who 
did not have vasoligation, epididymitis occurred 
with abscess formation of the epididymis in 10; this 
necessitated removal of one testis in 9 patients and 
of both testes in 1. 
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In patients with acute epididymitis, rest in lied 
and elevation of the sex organs do not achieve com¬ 
plete immobilization of the inflamed organ; relief 
of pain and regression of the epididymitis may be 
obtained only slowly by conservative treatment, 
while in some patients abscess formation and loss 
of the testes may result. These observations have 
prompted the author to perform vasoligation even 
in patients with severe acute epididymitis and in 
those with inflammation of the vas deferens. By 
this surgical intervention, further afflux of bacteria 
will be inhibited; the peristalsis and antiperistalsis 
will be abolished to a considerable degree; and, 
thus, immobilization of the inflamed organ is sup¬ 
ported. In all the patients undergoing vasoligation 
in this series, formation of an abscess was pre¬ 
vented, and the course of healing was considerably 
shortened. These are great advantages, which sug¬ 
gest that vasoligation should be employed on a 
large scale, particularly in severe cases with risk of 
formation of abscess. 


OPHTHALMOLOGY 

Congenital Vascular Veils in the Vitreous: Heredi¬ 
tary Retinoschisis. J. V. Balian and H. F. Falls. 
A. M. A. Arch. Ophth. 63:92-101 (Jan.) 1960 [Chi¬ 
cago]. 

The authors list the following as the essential 
characteristics of “congenital vascular veils in the 
vitreous”: (1) translucent veil-like membranes pro¬ 
jecting into the vitreous, carrying with them the 
retinal vasculature, which frequently exhibits ovate 
dehiscences and usually presents in the inferior 
temporal quadrant of the globe; (2) perivascular 
and intraretinal grayish opalescence, suggesting 
“reactive” or resolution gliosis; (3) macular aberra¬ 
tion, which in the early stages of the disease pre¬ 
sents retinal striae, suggesting central cystic retino¬ 
schisis, the latter being replaced by atrophic and 
pigmentary changes; (4) arborization of the periph¬ 
eral retinal vasculature, which later may be lattice¬ 
like markings of the retinal substance; (5) fluidity 
and detachment of the posterior vitreous; (6) very 
rarely, “true” retinal detachment; (7) partial ambly¬ 
opia in most affected persons, with or without 
strabismus; (8) high incidence of hypermetropia; 

(9) sex-linked recessive mode of inheritance; and 

(10) visual field defects in the form of central 
scotomas and/or peripheral suppression. 

The disorder constitutes a rare but distinct clin¬ 
ical entity. Restricted to the male sex, this intra¬ 
ocular disease .is apparently a sex-linked recessive 
trait. The authors describe the pertinent ocular 
findings of 6 afflicted members of 2 recently discov¬ 
ered families. Both families lived in southeastern 
Michigan and were of mixed Caucasian stock with 
no consanguinity. The authors also review the scant 
literature on congenital vascular veils in the vitie- 
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ous. Three additional patients belonging to the 
second pedigree are mentioned, because they ex¬ 
hibited macular degeneration alone without vas¬ 
cularized veils. The authors believe, as Jager inti¬ 
mated, that the veils are nearly always accompanied 
by macular disease, while the converse is not true. 
They feel justified in including these 3 cases in the 
report, since it is most unlikely that 2 very rare 
retinal diseases would coexist in the family, and 
also because similar macular degeneration was 
observed by other investigators. The authors give 
support to the contention that this disease of the 
retina and/or macula is hereditary retinoschisis. 

Collective Antibiotic Treatment of Trachoma: Re¬ 
port on Comparative Trials Leading to More Eco¬ 
nomic Methods of Treatment. J. Reinhards, A. 
Weber and F. Maxwell-Lyons. Bull. World Health 
Organ. 21:665-702 (no. 6) 1959 (In English) 
[Geneva]. 

With the assistance of the World Health Organ¬ 
ization, a series of comparative trials, involving 
more than 9,000 children with active trachoma, 
have been conducted in the schools of Marrakech, 
Meknes, and Tiznit, Morocco, since 1953, in order 
to assess the value of local treatment of trachoma 
with chlortetracycline and to develop simple and 
economic methods of treatment for which there was 
a pressing need. Local application of a 1% chlortet¬ 
racycline ointment 2 or 3 times daily for 60 days 
resulted in almost 80% cures under reasonably fa¬ 
vorable conditions and in nearly 100% cures after 
retreatment of patients not cured by the first 
course. Equally good results were obtained by in¬ 
termittent short-term treatment, i. e., local applica¬ 
tion of the chlortetracycline ointment twice daily 
for 3 consecutive days each month during 6 months. 
Relapse and reinfection rates were low. Collective 
mass treatment with antibiotics is clearly a valuable 
method of trachoma control. The use of intermittent 
treatment allows for a great economy both in anti¬ 
biotics and in staff and other campaign expenses 
and makes possible the wide expansion of mass 
treatment programs. 

Retinoschisis: I. Senile Type: A Clinical Report of 
107 Cases. M. Shea, C. L. Sehepens and S. R. von 
Pirquet. A. M. A. Arch. Ophth.' 63:1-9 (Jan.) 1960 
[Chicago]. 

Retinoschisis is a splitting of the retinal layers, 
which generally occurs in the outer plexiform layer. 
The authors present observations on 107 patients 
with senile retinoschisis, observed between 1946 
and 1956. The group included 58 men with a peak- 
incidence, between 50 and 60 years of age, and 
women with a peak incidence, between 60 and /0 
years of age. Since the retinoschisis was bilateral in 
most of the patients, the authors examined 178 eyes 
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with senile retinoscliisis with an indirect stereo¬ 
scopic ophthalmoscope and scleral pressure. It was 
found that retinoscliisis is not related to refractive 
error and is often asymptomatic. The lesions are 
usually of comparable extent in both eyes, and 
affect the temporal half predominantly with a pre¬ 
dilection for the lower temporal quadrant. The 
ophthalmoscopic picture of the 3 stages of retino- 
schisis is described. The visual field loss is rarely 
noticed by the patient until splitting of the retina 
has gone as far as the equator. A permanent abso¬ 
lute field defect with sharp boundaries is observed; 
it progresses very slowly and may remain static 
for years. 

The greatest danger is the development of retinal 
breaks in both layers of a retinoscliisis with the 
subsequent appearance of a retinal detachment. Of 
27 eyes which were followed for a minimum of 3 
years, 6 eyes developed new breaks in one layer of 
the retinoscliisis. In one eye, breaks subsequently 
appeared in both layers, and retinal detachment 
resulted. In 3 eyes, the retinoscliisis extended fur¬ 
ther around the periphery; in 1 eye it extended 
posteriorly from the equator, but as yet has not 
involved the macula. The patient in whom retinal 
detachment developed was the only one subjective¬ 
ly aware of the progress of his condition. Retinal 
detachment developed also in 21 other eyes wliicli 
initially showed breaks in both layers of the retina, 
- and the detachment always originated in the area 
of the retinoscliisis. The fact that retinal detach¬ 
ment developed in a total of 26 eyes with retino- 
scliisis indicates that such eyes are predisposed to 
retinoscliisis. Detachment is especially likely to oc¬ 
cur in eyes in which the retinoscliisis extends pos¬ 
teriorly to the equator. 

Retinoscliisis should be differentiated from retinal 
cyst, retinal detachment, and malignant choroidal 
melanoma. Prophylactic surgery in eyes with retino- 
schisis without retinal detachment was discontinued 
because of the poor results obtained by one of 
the authors. 

The Pathologic Anatomy of Retinoschisis with a 
Report of Two Cases Diagnosed Clinically as Malig¬ 
nant Melanoma. L. E. Zimmerman and W. H. 
Spencer. A. M. A. Arch. Ophth. 63:10-19 (Jan.) 1960 
[Chicago], 

Cystoid degeneration of the peripheral retina 
(Blessig’s cysts, Iwanoff’s retinal edema) is observed 
so commonly that it has been regarded as a normal 
consequence of growth and aging. Throughout the 
peripheral retina, particularly on the temporal side, 
there occurs a more extensive type of retinal degen¬ 
eration called retinoschisis. In this condition the 
typical Blessig-Iwanoff microcysts fuse and spread 
both circumferentially and posteriorly, splitting the 
retina in 2 leaves. The authors review the patho¬ 
logical anatomy of retinoschisis and report 2 un¬ 


usual cases which demonstrate how this condition 
may confuse the examiner and lead to unnecessary 
enucleation. 

In tlie first of these 2 cases there was no retinal 
detachment, the retinoschisis alone accounting for 
the tumor observed ophthalmoscopically. In the 
second case holes had developed in both walls of 
the split retina, and there was an associated detach¬ 
ment of the retina below the area of schisis. The 
authors believe that retinoschisis and the formation 
of discrete clear - cysts in the peripheral retina are 
related to the much more commonly observed 
mierocystoid degeneration of Blessig and Iwanoff. 
These share the following characteristics: an asso¬ 
ciation with aging; frequent occurrence on the 
temporal side; circumferential progression along 
the peripheral retina; rare posterior extension; 
and mucoid degeneration, with accumulation of 
hyaluronidase-sensitive acid mucopolysaccharide in 
the lesions. 

Neuro-Ophthalmologic Evaluation of Abducens 
Nerve Paralysis. E. C. Shrader and N. S. Schlezin- 
ger. A. M. A. Arch. Ophth. 63:84-91 (Jan.) 1960 
[Chicago]. 

The survey presented by the authors has been 
designed to show the relative frequency of the 
various causes of isolated abducens nerve paralysis 
which the ophthalmologist is likely to see. The 
patient with an isolated abducens nerve paralysis 
is an entirely different diagnostic and prognostic 
problem from the one who exhibits abducens nerve 
paralysis in association with involvement of the 
other cranial nerves concerned with the ocular 
mechanism. For this reason, each patient in this 
series was completely evaluated from both oph- 
thalmological and neurological standpoints. Pa¬ 
tients with evidence of involvement of the olfactory, 
optic, oculomotor, trochlear, trigeminal, or facial 
nerves were excluded. Thus, the findings of papil¬ 
ledema, optic or retrobulbar neuritis, visual field 
defects, extraocular muscle paralysis exclusive of 
the lateral rectus muscle, objective evidence of 
ocular or facial sensory disturbances, or defects of 
facial musculature excluded a patient from the 
survey. 

One hundred four patients with isolated acquired 
abducens nerve paralysis, which was first seen by 
the ophthalmologist, were studied primarily from 
the standpoint of etiology and prognosis. Almost 
70% of the cases concerned patients over 50 years 
of age. The cases were equally divided in sex in¬ 
cidence and in lateralization of involvement, with 5 
cases bilaterally affected. Diabetes mellitus was the 
etiological factor in 16 of the patients; multiple 
sclerosis, in 13; syphilis, in 10; neoplasm, in 7; 
neuritis, in 5; trauma, in 3; and miscellaneous 
causes, in 3 (1 case was probably due to Wernicke’s 
encephalopathy, and the other 2 to ophthalmoplegic 
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migraine). In 47 of the patients the'etiology could 
not be definitely determined, but in 22 of these 
vascular factors seemed responsible, because all 22 
had a systolic blood pressure over ISO mm. Hg and 
a diastolic pressure over 100 mm. Hg, all had evi¬ 
dence of generalized arteriosclerosis, and S had a 
cerebral vascular ictus and/or a myocardial infarc¬ 
tion prior to the present episode. 

If penicillin therapy were instituted before the 
10th week of abducens nerve paralysis in a patient 
in whom the paralysis was due to syphilis, complete 
recovery was the rule. Specific therapy resulted in 
remission in a patient with sinusitis in 16 weeks, 
in one with allergic neuritis in 2 weeks, and in one 
with Wernicke’s encephalopathy in 3 weeks. No 
case of isolated abducens nerve paralysis due to 
intracranial aneurysm could be proved in this series. 
In 10% of the cases no possible etiological factor 
was ascertainable. 


THERAPEUTICS 

Hidden Contacts with Penicillin. B. B. Siegel. Bull. 
World Health Organ. 21:703-713 (no. 6) 1959 (In 
English) [Geneva], 

The extensive literature on immediate and de¬ 
layed allergic reactions to penicillin suggests that 
this antibiotic has been the most common cause of 
drug allergy during the past decade. Patients who 
have experienced allergic reactions to penicillin 
have been warned to avoid further therapy with 
this drug. Despite attempts to follow this sound 
advice, these patients often continue to have reac¬ 
tions to penicillin as a result of unintentional and 
frequently unrecognized exposure to this antibiotic. 
The author discusses some of the main hidden 
sources of such contact with penicillin. 

The most frequent of these hidden contacts with 
penicillin is the milk of cows. After a survey made 
in the United States in 1956, 5.9% of the samples of 
milk taken away from the market were found con¬ 
taminated by penicillin in doses varying from 0.003 
to 0.55 unit per cubic centimeter. Normal persons, 
who had been sensitized with the aid of serum con¬ 
taining penicillin reagents, have shown cutaneous 
reaction after the administration of a threshold dose 
of 40 units of crystalline penicillin G by mouth and 
after intravenous administration of a threshold dose 
of 12.5 units. Based on these observations in normal 
persons, it has been estimated that the amount of 
penicillin observed in samples of contaminated milk 
is more than sufficient to elicit clinical reactions in 
patients hypersensitive to this antibiotic. It may 
also be assumed that, if such doses are capable of 
producing clinical reactions in the predisposed per¬ 
son, they are also able, after continued and frequent 
repetition, to induce sensitization in this type of 
person. 


The use of syringes which have been employed 
previously for the administration of penicillin is 
another cause of up to now unobserved antigenic- 
contacts. The case of a 29-year-old patient is de¬ 
scribed in detail. This patient had received penicil¬ 
lin intramuscularly and by mouth in the course of 
3 years preceding the administration of 25 mg. ol 
an aqueous suspension of testosterone mixed with a 
small amount of 1% procaine hydrochloride for 
menstrual irregularity. A severe generalized reac¬ 
tion, with dyspnea, wheezing, vomiting, abdominal 
pain, and syncope, occurred within a few minutes 
after the testosterone injection. A thorough investi¬ 
gation showed that the reaction, first attributed to 
the drugs injected, was caused by a syringe con¬ 
taminated with penicillin. Experimental studies 
show that it is practically impossible to destroy 
completely the antigenic principle of the antibiotic 
by boiling the syringes and that it is difficult to 
eliminate all traces of penicillin by the current pro¬ 
cedures of sterilization. It would be advisable to 
reserve special syringes and a separate sterilizer for 
penicillin injections. A more desirable solution 
would.be the employment of disposable cartridges 
in penicillin administration. 

The unintentional inhalation of penicillin-con¬ 
taminated air may induce acute symptoms in un¬ 
usually sensitive patients. Of 11 patients with an 
immediate allergic reaction to penicillin studied by 
the author, 6 handled the drug fairly regularly. 
Hence, handling of penicillin may be an occupa¬ 
tional hazard, not only by inducing epidermal 
hypersensitivity by contact but also by inducing 
constitutional hypersensitivity by inhalation, mani¬ 
fested by tightness and wheezing in the chest and 
shock. The interrogation of a patient for a history 
of allergy to penicillin should include questions on 
his previous exposure to penicillin in his present 
and past occupations. Furthermore, it would be ad¬ 
visable to warn patients known to be hypersensitive 
to penicillin to avoid those occupations in which 
inhalation of this antibiotic is likely to occur. Clin¬ 
ical and experimental observations are presented to 
show that the minimal amounts of penicillin con¬ 
tained in commercial poliomyelitis vaccine are suffi¬ 
cient to cause allergic reactions in sensitive persons. 


Vascular Headache: Its Treatment with Sublingual 
Ergotamine Tartrate. L. S. Blumenthal and M. 
Fuchs. South. M. ]. 53:47-51 (Jan.) 1960 [Birming¬ 
ham, Ala.]. 

This report is concerned with observations on 
patients with recurrent headaches, who were se¬ 
lected from a larger, previously investigated series. 
A new saliva-soluble form of ergotamine tartrate 
was to be investigated in the therapy of vascular 
headache. Studies were made on 31 patients, -0 o 
whom were considered to have migraine headaches: 
9, tension-vascular headaches; and 2, atypica aci.n 
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pain of the histamine cephalalgia type. The ma¬ 
jority were in the 20-to-40-year age group. Eighteen 
of the patients were women, and 13 were men. 
Each patient was instructed concerning the pro¬ 
cedure to follow at the first sign of headache. These 
patients were well known to tire investigators and 
had been previously treated with a variety of other 
medicaments. 

For the treatment of an acute attack, the patient 
was advised to place a tablet containing ergotamine 
tartrate under the tongue and to refrain from eating, 
drinking, talking, smoking, chewing, or swallowing 
until the tablet had entirely disintegrated. At first, 
some experimental tablets which dissolved rather 
slowly were used to determine the relative im¬ 
portance of speed in sublingual disintegration. 
Tablets would remain in the mouth for as long as 
15 and 20 minutes before dissolving. When it was 
found that rapid disintegration was essential, a new 
preparation was used, which required only 30 to 
60 seconds to disintegrate and disperse on the sub¬ 
lingual surface. At the first sign of a headache the 
patient was to take 1 tablet (containing 2 mg. of 
ergotamine tartrate) and to repeat this dose every 
15 minutes until tire headache was relieved, or until 
a maximum of 3 tablets had been used. 

Twenty-one of the 31 patients obtained complete 
relief, most of them from 2 to 4 mg. of ergotamine: 
4 more obtained partial relief, and 3 temporary re¬ 
lief. Only 3 patients failed to be relieved by the 
administration of ergotamine, and 2 of these did 
not take the full recommended dosage. Twenty-six 
patients reported no side-effects, and 5 reported 
only mild nausea. This study demonstrates that tire 
early sublingual administration of a highly soluble 
ergotamine tartrate tablet will often abort an im¬ 
pending attack of vascular headache or consider¬ 
ably reduce its intensity. 

A Pharmacodynamic Approach to the Evaluation 
of Nitrites in the Treatment of Angina Pectoris. 
I. Hirshleifer. Am. J. Cardiol. 5:66-71 (Jan.) 1960 
[New York]. 

The author subjected 60 persons, both normal 
and those with coronary sclerosis and insufficiency, 
seen in private practice and at Kings County Hos¬ 
pital Center in Brooklyn, N. Y., to examination 
with Winsor’s highly sensitive segmental plethysmo- 
graph and, in some instances, to comparative elec¬ 
trocardiographic study. The effects of 2 vasodilators, 
glyceryl trinitrate and erythrol tetranitrate, were 
recorded after a single sublingual dose and a single 
oral dose. In all the persons tested, the pneumatic 
plethysmographic cuff was applied to the ankle. 
The plethysmographic records have offered direct 
evidence that, with glyceryl trinitrate and erythrol 
tetranitrate, sublingual and oral routes are essen¬ 
tially equivalent in producing the desired thera¬ 
peutic effect. Sublingually administered glyceryl 


trinitrate tablets may take from 30 seconds to as 
long as 8 minutes to disintegrate. The more ex¬ 
tended disintegration time is particularly true for 
older age groups. Although it is now generally 
believed that the sublingual form is preferable for 
these vasodilator agents, objective appraisal indi¬ 
cates that onset, peak, and tapering-off of induced 
dilatation are ostensibly the same after sublingual 
or gastric absorption of the drugs. From a subjective 
viewpoint, however, oral therapy is more desirable, 
since a tablet held under the tongue is rather un¬ 
pleasant and imparts a continuous sensation of a 
serious need for medication. 

These observations suggest that Winsor’s seg¬ 
mental plethysmograph, by indicating volume 
changes with each cardiac pulsation, offers an op¬ 
portunity for a truly objective pharmacodynamic 
approach to the evaluation of vasodilating proper¬ 
ties of nitrites in patients with angina pectoris. 
Further investigations with this instrument, ideally 
suited to detecting effects on peripheral vascular 
beds, are currently under way. 

Maintenance Treatment of Pernicious Anemia by 
Massive Parenteral Doses of Vitamin Bj» at Inter¬ 
vals of 12 Weeks. J. D. Kinloch. Brit. M. J. 1:99-100 
(Jan. 9) 1960 [London]. 

One hundred patients, who had been fully treated 
for pernicious anemia and were under regular 
medical supervision, were kept on a 2-year mainte¬ 
nance therapy, consisting of 1,000 meg. of vitamin 
B 12 given parenterally every 12 weeks. The hemo¬ 
globin level and the red blood cell count were esti¬ 
mated at least every 12 weeks; serum vitamin Bi 2 
assays were performed in most patients with sam¬ 
ples obtained at random intervals of 1, 2, or 3 
months after the administration. The results of this 
treatment were evaluated by comparing the mean 
of the first 3 and the mean of the last 3 red blood 
cell counts and hemoglobin estimations. The levels 
considered desirable to maintain were 100% hemo¬ 
globin and 5 million erythrocytes per cubic milli¬ 
meter for men, and 90% hemoglobin and 4.5 million 
erythrocytes per cubic millimeter for women. 

Eighty-seven patients were maintained on tills 
trial therapy throughout the 2-year period and 
showed no deterioration in their red blood cell 
counts or hemoglobin values. Seventeen of the 87 
were maintained with red blood cell counts slightly 
under the desired level, and 2 required an intermit¬ 
tent administration of iron to keep up the hemo¬ 
globin values. Thirteen patients were withdrawn 
from the experimental group because of unsatis¬ 
factory red blood cell counts, although in no case 
did the count go below 4 million per cubic milli¬ 
meter. In these patients the administration of 
1,000 meg. of vitamin Bi 2 was increased to an in¬ 
jection once a month instead of every 12 weeks. 
Serum vitamin B 12 assays performed on the 87 pa- 
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tients whose maintenance condition was satisfactory 
showed that IS months after the therapy was started 
the desired levels had been maintained except in 
one patient. It is concluded that, although the ad¬ 
ministration of 1,000 meg. of vitamin Bio at 12-week 
intervals provides an adequate maintenance therapy 
for most patients with pernicious anemia, this 
dosage is inadequate for a small number of patients 
and cannot be recommended as a general routine 
procedure. 

Diethylcarbamazine Therapy in Tropical Eosino- 
philia. K. Nath and S. N. Pandeva. Brit. M. J. 1:104- 
107 (Jan. 9) 1960 [London], 

Forty-four patients with tropical eosinophilia 
were treated at the Ghandi Memorial and Associ¬ 
ated Hospitals in Lucknow, India. Most of them 
had a typical history of dry cough, breathlessness, 
and pulmonary wheeze; the physical signs varied 
and consisted of harsh breathing with crepitations 
and rhonchi and different degrees of bronchial 
spasm. Six patients had no pulmonary symptoms, 
lloentgenographic and routine fluoroscopic exam¬ 
inations showed increased striation or mottling in 
the pulmonary field in most patients. In all of them 
the eosinophil count was more than 4,000 per cubic 
millimeter. Diethylcarbamazine was given in the 
form of tablets and in daily doses of S mg. per kilo¬ 
gram of body weight. A patient was considered 
cured when all the symptoms and signs had dis¬ 
appeared completely and the absolute eosinophil 
count had been lowered to 1,000 or less per cubic 
millimeter. 

Forty patients (91%) were cured with diethyl¬ 
carbamazine. Hematological response was only par¬ 
tial in the remaining 4 patients; in one of these 
there was no marked symptomatic relief. Complete 
or partial relief was observed as early as the 4th 
day of treatment. Concomitantly with the symp¬ 
tomatic improvement there was general clearing 
of the physical signs. The eosinophil count showed 
a definite fall which started within 4 days in 24 
patients (54.5%). The duration of the therapy was 
2 weeks in 81.8% of the patients; it was only 4 
days in 1 patient, between 4 and 6 days in 3, and 
over 2 weeks in 8, including the 4 patients who 
were resistant to diethylcarbamazine therapy but 
who responded to oxophenarsine hydrochloride in¬ 
jections. 

The treatment with diethylcarbamazine was fairly 
well tolerated. A few patients complained of nausea 
and loss of appetite, and 2 suffered from vomiting. 
Diethylcarbamazine was equally effective in re¬ 
lieving extrapulmonary manifestations of tropical 
eosinophilia, such as dry pleurisy, pleurisy with 
effusion, lymphadenopathy, abdominal pain, spleno¬ 
megaly, and hepatomegaly. This treatment seems 
to be superior to the arsenic treatment, because it 
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is easily administered, has a high cure rate in a 
relatively short period of time, and causes m 
dangerous reactions. 

Treatment of Staphylococcal Septicemia with Van¬ 
comycin: Report of Thirty-Three Cases. VV. M. M. 
Kirby, D. M. Perry and A. W. Bauer. New England 
J. Med. 262:49-55 (Jan. 14) 1960 [Boston], 

Vancomycin was given to 33 patients with staphy¬ 
lococcic septicemia, who were observed over a pe¬ 
riod of 19 months (1957-1959) at King County Hos¬ 
pital and at 4 other hospitals in the area of Seattle. 
In all but one patient one or more blood cultures 
were positive for staphylococci before treatment 
was started. In the one patient whose blood cul¬ 
tures were not positive, multiple subcutaneous 
abscesses were present. Vancomycin was supplied 
as a powder in 0.5-Gm. ampuls, and 10 ml. of sterile 
distilled water was added to each ampul. This con¬ 
centrated solution was further diluted in 100 to 
200 ml. of 5% dextrose in distilled water and was 
administered as an intravenous infusion over a 
period of 20 to 30 minutes. Most patients received 
1 Gm. every 12 hours for at least a week, and in 
many the dosage was decreased to 1 Gm. daily 
thereafter. In no case was more than 2 Gm. given 
in a 24-hour period. Twenty-two of the patients 
were over 50 years of age. 

In 19 of the 33 cases, staphylococcic infections 
were acquired in the hospital by patients who had 
serious underlying diseases on admission. The 
sources of infection in these 19 cases consisted of 
aspiration pneumonia (4), wound infections (4), 
cut-down infections (10), and indwelling catheter 
(1). Most of the hospital-acquired infections oc¬ 
curred in elderly, debilitated patients, and were 
associated with major surgical procedures or 
with diseases requiring intravenous infusions 
through polyethylene catheters (cut-down infec¬ 
tions). Staphylococci isolated from 27 of the 33 
patients were resistant to 2 or more antibiotics. 
Twenty patients were cured, and a number of them 
responded well to vancomycin after they had failed 
to improve with other antibiotics to which the or¬ 
ganisms were susceptible. Six patients were im¬ 
proved by vancomycin therapy but died of under¬ 
lying disease, and 7 were classified as treatment 
failures, although most of these patients had over¬ 
whelming infections and died shortly after treat¬ 
ment was started. 

When it was possible to test staphylococci iso¬ 
lated from patients after vancomycin therapy, they 
remained susceptible to the antibiotic. The chief 
limitation in the use of vancomycin is the necessity 
of administering it intravenously. Side-effects, con¬ 
sisting of chills, fever, and rashes, occurred m a 
small percentage of patients and could usually be 
controlled by slower administration and by the ad¬ 
dition of antihistamines or steroids. 
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Neuropsychiatric Complications Following Chloro¬ 
thiazide Therapy in Patients with Hepatic Cirrho¬ 
sis: Possible Relation to Hypokalemia. A. E. Read, 
J. Laidlaw, R. M. Haslam and S. Sherlock. Clin. Sc. 
18:409-423 (no. 3) 1959 [London]. 

The orally active diuretic, chlorothiazide, when 
given to patients with liver disease who have expe¬ 
rienced hepatic precoma, is likely to cause neuro¬ 
psychiatric complications. It seemed of importance 
to ascertain whether liypopotassemia (hypokalemia) 
or some other factor was responsible for the neuro¬ 
psychiatric deterioration. The authors accordingly 
made studies on 20 patients with Laennecs cirrho¬ 
sis, 15 of whom were given chlorothiazide in a dose 
of 0.5 Gm. 4 times a day for an average of 17 days. 
Five patients were given potassium supplements 
throughout the period of treatment. 

Chlorothiazide therapy was followed by the 
neuropsychiatric changes of impending hepatic- 
coma in 7 of 15 patients with Laennecs cirrhosis 
of the liver. Six of these had a good diuretic re¬ 
sponse to the drug. The diuresis was accompanied 
by urinary potassium increase; serum potassium 
values fell; and the alkali reserve and blood pH 
rose. Patients showing neuropsychiatric changes 
had a rise in arterial blood ammonium values. The 
onset of hepatic precoma was marked by a gross 
slowing of the frequency of rhythmic activity in 
the electroencephalogram (EEG). Slight slowing 
was also noted in those who did not show clinical 
evidence of neuropsychiatric deterioration and in 
2 subjects without liver disease. 

Potassium supplements resulted in a return of 
the EEG toward normal and in clinical improve¬ 
ment even though chlorothiazide was continued. 
In 2 patients potassium supplements given with 
chlorothiazide prevented the development of neuro¬ 
psychiatric changes. In a third patient the supple¬ 
ments were insufficient to prevent the serum 
potassium level from falling, and hepatic precoma 
developed. Potassium depletion induced by diet 
and exchange resins was followed by neuropsy¬ 
chiatric deterioration in 3 patients with cirrhosis. 
Hepatic coma developing after chlorothiazide ther¬ 
apy is related to potassium deficiency and its 
accompanying extracellular alkalosis. 

In Vitro Activity of 1600 F.I. on 123 Strains of 
Staphylococcus Pyogenes Resistant to Various Anti¬ 
biotics. P. Cocchi. Riv. clin. pediat. 64:257-263 (Oct.) 
1959 (In Italian) [Florence, Italy]. 

A new Italian antibiotic preparation, isolated 
from a strain of Streptomyces organisms and mar¬ 
keted under the name of 1600 F.I., was tested 
by the author on 123 strains of Staphylococcus 
pyogenes. These strains, which had been obtained 
from human pathological tissue or nasal mucosa 
of healthy persons, were resistant to different types 
of antibiotics. Seventy-six strains were resistant to 


one of the following antibiotics: penicillin, erythro¬ 
mycin, tetracycline, oleandomycin, novobiocin, or 
1600 F.I.; 33 strains were simultaneously resistant 
to various combinations of 2 antibiotics, 9 strains 
to 3 antibiotics, 4 strains to 4 antibiotics, and 1 
strain to 5 antibiotics. None of the strains were 
simultaneously resistant to all 6 antibiotics. Resist¬ 
ance to penicillin was observed in 70% of the in¬ 
stances, to erythromycin in 14%, to tetracycline in 
30%, to oleandomycin in 8%, to novobiocin in 17%, 
and to 1600 F.I. in 4%. The most active concentra¬ 
tion of 1600 F.I. in vitro on various strains of 
staphylococci varied from 2 to 8 meg. per cubic 
centimeter. The new antibiotic 1600 F.I. has thus 
proved to be an effective drug against many staphy¬ 
lococcic infections, including some that are resist¬ 
ant to other antibiotics. 

Ventricular Fibrillation During and After Coronary 
Artery Occlusion: Incidence and Protection Af¬ 
forded by Various Drugs. S. E. Stephenson Jr., 
R. K. Cole, T. F. Parrish and others. Am. J. Cardiol. 
5-.77-S7 (Jan.) 1960 [New York]. 

The authors studied the incidence of ventricular 
fibrillation during and after temporary experimental 
occlusion of the left anterior descending coronary- 
artery, or its branches, in 351 dogs. A standardized 
procedure of 30-minute temporary occlusion of 
this artery was employed in 330 of these dogs. There 
was usually a critical period, after 12 and up to 15 
minutes, of ischemia, which was characterized by 
a tendency to arrhythmia, such as extrasystoles, 
singly or in runs, ventricular tachycardia, or both 
extrasystoles and tachycardia, if not a fatal ventricu¬ 
lar fibrillation. Several instances of transient ven¬ 
tricular fibrillation were observed. Of 239 animals 
surviving 30 minutes of occlusion, ventricular fibril¬ 
lation occurred in 169 (71%) immediately after 
release of the artery, while fibrillation developed 
in only 91 (2S%) of the 330 animals during the 
occlusion. The reestablishment of blood flow to an 
area of the myocardium made ischemic for 30 
minutes by occlusion of the anterior descending 
coronary artery is more likely to precipitate ven¬ 
tricular fibrillation than is the period of ischemia 
itself. 

A variety of drugs were tested in 324 dogs to 
determine their protective action against the de¬ 
velopment of ventricular fibrillation during occlu¬ 
sion and after release of the ligature. Quinidine was 
the most effective drug in affording protection from 
ventricular arrythmia, which occurred in only 3 
(7%) of 41 dogs during occlusion and in 18 (47%) 
of 38 dogs after occlusion. Procaine, procaine amide, 
and hydralazine (Apresoline) offered good protec¬ 
tion during the ischemic period. 

A reduced incidence of ventricular fibrillation 
on reopening the ligature also resulted from the 
administration of hydralazine in 11 (44%) of 25 dogs, 
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unci Rom the administration of phentohunine 
(Regitine) in 7 (37%) of 19 dogs. Of the other drugs 
tested, only one, Pendiomid, showed significant 
protection (an incidence of 52%). Paveril, adenosine- 
triphosphate, tolazoline (Priscoline), Trasentine, 
and lidocaine (Xylocaine) were of little value under 
the conditions of this study. Systemic arterial pres- 
arrhythmia. Electrical countershock accomplished 
cardiac resuscitation in 75% of the fibrillating dogs. 
From these experiments, quinidine appears to be 
the drug of choice in the prophylaxis of fatal veil- 
sures did not predict the onset of ventricular 
tricular arrhythmias. 


PATHOLOGY 

Intracranial Involvement from Carcinoma of the 
Lung. B. Halpert, E. E. Erickson and W. S. Fields. 
A. M. A. Arch. Path. 69:93-103 (Jan.) 1960 [Chicago]. 

The authors examined the clinical histories and 
autopsy records of 3,000 male patients who died in 
the Veterans Administration Hospital in Houston, 
Texas, between 1949 and 1958. Carcinoma of the 
lung was observed in 363 of these patients. After 
the brain had been examined in 338 of the 363 
patients, intracranial metastatic involvement was 
recorded in 129 instances, comprising 38.1% of the 
brains examined. Of the 338 patients, 75 were 50 
years of age or younger, and 263 were over 50. In¬ 
volvement of the brain occurred in 41 (54.6%) of 
the 75 patients, and in SS (33. 4%) of the 263 pa¬ 
tients. Accordingly, carcinoma of the lung involved 
the brain more frequently before the age of 50, 
and significantly less often after the age of 50. 
The cell type appeared to bear no significant rela¬ 
tionship to intracranial metastasis, except that 
columnar-cell carcinomas metastasizing to the brain 
were relatively high and that more than 50% of the 
carcinomas involving the hypophysis were the 
reserve-cell type. 

Among the 129 patients with intracranial metasta¬ 
sis, 30 (about 25%) had clinical signs and symptoms 
of intracranial involvement as the presenting com¬ 
plaint. In 51 additional patients, clinical manifesta¬ 
tions of involvement of the central nervous system 
were recognized in the course of their illness. The 
condition of most of the remaining 48 patients went 
“rapidly downhill,” and they died with no localizing 
symptoms recorded. 

Serum Cholesterol Levels in Human Atherosclero¬ 
sis. J. C. Paterson, L. Dyer and E. C. Armstrong. 
Canad. M. A. J. 82:6-11 (Jan. 2) 1960 [Toronto]. 

Serum cholesterol determinations have been car¬ 
ried out at least once a year on 800 ambulatory 
patients who were permanently confined to hospital 
with atherosclerosis. These determinations were 
begun in 1953, and by April, 1959, there were 191 
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fatalities in the series. Autopsy was performed on 
these patients, and the severity of the atheroscle¬ 
rosis was estimated in the abdominal aorta and in 
the coronary, cerebral, and femoral arteries by 
means of 6 different criteria: crude morphologic 
grading; measurement of the thickness of the larg¬ 
est plaque; and determinations of the total lipid 
content, lipid concentration, total calcium content, 
and calcium concentration. The mean ante-mortem 
serum cholesterol level for each patient was then 
compared with the severity of the disease in his 
arteries and with the presence or absence of those 
complications of atherosclerosis that can be de¬ 
tected at autopsy. 

An adequate number of cases for statistical analy¬ 
sis were available only for those patients in the 7th, 
8th, and 9th decades. The results lent little support 
to the contention that the severity of atherosclerosis 
is related to the level of serum cholesterol, except 
perhaps when this level exceeds 300 mg. per 100 cc. 
In 58 patients in the age group from 60 to 69 years, 
significant relationships between the level of serum 
cholesterol and the severity of atherosclerosis were 
found only once in 40 statistical analyses. The com¬ 
plications of atherosclerosis were just as frequent 
in patients with low serum cholesterol levels (150- 
199 mg. per 100 cc.) as in those with moderately 
high levels (250-299 mg. per 100 cc.). 

Neurofibromatosis (Recklinghausen's Disease) and 
Pheochromocytoma. G. G. Scblegel. Schweiz, med. 
Wchnschr. 90:31-39 (Jan. 9) 1960 (In German) 
[Basel, Switzerland]. 

Of 25,274 autopsies performed at the pathological 
institute of the University in Zurich, Switzerland, 
between 1945 and 1958, a pathological diagnosis of 
neurofibromatosis (Recklinghausen's disease) was 
established in 13 cases (0,5 per 1,000), of pheo¬ 
chromocytoma in 23 cases (0.9 per 1,000), and 
of combined neurofibromatosis and pheocbromocy- 
toma in 2 cases (0.08 per 1,000). The evaluation 
of the data reveals a statistically significant in¬ 
creased incidence of neurofibromatosis combined 
with pheochromocytoma. The first of the 2 cases of 
combined neurofibromatosis and pheochromocy- 
toma occurred in a 47-year-old woman who was a 
foundling and who from childhood had shown the 
typical aspect of the cutaneous form of neurofibro¬ 
matosis. During the last years of her life she had 
complained of headache and repeated attacks of 
pain in the right epigastric region. Found uncon¬ 
scious, she was admitted to hospital as an emer¬ 
gency, with a blood pressure of 240/150 mm. Hg. 
Death occurred 4 hours later. Autopsy revealed an 
encephalorxhagia into the left corpus striatum, with 
perforation of the ventricle, and a pheochromocy¬ 
toma, the size of a fist, of the left adrenal. The 
pheochromocytoma was the cause of the blood 
pressure crisis and of the fatal encephalorrhagia. 
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The second case was that of a 54-year-old man 
who from childhood showed the typical cutaneous 
neurofibromatosis, a distal defect of the shaft of the 
left tibia and fibula with formation of pseudarthro- 
sis, and a high degree of bilateral weakness of 
vision. He also complained of headache for the past 
10 years, and in the last year had had attacks of 
abdominal cramps and unconsciousness. He was 
found unconscious with a right-sided hemiplegia 
and, on admission to hospital, had a blood pressure 
of 220/110 mm. Hg; he died shortly after the ad¬ 
mission. Autopsy revealed an encephalorrhagia into 
the left basal ganglions, with perforation into the 
left lateral ventricle, generalized neurofibromatosis 
with formation of nodules and cutaneous pigment 
spots, a glioma in the optic chiasm, and a neuro¬ 
fibroma in the shaft of the left tibia; as typical, 
additional findings, there were a pseudarthrosis of 
the left leg and an apple-sized pheochromoeytoma 
of the left adrenal. 

Pheochromoeytoma is a rather rare, but ne\er- 
theless highly typical, accessory finding in patients 
with neurofibromatosis. Forty-five cases ot com¬ 
bined neurofibromatosis and pheochromoeytoma 
were collected from the literature. The syptoina- 
tology of pheochromoeytoma is not changed by the 
combined occurrence with neurofibromatosis. The 
prognosis, as a rule, depends on the pheochromo- 
cytoma. 

Open Lung Biopsy for Diffuse Pulmonary Lesions. 
L. J. Grant and S. A. Trivedi. Brit. M. J. 1:17-21 
(Jan. 2) 1960 [London]. 

A series of 26 biopsies of the lung by thoracotomy 
is presented, general anesthesia being employed in 
all cases. The site of the incision was planned ac¬ 
cording to the maximal radiologic distribution of 
the pulmonary lesions. In earlier cases a routine 
thoracotomy incision was used, with or without 
removing a rib. in later cases it was found that a 
small anterolateral incision, usually about 6 to S in. 
(15 to 20 cm.) long, could be employed, with the 
possibility of extending it if desirable. The chest 
was opened through the rib bed without removing 
a rib; the lung was inspected and palpated, to¬ 
gether with hilar and mediastinal lymph nodes; 
and a suitable node was removed for histological 
section. A portion of the lung, approximately 2 by 
3 by 5 cm., showing most disease, was excised be¬ 
tween 2 clamps. The lung was sutured in 2 layers 
by means of deep mattress and of superficial con¬ 
tinuous chromic absorbable (catgut) sutures. After 
the insertion of antibiotics, the chest incision was 
closed, an intercostal drain being left for 24 to 
28 hours. 

There was no operative mortality in this series. 
In the majority of the patients there were no com¬ 
plications, the postoperative course being satis¬ 
factory. Only 2 patients developed minimal pyrexia, 


and one bad a small pleural effusion which needed 
aspiration 3 days after removing the tube. In only 
2 cases were the complications more serious. One 
patient, suffering from a honeycomb lung due to 
eosinophilic granuloma, developed a spontaneous 
pneumothorax on the contralateral side on the third 
postoperative day. The other patient developed a 
subacute intestinal obstruction on the 17th post¬ 
operative day, which responded well to conserva¬ 
tive treatment. Histological findings were indefinite 
in 2 cases only; in one of these, however, they were 
sufficient to make the preoperative diagnosis im¬ 
probable. In the remaining 24 patients the histo¬ 
logical diagnosis was made, but in about one-quarter 
of them the etiology remained obscure. 

Rupture of the Heart in Myocardial Infarction: 
Clinical and Pathologic Observations. L. H. Sigler. 
Am. J. Cardiol. 5:14-23 (Jan.) 1960 [Ne%v York], 

The author reports on 5 women, between the 
ages of 56 and 76 years, and on 3 men, between 
the ages of 47 and 71 years, with myocardial in¬ 
farction, in whom cardiac rupture was observed 
at the Adelphi Hospital in Brooklyn, N. Y. A review 
of the literature revealed an incidence of rupture 
of the heart, ranging from 7.11 to 10.5% among 
patients with myocardial infarction. The condition, 
however, appears to occur more often than the 
literature would indicate. The 8 patients died, and 
autopsy was performed on all. It revealed that 
cardiac rupture affected an area of the heart in 
which fresh myocardial damage was present, but 
never an area of organized infarction. In most of 
the patients it occurred in the free wall of the left 
ventricle, mainly in the anterolateral region close 
to the apex. It may involve portions of tire lower 
interventricular septum, in occasional cases it may 
affect the interventricular septum alone, and rarely 
it may be confined to the papillary muscle. 

The mechanism of rupture of the heart in patients 
with myocardial infarction is not fully understood. 
The pathological and clinical findings in the 8 pa¬ 
tients and in those reported on by other workers 
suggest that several factors participate, such as 
preexisting and coexisting hypertension with its 
strain on the heart; hypertrophy of the myocardial 
fibers; the female sex in whom hypertension is more 
frequent; tire older age groups in which the normal 
histological structure of the myocardium is altered; 
an early age of the infarct; the effect of leukocytic 
infiltration with its local enzymatic destructive 
effect on the myocardium; and the location of die 
coronary occlusion usually in the anterior descend¬ 
ing branch of the left coronary artery. The most 
important direct cause appears to be an aneurysmal- 
like expansion of the devitalized myocardium in 
the area of infarction during systole, which pro¬ 
duces a suction effect on the blood in that area. 
This probably causes overdistention and rupture 
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o£ the arterioluminal and arteriosinusoidal vessels 
with dissection of blood through the myocardium. 
Pressure exerted by contraction of the adjacent 
normal heart muscle on the devitalized area also 
causes tearing of the diseased myocardial tissue. 

Because rupture of the heart is rapidly fatal, 
recognition of its possible occurrence should be 
attempted before it happens. The diagnosis of rup¬ 
ture of the free wall of the heart during life is hard 
to make, but in perforation of the interventricular 
septum the diagnosis is relatively easy to establish. 
Treatment of the condition when affecting the 
free wall should, therefore, be prophylactic. The 
condition must be borne in mind in any case of 
myocardial infarction, especially when there is pre¬ 
existing and coexisting hypertension, in the older 
age group and in women. Careful management of 
the acute phase of infarction is to be instituted. In 
perforation of the interventricular septum, treat¬ 
ment should be symptomatic and directed toward 
heart failure. 

Presence of a Tumor Inhibitory Principle in Livers. 
P. A. Herbnt and W. PI. Kraemer. Am. J. Path. 
36:105-111 (Jan.) 1960 [Ann Arbor, Mich.]. 


aspect of generalized cytomegalic inclusion disease. 
With the aid of Heidenhain’s iron hematoxylin 
stain, the nuclear inclusions showed a dark blue to 
black color. Since hematoxylin is a basic stain, it 
may follow that the nuclear inclusions are baso¬ 
philic, while other workers have described them as 
acidophilic. The fact should be emphasized, how¬ 
ever, that acidophilia or basophilia is no specific 
property of the nuclear inclusions, the affinity of 
which for acid or basic dyes rather depends on the 
pH of the iron solution used. 

The authors insist on the great diagnostic diffi¬ 
culties in the identification of cytomegalic-cell ele¬ 
ments. They caution against the results of examina¬ 
tions of organic fluids performed in laboratories 
located at a great distance from the place where 
the patient sojourns, because the examination must 
be performed on fresh specimens. Furthermore, a 
close collaboration between the hospital and the 
laboratory is indispensable in order to succeed in 
the attempt of detecting a pathological entity which 
is still as ill-defined as the cytomegalic inclusion 
disease, and to reach a more accurate concept of its 
legitimate place in the classification of diseases. 


In earlier studies tire authors had established the 
presence of a tumor inhibiting principle in the 
serum of some animal species. In this paper they 
describe tests on the tumor inhibitory activity 
against Gardner lymphosarcoma 6C y HED of ex¬ 
tracts of livers of several species of animals. The 
Gardner lymphosarcoma 6C :i HED was carried sub¬ 
cutaneously by C;,H mice, and the liver extracts 
were prepared with isotonic sodium chloride so¬ 
lution. Complete regression of growth was ob¬ 
tained with extract of guinea pig liver; marked 
but incomplete retardation of growth was induced 
by extracts of sheep, hog, and rabbit livers; slight 
and inconsistent retardation was demonstrated with 
extracts of horse and bovine livers; and no retarda¬ 
tion was shown with extracts of 2 human livers. 
Electrophoretic patterns of each of the extracts 
showed little or no albumin and an abundance of 
globulin. It is thought that the differences in results 
obtained with the liver extracts of the various ani¬ 
mal species may be due to limitation of dosage and 
perhaps to age of the host supplying the liver. 
These factors are now being investigated. 


Cytodiagnosis of Generalized Cytomegalic Inclu¬ 
sion Disease Made in Patients During Life. M. De 
Groodt and M. Sebruyns. Rev. frang. etud. clin. et 
biol. 4:996-1001 (Dec.) 1959 (In French) [Pans]. 

The authors describe in detail the laboratory 
technique used in the Institute of Histology of the 
University in Ghent, Belgium, for the detection ot 
cytomegalic inclusion bodies in the mine, the saliva 
produced by the parotid gland, and the gastric 
juice obtained from children with the clinical 


Acute Necrotizing Glomerulitis: The Clinical Fea¬ 
tures and Pathology in Nine Cases. D. Bialestock 
and J. D. Tange. Australasian Ann. Med. 8:281-289 
(Nov.) 1959 [Sydney, Australia]. 


The authors report on 9 patients with glomerular 
necrosis which led to oliguria or anuria, and to 
death in uremia. In 4 patients the glomerular lesion 
was associated with pulmonary hemorrhage. None 
was hypertensive; none had edema. These 4 patients 
suffered from terminal oliguria or anuria, and 2 also 
had hematuria. The signs of renal involvement ap¬ 
peared 10 days, 2 weeks, 7 weeks, and 7 months, 
respectively, after the onset of the pulmonary 
lesions. The duration of the illness in the remaining 


5 patients varied between 1 and 4 weeks. The onset 
of the glomerular lesion was marked by vomiting 
and oliguria, progressing to anuria in 3 patients 
(one also had hematuria). Painless hematuria was 
the first symptom in the 4th patient and was fol¬ 
lowed 3 weeks later by anuria. The 5th patient was 
hospitalized with a respiratory infection and died 
the following day. 

The kidneys of the 9 patients were comparatively 
normal in size, although swollen and showing points 
of hemorrhage throughout the cortex. On micro¬ 
scopic examination the glomeruli appeared dam¬ 
aged, with varying degrees of necrosis. The stiiking 
feature was die replacement of the whole, or the 
treater portion, of the tuft by deeply eosinophilic, 
amorphous material containing a small number oi 
pyknotic nuclei and arranged in contiguous or con¬ 
fluent masses. Except for pulmonary hemorrhage 
in some patients, there were no lesions m other 
organs. The pathological process in tins study shows 
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affinities to both proliferative glomerulonephritis 
and polyarteritis nodosa, but its exact nature re¬ 
mains to be determined. 

Clinical and Histomorphologic Considerations in 
230 Patients with Mammary Secretion. U. Veronesi, 
R. Bianco and F. Bellini. Tumori 45:751-782 (Nov.- 
Dee.) 1959 (In Italian) [Milan, Italy]. 

The cases of 230 patients with mammary secre¬ 
tion observed at the Cancer Institute of Milan from 
1928 to 1958 are reported. In 96 of the 230 patients 
the secretion was due to mammary carcinoma, in 
5S to fibrocystic mastopathy, in 33 to papillomato¬ 
sis, and in 25 to various other conditions. No histo¬ 
logical examination was made in IS cases. One 
hundred eighty-seven patients (81 %) presented san¬ 
guineous secretion; 37 (1675>), serous secretion; and 
6 (3%), other types of secretion. The sanguineous 
secretion was found more frequently in patients 
with carcinoma (97%) than in those with papillo¬ 
matosis (76%) or fibrocystic mastopathy (67%). A 
palpable mass was present in the mammary gland 
of 145 patients; 85 patients presented no palpable 
mass. Exploratory operation revealed a carcinoma, 
mainly intraductal, in 17 patients. Comparing the 
data obtained from this study with those on 4,675 
patients with carcinoma, fibrocystic mastopathy, or 
ductal papillomatosis observed at the Cancer Insti¬ 
tute of Milan during the past 30 years, tire authors 
point out that mammary secretion is a rare symp¬ 
tom among patients with mammary carcinoma (96 
out of 4,000 cases, or 2.4%), is less rare among pa¬ 
tients with fibrocystic mastopathy (56 out of 605 
cases, or (9.6%), and is very frequent among patients 
with ductal papillomatosis (33 out of 70 cases, or 
47%). 

Experimental Silicosis: The Inhibitory Effect of 
Iron. P. Gross, M. L. Westrick and J. M. McNerney. 
Dis. Chest 37:35-41 (Jan.) 1960 [Chicago], 

Silicosis was induced in rats and guinea pigs by 
iron-contaminated silica. One group of rats was 
injected intratracheally with 1 cc. of quartz dust 
containing 8 to 9% iron; another group was in¬ 
jected with iron-free quartz. Some animals died 
immediately or within 24 hours; others died at 
various times from intercurrent diseases. Pairs of 
animals were killed for sampling at various inter¬ 
vals up to 16 months after the injection. Guinea 
pigs were exposed to the iron-contaminated quartz 
dust in an inhalation chamber for 6 hours a day, 
5 days a week, during one year, under a dust con¬ 
centration which averaged 44 mg. per cubic meter. 
Animals were killed at various intervals for sam¬ 
pling. The lungs of all the animals were inflated 
with Formalin at a pressure of 10 cm. of water, and 
paraffin sections were prepared for microscopic 
study. 


Iron was found closely associated with silica in 
rats’ lungs during the initial period after the injec¬ 
tion. Three months later the lungs contained scat¬ 
tered cellular aggregates or small nodules, with no 
indication of collagen formation. The nodules varied 
in color and had a small content of iron, together 
with a high content of silica, showing the dissocia¬ 
tion of the 2 substances. Nodules found in the rats 
injected with iron-free silica at one month were of 
the same size or.larger than those found 3 or 4 
months after the injection in the rats injected with 
iron-contaminated silica. At 6 months after the in¬ 
jection the nodules in the control animals showed 
a moderate collagen content, while those in rats 
injected with iron-contaminated silica contained 
little or no collagen. The essential difference be¬ 
tween the 2 groups at ll-to-16-month intervals was 
that the control group had a greater number of 
nodules and larger masses of confluent nodulations 
than the experimental group. 

In the guinea pigs not on!)' the collagenization 
of nodules was inhibited, as in the rats, but also 
the formation of silicotic nodules was prevented 
by the contaminating iron. Although the iron had 
disappeared from regions where collagen had de¬ 
veloped, there were other foci in which a manifest 
inhibition of collagen formation had taken place, in 
spite of the presence of abundant iron-free silica 
in those regions. This apparent inhibition of fibrosis 
in the absence of iron contradicts Gardner’s premise 
(applied to aluminum) that the inhibiting substance, 
to be effective, must occupy the same cell as the 
quartz particle which it inhibits. 

The Production of Fat Embolism in Rabbits by 
Feeding High Fat Meals. R. L. Swank, W. Blins- 
man and P. Sloop. Surg. Gynec. & Obst. 110:9-13 
(Jan.) 1960 [Chicago]. 

The effects of fat accumulation in the vascular 
system as related to nutritional conditions were 
studied on 82 rabbits, of which 66 were fed cream 
and 16 were fed vegetable oil by stomach intuba¬ 
tion. The dose of fat or oil ranged from 0.5 to 8 Gm. 
per kilogram of body weight, the largest feeding 
containing a lipid concentration of 36%. Electro¬ 
cardiographic and electroencephalographie data, 
lipid, lipoprotein, and blood urea nitrogen determi¬ 
nations, and recordings of pathological changes in 
the tissues were obtained after the feeding. Death 
occurred in 43% of the animals that received 6.5 
Gm. and in 57% of those that received 8 Gm. of 
cream or oil per kilogram of body weight. The 
period between the feeding and death varied be¬ 
tween 20 and 34 hours, during which the animals 
became quiet and progressively weaker, with sub¬ 
sequent cyanosis, dyspnea, stupor, and, in some 
cases, convulsion. 

Electroencephalograms and electrocardiograms 
were obtained for 30 rabbits which bad received 
cream and for 4 which had received safflower oil. 
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Tmpoi tant electroencephalographic changes were 
observed in 9 of the 16 animals that were fed 8 Gm., 
in 1 of the 14 that were fed 2 Gm., and in 1 of the' 

4 that were fed 0.5 Gm. of fat per kilogram of body 
weight. The 4 rabbits that were fed safflower oil 
had a normal electroencephalogram. The electro¬ 
cardiogram was abnormal in 8 of the 16 rabbits fed 

5 Gm., in 3 of the 6 fed 4 Gin., in 4 of the 8 fed 
2 Gm., and in 1 of the 4 fed 0.5 Gm. of fat or oil 
per kilogram of body weight. 

Electrophoretic studies showed that lipoprotein 
values had increased considerably 24 hours after 
the fat feeding. Microscopic fat globules were dem¬ 
onstrated by dark-field illumination in the urine 
from a number of rabbits. The blood urea nitrogen 
value reached 30 mg. per 100 cc. in 4 of the 8 ani¬ 
mals for which this determination was made. Fat 
emboli were demonstrated intravascularly, with 
multiple emboli observed as early as 6 hours, and 
as long as 96 hours, after the feeding. Visible pul¬ 
monary emboli were most numerous after the tube 
feeding of 2 and 4 Gm. of lipid per kilogram of 
body weight, and were least numerous after the 
feeding of 6.5 and 8 Gm. Fatty infiltration of the 
liver was observed in only 3 animals, and fatty 
degeneration of the heart muscles in 8. 

The authors’ interpretation is that fat emboli are 
a critical factor in slowing down the circulation 
only after larger fat meals, in excess of 4 Gm. of 
lipid per kilogram of body weight. This circulatory 
disturbance is due to hypoxia of the tissues. The 
filtering capacity of the capillaries is exceeded, and 
the fat emboli penetrate the general circulation, 
resulting in shock from multiple microembolism of 
the brain, kings, and heart.' 

RADIOLOGY 

Recurrent Seminoma: The Management of Late 
Metastasis, Recurrence, or a Second Primary Tu¬ 
mor. M. Friedman and M. C. Purkayastha. Am. }. 
Roentgenol. 83:25-42 (Jan.) 1960 [Springfield, Ill.] 

The authors report on 24 patients who were 
treated during the past 14 years for recurrent 
seminoma of the testis. Recurrence of the tumor 
in these patients occurred several months or years 
after the initial surgical and irradiation treatment 
had been completed. Results of the studies of fail¬ 
ure in this series prompted the authors to revise 
and amplify the technique of treatment in patients 
with seminoma of the testis, the proper application 
of which should result in a 5-year arrest rate ex¬ 
ceeding 90%. 

Survey of the results of this study showed that 
prognosis for recurrent seminomas is highly favoi- 
able. Of 18 patients in this series who were treated 
and who survived for 5 years after the first lecui- 
rence, the condition was arrested in 10; of 14 pa¬ 
tients who were treated and who survived foi 10 


years after the first recurrence, the condition was 
airested in 7. Of 20 patients who were treated and 
who survived for 5 years after orchiectomy t] )e 
condition was arrested in 14; Of 17 patients who 
were treated and who survived for 10 years after 
orchiectomy, the condition was arrested in 9. When 
the metastasis, the recurrence, or the second pri¬ 
mary tumor was the only late manifestation, the 
prognosis was excellent (7 of 10 patients survived 
5 years); when it was the first of many recurrences, 
only 3 of 8 patients survived for 5 years. Arrest of 
the disease has been achieved in 3 of 9 patients 
with late metastasis to the left supraclavicular 
lymph nodes. When an apparently pure seminoma 
metastasizes to a supraclavicular lymph node, a 
larger irradiation dose is required but needs not 
exceed 2,000 r; an irradiation dose of 3,000 r is 
sufficient if the tumor is more malignant. 

The treatment of 3 of 4 patients with late 
mediastinal metastasis, who received irradiation 
doses of about 3,000 r in 3 weeks, resulted in a 
survival of from 7 to 11 years. Arrest of the disease 
for more than 3 years was achieved in 2 of 4 patients 
who were irradiated for late lymph node metastasis 
occurring in the previously unirradiated retroperi¬ 
toneal region. The remaining 2 patients died but 
might have been saved if irradiation had been given 
immediately after orchiectomy. Results of treat¬ 
ment in 5 patients with bilateral primary tumors of 
the testis, of whom 4 are living and well, show that 
the same general principles of treatment should be 
applied to the retroperitoneal lymph nodes of the 
second tumor as were used for the first, unless one 
is hindered by sequelae from treatment of the first 
tumor. If the second tumor is not seminomatous, a 
radical resection of the retroperitoneal lymph nodes 
on the side of the second tumor is mandatory, be¬ 
cause the irradiation effects from the first course of 
treatment prevent administration of the larger 
tumor dose required. One of 6 patients in this series, 
who was irradiated with doses ranging from 2,500 
to 2,900 r in about 2 weeks for metastases to the 
right scapula and to the left supraclavicular lymph 
node and to the upper left humerus, is alive and 
well 14 years after the last bone metastasis occurred. 

Prolonged palliation and even an occasional cure 
are possible in patients with pulmonary metastasis 
from seminoma. Since they tend to be more aggres¬ 
sive and slightly more radioresistant, a tumor dose 
of 2,400 r in 3 weeks is recommended. Two patients 
in this series had recurrences in the base of the 
scrotum and were successfully irradiated. None ol 
4 patients who had remote generalized metastasis 
survived 5 years after the appearance of the first 
metastasis. Improper uses of irradiation techniques, 
such as inadequate tumor dose, failure to irradiate 
the next echelon of lymph nodes beyond the site ot 
known disease, and improper placement ot treat¬ 
ment portals, often are a cause for failure in the 
treatment of seminoma and result in recurrences. 
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Neurology. By Roy R. Critiker, M.D., Director of Institute 
for Psychosomatic and Psychiatric Research and Training, 
Chicago, Paul C. Bucy, M.D., Professor of Surgery, North¬ 
western University School of Medicine, Chicago, and Adolph 
L. Salts, M.D., Professor and Head of Department of Neu¬ 
rology, State University of Iowa, Iowa City'. Fifth edition. 
Cloth. $24.50. Pp. 1386, with 445 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., \V., Toron¬ 
to 2B, Canada, 1959. 

This new edition of a well-known American text¬ 
book is a vast improvement over the previous edi¬ 
tion (1949). The third author has added the indelible 
imprint of his meticulous care and sound judgment. 
The book has been thoroughly revised and ex¬ 
panded to include the important advances in neu¬ 
rology in the intervening years and has been re¬ 
organized in keeping with those advances. In the 
preface the authors acknowledge the advice and 
consultative help of a large number of authorities 
who, in a variety of special fields, have served to 
make the text authoritative. 

The volume opens with a chapter on the neuro¬ 
logical examination of the patient which, for suc¬ 
cinctness and coverage, is exemplary. It includes 
discussions on taking the neurological history; clini¬ 
cal examination, both mental and physical, of alert 
adults as well as of children and comatose and 
elderly patients; a description of special procedures, 
such as the withdrawal and examination of cere¬ 
brospinal fluid; x-ray studies, including pneumogra¬ 
phy, myelography, angiography, electroencephalog¬ 
raphy, and electromyography; and psychological 
testing. A new chapter on neurochemistry and 
metabolic diseases contains the bulk of what the 
clinician needs to know in this new and growing 
area. Gathered together here is information about 
the increasing numbers of disorders, some knovra 
formerly as degenerative diseases, for which meta¬ 
bolic disturbances are now known to be responsible. 
No doubt many more will be so reclassified in the 
future. Many somewhat uncommon but important 
disorders are described which were briefly men¬ 
tioned or omitted from the earlier editions, such as 
phenylketonuria, galactosemia, and the lipidoses in 
their common subdivisions. The chapter on devel¬ 
opmental defects is much fuller and more rationally 
constructed than in the previous edition. 

The many standard neurological diseases are 
amply discussed in the succeeding chapters, yet 
with economy of space and words. A final section on 
neurological manifestations of certain medical dis¬ 


eases is a welcome addition, included in recognition 
of the importance to the neurologist and especially 
to the consultant neurologist, of such conditions as 
the collagen diseases in their varied types, hemo¬ 
poietic disturbances, hepatic disease, hemochroma¬ 
tosis, and such diseases of the bone as osteitis and 
fibrous dysplasia. This chapter might be enlarged 
to include other important neurological complica¬ 
tions of a host of basically non-neurological diseases. 
One regret is that drugs in this book are usually 
mentioned by their trade names; where possible, 
generic tenns should be used. The bibliography at 
the end of the book lists about 3,000 references and 
contains little padding. The index is adequate. 

This new edition earns high praise. It is the best 
American neurological text, going far beyond the 
briefer books so useful to students before exami¬ 
nation, and is adapted to the needs of the serious 
neurologist. It approaches the definitive without 
attempting the encyclopedic presentation of the 
minutiae to be found in monographs on special 
topics. It sets forth the broad outlines of current 
neurological knowledge, and its attitudes reveal a 
satisfying soundness of judgment. There is nothing 
radical or quixotic here; no pet theories are promul¬ 
gated, but always, so far as generous sampling indi¬ 
cates, a sane adherence to the demonstrated and 
factual is shown. Its errors are few and minor; those 
that tire future may disclose will prove to be the 
errors of todays neurology and not those of a biased 
approach or of special pleading. 

This appraisal may be documented by a few illus¬ 
trative examples. The discussion of epilepsy is ex¬ 
cellent, orthodox, and reliable, with a fair estimate 
but no worship of the electroencephalogram; rather 
there is an appreciation of the indispensable value 
of all our knowledge in this difficult field. The whole 
long discussion of cerebrosvascular disorders is in¬ 
formative and sound, with a shrewd therapeutic 
conservatism, including adherence to rigid criteria 
for surgical intervention, about which so much 
nonsense is practiced today in certain quarters. The 
same can be said for the discussion of craniocere¬ 
bral trauma and its treatment. This edition, when 
compared with the previous one, is a revelation of 
the advances made in clinical neurology in the past 
decade. The neurologist can congratulate himself 
on this progress and on having seen his “queen of 
specialties” become an active discipline, dynamic 
in its outlook and promising new conquests in the 
future. 

Rolaxd P. Mackay, M.D. 
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Sociological Studies of Health and Sickness: A Source 
Book for the Health Professions. Edited by Dorrian Apple, 
Pli.D., Assistant Professor of Sociology, Boston University’ 
Boston. Cloth. $7.50 Pp. 350. Blakiston Division, McGraw 
Hill Book Company, Inc., 330 W. 42nd St., New York 36- 95 
Farringdon St., London, E. C. 4, England; 253 Snadina Rd 
Toronto 4, Canada, 1960. 


This book is described as a source book for the 
health professions. The studies in this volume were 
carried out by sociologists, anthropologists, and 
psychologists, partly in collaboration with physi¬ 
cians. The recognition of need for health care seems 
related to socioeconomic level for symptoms such 
as continued coughing or swelling of the ankles. 
More people from higher social levels said that the 
condition warranted seeing a physician. In polio¬ 
myelitis vaccine trials a markedly greater propor¬ 
tion of mothers from the lowest socioeconomic level 
refused permission for their child to be vaccinated. 
In such primitive settings as the Mestizo commu¬ 
nities of coastal Peru and Chile, scientific medicine 
was not replacing folk medicine but was supple¬ 
menting it. 

There is an interesting chapter on health needs 
and opinions of older adults in a low socioeconomic 
district of Boston. The chapter on the psychological 
meaning of mental illness in a family is important 
as it reveals that there are many supports in society 
for maintaining a picture of normality concerning, 
for instance, a husband’s behavior. Social pressures 
and expectations not only keep behavior in line but 
also, to great extent, perceptions of behavior. This 
suggests problems as yet unsolved. One study group 
was impressed by the more frequent problems of 
treated psychoneuroses in the higher social classes 
and of chronic schizophrenia in the lower classes. 
Patients in the mental institution are interesting 
material for a study of adjustment. Passivity seems 
to be the problem. Their health becomes the con¬ 
cern of physicians, nurses, and attendants and not 
their own responsibility. Organizations like the 
army, orphanage, prison, and hospital have in com¬ 
mon the fact that they provide for their members a 
home away from home, relieving them of the 
burden of making decisions 24 hours a day. One 
writer states, “When the patient returns to civilian 
life, his suddenly uncorseted soul seems flabby and 
incapable of standing alone.” 

Alcoholism is discussed in detail. One of the 
conclusions is that high rates of alcohol consump¬ 
tion do not necessarily mean high rates of alcohol¬ 
ism. There is a good explanation of the accepted 
fact that the Irish have the highest rate of alcohol¬ 
ism and the Jews have the lowest rate. This fact, 
however, cannot be used to show that Jews are less 
subject to compulsive behavior as, in a World War I 
study, they were found to have a higher rate ot 
drug addiction than any other ethnic group. 

A hospital has one of the most complex social 
organizations of any place of work in our society . 
There is formal and informal organization, and 
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either can retard changes in the other. In every 
organization there are some official regulations 
which by tacit consent are never carried out. These 
studies show, however, the importance of group 
interaction and how it results in care of the patient. 
Interestingly, it is assumed somewhat irrationally 
that because one works in a hospital one somehow 
acquires, knowledge about health and disease. 
Neighbors will confer with such a person about 
their symptoms. 

This book provides an interesting reference for 
physicians who wish to learn about the thinking of 
other members of the health team. Studies included 
seem objective and well documented with statistical 
evidence. It is important for the physician, as cap¬ 
tain of the health team, to recognize that there are 
at least SO allied health professions and services 
with direct interest in the patient. 

Franklin Yoder, M.D. 

The Treatment of Bronchial Neoplasms. By Robert R. 
Shaw, M.D., and Donald L. Paulson, M.D. With chapter on 
Bronchial Adenoma by John Lester Kee, Jr., M.D. Publica¬ 
tion number III, John Alexander monograph series on various 
phases of thoracic surgery, memorial to John Alexander 
(1891-1954), Professor of Surgery, University of Michigan. 
Editor: John D. Steele, M.D. Editorial Board: Howard T. 
Barkley, M.D., and others. Cloth. $8. Pp. 135, with illustra¬ 
tions. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1959. 

The authors of this monograph are a group of 
thoracic surgeons who have been the major con¬ 
tributors to the development of surgical techniques 
for resection and suture of the bronchus without 
necessitating removal of the distal lung tissue. 
These bronchoplastic procedures used in the treat¬ 
ment of traumatic injuries to the bronchus and in 
bronchial stenosis have been dramatic in the preser¬ 
vation of lung tissue and, in many instances, life. 
Interest in the book centers around the application 
of these procedures in the treatment of bronchial 
neoplasms. Material for this work is drawn from 
the surgical practice, of the group. Treatment is 
presented in its entirety, including surgery, radia¬ 
tion therapy, chemotherapy, and terminal care of 
the cancer patient. From this broad approach the 
relative role of bronchoplastic procedures is ap¬ 
parent. It is the surgeon’s concern for the comfort 
and quality of survival of his patients that gives 
these techniques significance in the treatment of 
cancer. This art of using knowledge and skills, 
within the framework of their limitations, for the 
service of individual patients is well expressed in 

this hook. . . , 

It is interesting to observe the reactions ot trie 
surgeon as a scientist treating disease. Here m 
relation to tumors of the bronchus, is echoed a dis¬ 
satisfaction in the accomplishments of early diag¬ 
nosis and radical operations in significantly altering 
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the survived statistics of a group of cancer patients. 
This feeling, prevalent throughout the medical 
world, arises in spite of the proved usefulness of 
these methods. It has led to the adoption of other 
theories and philosophies of cancer growth. The 
authors express these as the temporal theory, pre¬ 
determinism, and the biological nature of tumors. 
Some effort is made to demonstrate these theories 
by case reference, but it is apparent that these con¬ 
cepts are as yet poorly substantiated by quantitative 
observations. They exist, along with the concern 
with the quality of patient survival and a pride in 
small differences in mortality and survival statistics, 
as a necessary stimulus for continued efforts to over¬ 
come the disappointment in the present treatment 
of neoplastic disease. 

For anyone interested in these subjects, the book 
is worth reading. Due to its lack of historical per¬ 
spective and presentation of an extensive review of 
the literature in the form of a bibliography, it falls 
short of being considered a monograph. Except for 
the reiteration of philosophy and an expression of 
attitudes, the book might be condensed to the last 
30 pages, which exist as an excellent paper on the 

sub i ecL Jerome R. Head, M.D. 

Histologic und mikroskopischc Anatomic tics Menschen. 
Von Dr. W. Bargmann, o.d. Professor iter Anatomie an der 
Universitat Kiel. Third edition. Cloth. 69.60 marks; 616.55. 
Pp. 820, with 65S illustrations. Georg Thieme Verlag, Herd- 
weg 63, (I4a) Stuttgart, West Germany [Intercontinental 
Medical Book Corporation, 381 Fourth Ave., New York 16], 
1959. 

This edition of a well-known German textbook of 
histology' retains the familiar format of the previous 
edition. Principal changes from the earlier volume 
are in those areas in which electron microscopy has 
contributed much to current knowledge of cell and 
tissue morphology and function; as a consequence 
of this aspect of present-day biological research, 
those sections have been revised extensively. Many 
new illustrations, chiefly electron micrographs and 
diagrams derived from electron microscope studies, 
have been added. The text has been revised to 
include discussion and comment on these pertinent 
findings. Examples of the newer material include 
illustrations of the ultrastructure of peripheral 
myelinated nerve fibers, nonmyelinated nerve fibers, 
nodes of Ranvier, synapses, thrombocytes, lung 
capillaries, sperm cells, skin, mammary gland, 
retinal rod cells, and crista ampuUaris. 

As do previous editions, this volume stresses the 
significance of morphology not in the static descrip¬ 
tive sense but in its relation to function as a co¬ 
equal partner in physiological, biochemical, and 
clinical dynamics. It is a textbook of normal histol¬ 
ogy designed for students of medicine and graduate 
students in biology, and as such it is well-written 
and illustrated and accomplishes the synthesis of the 
biological and clinical disciplines in a superb way. 


Illustrations include photomicrographs, drawings, 
and schematic diagrams which are remarkable for 
their clarity; The 24 illustrations in color are those 
from the previous edition. Literature citations have 
been expanded to include selected references cur¬ 
rent as of 1959. An excellent table of contents and 
an index are provided. The type is clear and easy to 
read, and the binding is sturdy and attractive. This 
book can be recommended to medical students, 
pathologists, and graduate students in the various 
biological sciences as an excellent textbook and 
reference book of human histology and microscopic 
anatomy. 

Handbook of Physiology: A Critical, Comprehensive Pres¬ 
entation of Physiological Knowledge and Concepts. Section 
1: Neurophysiology. Volume H. Editor-in-chief: John Field. 
Section editor; H. \V. Magoun. Executive editor: Victor E. 
Hall. Cloth. $20. Pp. 781-1439, with illustrations. Distributed 
for American Physiological Society by Williams & Wilkins 
Company, 428 E. Preston St., Baltimore 2, 1960. 

In this handbook, the society proposes to provide 
a comprehensive and critical presentation of the 
state of knowledge in the various fields of physi¬ 
ology. It intends to cover the physiological sciences 
in their entirety once in 10 years in a critical, com¬ 
prehensive survey of physiological knowledge and 
concepts, emphasizing each science according to its 
importance, regardless of the time when the dis¬ 
coveries and formulations were made. Section 1 is 
devoted to neurophysiology, section 2 to circula¬ 
tion, and section 3 to respiration. Three volumes are 
to constitute the section on neurophysiology. Vol¬ 
ume 1 appeared in 1959 and was concerned mainly 
with the historical development of neurophysiology, 
the initiation and transmission of nerve impulses, 
evoked potentials, sensory mechanisms, vestibular 
mechanisms, and the physiopathology of epileptic 
seizures. Volume 3 is in preparation. 

Volume 2 considers the motor and the central 
regulatory mechanisms. These papers are addressed 
to persons with a broad background in physiology 
who need to increase their understanding and 
sophistication to that level adequate for predoc- 
toral study for teaching and for preliminary orien¬ 
tation in preparation for research. This book suc¬ 
ceeds admirably in fulfilling its aims. Each chapter 
is the effort of acknowledged experts. Half of the 
authors were selected from outside the United 
States so that tire book is an international work. If 
the contribution was written in a language other 
than English, it has been competently translated. 

It is not possible to single out chapters of this 
massive volume for comment. All are excellent. The 
editing is first-rate throughout the volume. There is 
a certain uniformity of presentation which is pleas¬ 
ing; each chapter is headed by an outline of chapter 
content which is followed by an introductory state-' 
ment, a historical outline, and a thorough-going sur¬ 
vey of the problem. Often the writer has made 
significant contributions to the subject. Frequently, 
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a summary concludes the chapter. There is a full 
reference list for all but one chapter. There is an 
index of 17 pages. The book is beautifully printed. 
This authoritative volume is an indispensable refer¬ 
ence for person's engaged in teaching or research in 
the field of neurology and related disciplines. The 
maintained quality of presentation from chapter to 
chapter is a pleasure to behold. The authors de¬ 
serve commendations; even more so do the editors 
who chose them and who fitted the pieces grace¬ 
fully together into an outstanding work of reference. 

Charles D. Arinc, M.D. 

Aldosterone in Clinical and Experimental Medicine. By 
E. J. Ross, M.D., Ph.D., M.R.C.P. Senior Lecturer in Medi¬ 
cine, University College Hospital Medical School, London. 
Cloth. '$5.50. Pp. 144. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific- 
Publications, Ltd., 24-25 Broad St., Oxford, England; Ryer- 
xon Press, 299 Queen St., W., Toronto 2B, Canada, 1959. 

The subject matter of this book is well organized 
and presented in a concise manner. The book should 
be helpful to the investigator and the practicing 
physician. The references are excellent, and tur- 
necessary detail is absent. Only pertinent data and 
facts which have proved to be practical are pre¬ 
sented. The comparison of animal data with those 
of normal human subjects is excellent. The corre¬ 
lation between certain observations in patients with 
various diseases and that between those in normal 
human beings is presented in simplified form. This 
book is an excellent one on a new subject and 
should be of interest to the clinician as well as to 
the experimental investigator. 

Harley E. Cluxton Jr., M.D. 

Diagnosis and Treatment of Tumors of the Chest. Spon¬ 
sored by American College of Chest Physicians. Editorial 
Board: David M. Spain, M.D., chairman, editor-in-chief, and 
others.. Cloth, $14.75. Pp. 371, with illustrations. Grune & 
Stratton, Inc., 381 Park Ave. S., New York 16; 15/16 Queen 
St., Mayfair, London, W. 1, England, 1960. 

Due to the continually increasing knowledge of 
various tumors of the chest, this volume is especially 
timely and has been prepared by an outstanding, 
internationally known group of contributors. Pri¬ 
mary tumors of all of the intrathoracic organs, as 
well as of the chest wall, diaphragm, and pleura, 
are described, and metastatic tumors of the lung 
and the management of inoperable primary tumors 
of the chest are discussed. All modern methods of 
diagnosis of these lesions, including special x-ray 
techniques and bronchoscopic and cytological ex¬ 
aminations, are dealt with in an erudite mannei 
and are well illustrated. Therapeutic measures, in¬ 
cluding surgery and irradiation, and the advanced 
thinking which goes into treatment are presented 
and discussed. 

In the case of bronchogenic carcinoma, discussion 
of etiological factors and experimental production 
of these lesions add materially to the scope of theii 
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understanding. Etiology, pathogenesis, pathology 
diagnosis, and treatment are thoroughly covered 
and add materially to the. teaching value of this 
work. High-quality illustrative material has been 
selected wisely and used generously throughout the 
book. Angiocardiography is ably discussed in the 
section on tumors of the cardiovascular system. The 
subject matter is thoroughly treated in a clear, con¬ 
cise, and understandable manner. The volume has 
adequate references and is well documented with 
clinical material. This timely volume should be of 
great value to all practicing physicians, and sur¬ 
geons in this field. It should also be a most useful 
textbook for graduate and undergraduate students. 

William E. Adams, M.D. 

Premature Babies: Their Nursing Care and Management. 
By A. K. Geddes, M.D., Associate Professor Pediatrics, 
McGill University, Montreal, Canada. Cloth, $4.50. Pp. 215, 
with 13 illustrations. W. B. Saunders Company, 218 W. 
Washington Sq,, Philadelphia 5; 7 Grape St., Shaftesbury 
Ave., London, W. C. 2, England, 1960. 

This book on the care of premature and imma¬ 
ture infants was written as a textbook or reference 
book for nurses. It is brief and well organized but 
repetitious. The author defends this point in the 
preface by explaining that the repetition was “to 
promote clarity and obtain emphasis.” His style of 
writing is clear, and he avoids complicated medical 
terms. This promotes interesting and easy reading. 
The author does not discuss some of the important 
instructions to the nurse. He devotes many pages 
to listing material and equipment necessary in a 
nursery for premature infants but omits the men¬ 
tion of good records and charting of information on 
each infant, which would be most helpful to the 
attending physician in treatment. The type of 
resuscitation which he has outlined does not con¬ 
form with present standards. The author passes 
lightly over feeding techniques, and I do not agree 
with his recommendation of formulas. 

The discussion of the most common reflexes in 
the premature infant does not include an explana¬ 
tion of the tonic-neck reflex and reciprocal motion, 
which are important diagnostic signs. Nowhere in 
the text does the author discuss means of transport¬ 
ing the premature infant from home to the hospital. 
I think he should have presented a chapter on pre¬ 
paring the mother to receive the graduate pre¬ 
mature infant, with instructions and demonstrations 
on its feeding and care. Last but not least, this 
book would have been more valuable if the author 
had devoted space to the subject of possible infec¬ 
tious outbreaks in the nursery and what steps 
should be taken if an outbreak occurred. This book- 
does not come up to current standards of a nurses 
textbook or reference book on the care of the pre¬ 
mature infant. Much important material has been 
omitted, and much has been discussed too briefly. 

Herman N. Bundesen, M.D. 
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Drugs of Choice 1960-1061. Walter Modell, M.D., editor, 
Director, Clinical Pharmacology, and Associate Professor of 
Pharmacology, Cornell University Medical College, New York 
City. [Second edition.! Cloth. $13.50. Pp. 958, with illustra¬ 
tions'. C. V. Mosby Company, 3207 Washington Bled., St. 
Louis 3; Henry Kimpton, 134 Great Portland St., London, 
W. 1, England, I960. 

Making its appearance for the second time, after 
a two-year interval for revision, the 1960-1961 edi¬ 
tion of this publication appears to be even more 
useful than the 195S-1959 volume. Several new 
chapters have been added, and three of the original 
chapters have been rewritten by new contributors. 
The outstanding feature of the book is the attention 
that is given to comparisons between drugs as a 
guide to proper selection and the choice of drugs 
to be preferred for a given purpose. Not all drugs 
are mentioned, either because some are too recent 
for objective comment or, in the case of older 
drugs, because they are not considered important. 
The new edition features an all-inclusive drug index 
(in place of the separate lists after each chapter in 
the first edition) which precedes the general subject 
index at the end. Thus, some drugs listed in the 
drug index are not mentioned in the text, whereas 
only drugs which are discussed or mentioned in the 
body of the book are included in the general index. 

Although this highly practical publication pro¬ 
vides rather sketchy information on some drugs, it 
should not be regarded as a short-cut to knowledge 
in this field. Indeed the book must be read thought¬ 
fully to gain the evaluative viewpoint of the con¬ 
tributors. Accordingly, it is less desirable than 
standard textbooks on therapeutics for students, but 
it should appeal to the practicing physician as a 
reliable and fairly complete source of expert in¬ 
formation on the selection of therapeutic agents. 

H. D. Kautz, M.D. 

A Textbook of General Physiology. By Hugh Dawson, 
D.Sc. Second edition. Cloth. $14.50. Pp. 846, with 384 illus¬ 
trations. Little, Brown & Company, 34 Beacon St., Boston 6; 
J. & A. Churchill, Ltd., 104 Gloucester PL, Portman Sq., 
London, W. 1, England, 1959. 

This second edition differs from the first (re¬ 
viewed in J. A. M. A. 148:686 [Feb. 23] 1952) by the 
addition of nearly 100 figures and three chapters 
(“The Sensory Response,” “Excitability of Cardiac 
Muscle,” and “Electrical Activity in Smooth Mus¬ 
cle”). The pace of research in general physiology 
has been such that the author was obliged to con¬ 
sult nearly 2,500 additional original papers, re¬ 
views, and monographs; consequently, although the 
type is now smaller, the text has been increased by 
about 200 pages. 

The purpose of the book is to study “those 
aspects of living material that show some immedi¬ 
ate prospect of being described in terms of the 
known laws of physics and chemistry.” The six 
major divisions are devoted to the structural basis 


of living matter, the transformations of energy in 
living systems, the transport of water and solutes, 
the characteristics of excitable tissue, the mecha¬ 
nism of contraction of muscle, and the relation of 
the organism to certain forms of radiation. The 
author apparently does not consider many physical 
aspects of living things, such as hardness, tensile 
strength, and response to mechanical vibrations of 
sonic and ultrasonic frequencies. If he does, neither 
the table of contents nor the index affords an easy 
clue to the location of these subjects in the text. 
The book is written for students and research 
workers in the basic sciences. From the standpoint 
of the medical reader its value lies principally, 
perhaps, in the wealth of magnificent illustrations, 
particularly electronmicrographs, and in the de¬ 
tailed consideration of molecular processes under¬ 
lying cellular activity. 

Frederic T. Jung, M.D. 

Ocular Vertical Deviations and the Treatment of Nys¬ 
tagmus. By J. Ringland Anderson, M.C., M.D., B.S., 

F. R.C.S.Ed. With foreword by Sir Stewart Duke-Elder, 

G. C.V.O., M.D., D.Sc., LL.D. Second edition. Cloth. $8.50; 
42 shillings. Pp. 189, with 60 illustrations. British Medical 
Association, B.M.A. House, Tavistock Sq., London, W. C. 1, 
England; [distributed in Western Hemisphere by] J. B. 
Lippincott Company, E. Washington Sq., Philadelphia 5; 
4865 Western Ave., Montreal 6, Canada, [by arrangements 
made by its subsidiary, Medical Market Research, Inc., with 
British Medical Association], 1959. 

No muscles in the body require more careful- 
study, evaluation, and knowledge of coordination 
and intimate physiology than the eight eye muscles, 
particularly those involving the vertical movement 
of the eyes. Each patient requires individual and 
critical study which should not become mere 
routine. 

The author has prepared a guide, particularly to 
vertical anomalies of the eyes, with the assessment 
of the probabilities of relief by orthoptics or surgery 
or both. 

After analyzing the various and sometimes subtle 
components of vertical deviations such as fusion, 
fixation, abnormal vertical stimulation, and dis¬ 
sociated deviations in 600 concomitant and para¬ 
lytic types of defects, he describes his methods of 
investigation, examination, and desirable choice of 
operation for each defect. His chapters on surgery 
of the oblique muscles should be used as a constant 
guide to the ophthalmic surgeon interested in ob¬ 
taining not only a cosmetic but also a good, well 
balanced, functioning result. His chapter on nystag¬ 
mus includes eccentric fixation and gaze nystagmus, 
the influence of conjugate deviation, and conver¬ 
gence. The nonsurgical and surgical treatment of 
nystagmus is entirely new and should be read by 
ophthalmologists interested in this perplexing prob¬ 
lem. 

Richard A. Perritt, M.D. 
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Experimental Surgery Including Surgical Physiology. By 
J. Markowitz, M.B.E., M.B., Ph.D., Professor of Physiology, 
University of Toronto, Toronto, J. Archibald, D.V.M., 
M.V.Sc., Dr.Med.Vet., Professor & Head of Division of Small 
Animal Medicine and Surgery, Ontario Veterinary College, 
Guelph, and H. G. Downie, D.V.M., M.S., M.V.Sc., Prof- 
fessor & Head, Department of Physiological Sciences, On¬ 
tario Veterinary College. Fourth edition. Cloth. -$12.50. Pp. 
931, with 580 illustrations. Williams & Wilkins Company 
428 E. Preston St., Baltimore 2, 1959. 

This is a thoroughly revised and improved edition 
of a book long established as the primary reference 
for persons working in experimental surgery. It 
contains a wealth of material which can save the 
novice from repeating many common errors, and it 
indicates methods of proved value which can set 
an experimental project ahead by several months. 
Beginning with sections on the philosophy of the 
use of animals in medical research and their care 
and feeding, it progresses systematically through 
anesthesia and surgical technique, the problems of 
the alimentary tract, peritonitis, the pancreas, the 
biliary tract, the skeleton, the respiratory and cir¬ 
culatory systems, the urogenital system, and the 
central nervous system. Chapters are devoted to 
hypothermia, transplantation, and the visceral or¬ 
ganism. 

If there is any area which lacks adequate cover¬ 
age, it is perhaps that of the germ-free animal. The 
entire work is enriched by numerous literary refer¬ 
ences, many of them best appreciated by the stu¬ 
dent of classics. The bibliographies at the ends of 
chapters are ample, and the index is useful and 
reasonably full. The book is highly recommended 
for students and practitioners of surgery and its 
specialties and for other persons engaged in surgi¬ 
cal research, physiology, and experimental pa¬ 
thology. 

Jonathan E. Rhoads, M.D. 

Symposium on Emphysema and the ‘ Chronic Bronchitis 
Syndrome, Aspen, Colorado, June 13,14,15,1958. Sponsored 
by Colorado Tuberculosis Association, Colorado Trudeau So¬ 
ciety, University of Colorado School of Medicine, Colorado 
Foundation for Research in Tuberculosis, National Tubercu¬ 
losis Association, American Trudeau Society. [Also published 
as Am. Rev. Respir. Dis., vol. 80, number 1, part 2, July 
1959.3 Cloth. Pp. 213, with 115 illustrations. [Colorado 
Foundation for Research in Tuberculosis, 4200 E. 9th Ave., 
Denver 20], 1959. 

Pulmonary emphysema has been and remains a 
perplexing problem. One of the reasons for the per¬ 
plexity surrounding the study of this disease has 
been the nomenclature associated with it. In the 
past all types of emphysema have been given 
various names by different authors so that at piesent 
confusion reigns in this area. This symposium has 
attempted to clarify the situation by delineating 
and defining the problem of primary chronic ob¬ 
structive pulmonary emphysema, a single disease 
entity secondary to no other pulmonary disease. 
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The problem is discussed from all viewpoints 
bpecjal reference is given to the research in this 
held. The course of events that leads to the full- 
blown picture is presented from the etiological 
physiological, and pathological aspects. Only one 
paper concerns the therapy of pulmonary emphy- 
sema, and this paper appears to be one of the high- 
lights of the conference. Each paper is followed by 
a transcript of the general discussion that took place 
after the presentation, a valuable part of the sym¬ 
posium. This book should be of interest to those 
who wish to obtain a bird s-eye view of pulmonary 
emphysema today, but it will give them little in¬ 
formation regarding the management of such a 
problem in clinical practice. 

Jerome R. Head, M.D. 

Der Augenarzt. Band II. Herausgegeben von Karl Vel- 
hagen, Direktor der Klinik fiir Augenkrankheiten der Hum¬ 
boldt-Universitat (Charite) Berlin. Mit Beitragen von \V. 
Comberg et al. Cloth. 122.30 marks. Pp. 901, with 435 
illustrations. VEB Georg Thieme, Hainstrasse 17/19, Auf- 
gang C, Leipzig C 1, East Germany, 1959. 

This second volume of a major German textbook 
of ophthalmology is divided into 12 chapters deal¬ 
ing with methods of clinical examination and the 
required instruments, the light sense and its study 
with recently developed equipment, anomalies of 
refraction, aniseiconia, physiology and pathology of 
the pupil, x-ray diagnosis, clinical electroretinog- 
raphy, physical therapy, lacrimal apparatus, and the 
sclera. The numerous illustrations, many in color, 
are excellent. The bibliography is rather limited, as 
few American studies are cited. The organization of 
the material might have been improved. The book 
should, however, be welcomed as a highly useful 
reference work. 

Ernst Schmerl, M.D. 


Principles and Practice of Obstetric Anaesthesia. By J. 
Selwyn Crawford, M.B., Ch.B., D.A. Cloth. $4. Pp, 128. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24- 
25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1959. 


This small book is a critical evaluation of the 
methods of obstetric analgesia and anesthesia as 
currently practiced in Great Britain. It reviews the 
physiology of the mother as related to childbirth. 
There is an excellent discussion of the placenta and 
of placental transmission of respiratory gases, which 
are presented as a basis for the dissertation on 
analgesia in labor, general and regional anesthesia 
for delivery, and resuscitation of the newborn in¬ 
fant. Account has been taken throughout the book 
of the requirements of home delivery practice. Tins 
small book is well bound, and the type is easily 
legible. It is recommended for obstetricians an 
anesthesiologists. ^ , m 

Mary Karp, M.D. 
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BAROSINUSITIS 

To the Editou:— During an air flight from Mont¬ 
real, Canada, to Boston on a hot and sunny 
summer day (90 F) a woman had a frightening 
experience. When the plane began to lose altitude 
preparatory to landing , she suffered a severe pain 
“at the hairline over the forehead.” She described 
the pain as being intense for several minutes, im¬ 
proving slightly, becoming worse again, and 
finally decreasing to about one-half its intensity 
when the plane landed. The pain persisted at this 
intensity for about five hours and was practically 
gone after a night’s rest, although there was a 
mild ache above the left eye and over the fore¬ 
head. When the pain first started she thought 
she was going to die. In addition, she complained 
of a visual disturbance like a “blacking out” 
which soon disappeared. She pointed to the area 
of the left frontal sinus, particularly, but said that 
it seemed to go across the entire forehead and up 
to the hairline. She seemed none the worse for 
her experience 24 hours later. I would appreciate 
iu/onwifion regarding such an experience. 

M.D.. Massachusetts. 

Answer.— The symptoms described probably were 
due to a brief episode of barosinusitis, more espe¬ 
cially in the left frontal sinus. The basic cause of 
this difficulty' is the pressure differential between 
the air entrapped in the sinus and the ambient 
pressure of the atmosphere the patient is breathing. 
This can be expected to occur on descent of the 
aircraft preparatory to landing. The most common 
symptom accompanying barosinusitis is an extremely 
sharp pain or stinging sensation. The location of 
the pain depends on which sinuses are affected. 
Most frequently the frontal sinus will be involved, 
then tire maxillary sinus. The pain is usually of 
sudden onset and severe intensity during descent. 
As a rule, the pain continues from the time of onset 
until the time of landing, but occasionally it per¬ 
sists or recurs for some hours or several days. A 
difference of pressure between the air contained 
within a sinus and that of the atmosphere will result 
if the sinus ostium is occluded by any developmental 
or acquired formation that acts as a valve and thus 
permits air flow through the ostium in one direction 
only. The most common contributing factor is the 
presence of upper respiratory infection. 

Tile answers here published have been prepared by competent au¬ 
thorities. They <lo not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous communications cannot he answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


CARDIAC PATIENTS AT HIGH ALTITUDES 
To the Editor:— What is the effect of altitude on a 
cardiac patient whose heart is kept well compen¬ 
sated by digitoxin? I have a patient who has 
spent his whole life in Arkansas at near sea level 
and wishes to vacation in Colorado at an altitude 
of 5,000 to 10,000 ft. for a week or two. He 
weighs 240 lb. at a height of 5 ft. 5 in. He has a 
moderate degree of pulmonary fibrosis, occasional 
runs of extrasystoles, and a mean blood pressure 
of 140/80 nun. Hg. Would such an excursion be 
harmful? M.D., Arkansas. 

Answer.— Most cardiac patients can visit Colo¬ 
rado cities at an altitude of under 6,500 ft. without 
experiencing difficulties. Many notice from the be¬ 
ginning, and most after a week or two, no special 
difference. An occasional patient feels that he is 
definitely shorter of breath on very mild exertion. 
On the other hand, many believe they feel better— 
possibly because of other climatic factors or just 
because they are on vacation. It is probably unwise 
for cardiac patients to come from sea level directly 
to altitudes above 7,000 ft., although many do, feel 
well, and have no difficulties. In any case, and 
especially in going to altitudes above 7,000 ft., 
physical activity should be limited the first couple 
of weeks. Trips by automobile over passes 10,000 
ft. high do not seem to present a problem, but stay¬ 
ing overnight at high altitudes should be avoided 
until there has been some acclimatization. 

ALTITUDE AND HEART DISEASE 
To the Editor:— l would appreciate information on 
the effect of high altitudes on cardiac patients. A 
patient has arteriosclerotic heart disease and 
complains only of dyspnea on moderate exertion. 
On one occasion he awoke daring the night chok¬ 
ing for breath. This episode cleared up in about 
one-half hour, without medication. The patient 
desires to move from this part of the country and 
to settle in Arizona (southern portion) or New 
Mexico. Is the altitude in these locations suitable 
for the type of patient described? If this happens 
to be the case in any specific locales, I should like 
to know of them even if they do not happen to 
be in the states mentioned. M.D., Illinois. 

Answer.— The essential point in the problem of 
the case cited is not the effect of altitude but that 
of the treatment of this condition at any altitude. 
From the information given it seems certain that 
there is a markedly limited myocardial reserve. 
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especially involving the left ventricle, provided the 
chief symptom is dyspnea and not substernal pain. 
It is of vital importance, therefore, to plan the life 
of the patient to avoid the strain of overactivity, 
neivous tension, and overeating. He is evidently 
good for but little under the circumstances and 
needs almost complete rest until he has recovered 
adequate reserve. Even more important is his need 
of digitalis. He should be digitalized conservatively, 
and the digitalization should be maintained there¬ 
after by daily rations. He may take 1% grains (0.1 
Cm.) of old-strength digitalis three times a day for 
five to seven days, then 1% grains daily thereafter, 
or he may take similar numbers of I grain (0.65 
Gm.) doses of U.S.P. XI standard, which is 33 to 
50% stronger than the old digitalis. If these meas¬ 
ures are not effective in preventing any further 
failure, he should also receive diuretic therapy, 
preferably with mercurial agents at intervals. Life 
can be much prolonged and made more comfort¬ 
able by the measures just cited, no matter what the 
altitude is, although it would be reasonable to ad¬ 
vise that altitudes' of 10,000 ft. or more be avoided 
and that effort in hilly country also be avoided at 
any altitude. If the measures of treatment outlined 
are carried out there is no particular reason why the 
patient should not settle in Arizona or New Mexico. 

TRIP TO EUROPE FOR CARDIAC PATIENT? 


May 7 , ]&(,() 


wJth him. He should be given instructions, however 
on the steps he should take in die event of a chance 
in his condition. Among the most helpful steps isto 
provide him with a list of reliable internists or car- 
dioiogists practicing in the main cities he plans to 
visit This will insure his receiving good care if a 
complication should develop. 

IMMUNIZATIONS BEFORE GOING TO 
EUROPE 

To the Editor -.—What immunization do you consul 
er necessary for a trip to Italy, France, England, 
and Germany? Would you advise a series of ty¬ 
phoid inoculations in a woman aged 55 years who 
had typhoid as a child? Also, is the intradennal 
method of typhoid immunization as good as the 
subcutaneous? M.D., New York. 

Answer.— For the trip proposed it is advisable 
to establish the absence of susceptibility to or to 
immunize against smallpox, typhoid, typhus, and 
diphtheria. Inoculations for immunization against 
typhoid should not be necessary for a person who 
has had the disease. Intvacutaneous injections of 
typhoid vaccine will produce immunity , but it is 
generally believed that the subcutaneous route 
should be used. For a journey as extended as the 
one contemplated it seems advisable to be pro¬ 
tected also against typhus. 


To the Editor:—A 67-tjear-olcl man had a severe 
coronary occlusion, with infarction, in January, 
which left him with a scar, some cardiac enlarge¬ 
ment, blood pressure of 110/70 mm. llg (prior to 
the thrombosis, 135/S5 mm. Fig), and a signifi¬ 
cantly abnormal electrocardiogram. He has minor 
angina pectoris on exertion, excitement , or when 
exposed to cold weather, and, rarely, episodes of 
congestive heart failure with pulmonary edema, 
which subside after two or three hours. He is 
working at a desk job on a limited scale. Would 
it be too much of a risk for him to take a three- 
week trip to Europe in a pressurized plane, with 
a modest schedule that does not include much 
sightseeing? M.D., Washington, D. C. 

Answer.— It is hazardous to pass judgment on the 
ability of a patient, such as the one described, to 
withstand a three-week trip to Europe. Much de¬ 
pends on whether his trip will include episodes re¬ 
lating to business or other situations that will put 
him under excessive emotional or physical stress. 
Unfortunately, these cannot always be predicted in 
advance. A decision of this type depends somewhat 
on the philosophy of the patient. He should under¬ 
stand that he may develop congestive failure or 
acute myocardial infarction abroad, but that this 
might also occur at home. If the condition of the 
patient seems reasonably good and he desires to 
travel, on a limited scale, the decision should rest 


DOSAGE OF VACCINES FOR CHILDREN 
To the Editor:—S ince 1 hove the responsibility of 
immunizing certain personnel for Asiatic travel, 
please answer the following queries: 1. What are 
the accepted dosages for children of the follow¬ 
ing vaccines and the minimal age limit for re¬ 
ceiving such vaccines: typhoid-paratyphoid, chol¬ 
era, typhus, tetanus, and plague? 2. In adults, 
how many separate vaccines are accepted as be¬ 
ing safe to give at one time? 

M.D., California. 

Answer.— 1. Children under one year of age are 
not often given typhoid-paratyphoid vaccine, but if 
there is good reason for doing so the total dose is 
1 ec. of vaccine. Febrile reactions are common, 
however, and for that reason the total dose should 
be divided, the primary one not to exceed 0.2 cc. 
The second and third doses may each be 0.4 cc. if 
reaction to the first dose was not too severe. Chil¬ 
dren over one year of age should be given the adult 
dose of 1.5 cc., divided into three injections (0.3 cc., 
0.5 cc., and 0.7 cc. respectively). For typhus vacci¬ 
nations in children under the age of 6 years, two 
subcutaneous injections of about 0.25 cc. of vaccine 
have been suggested, at an interval of two to four 
weeks. For cholera, the total adult dose is 1.5 cc. 
The same plan as for typhoid-paratyphoid vaccine 
should be followed. If the child has not been mmw 
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nized against diphtheria, tetanus, and pertussis it 
would be advisable to use the triple antigens in 
three doses of 0.5 cc. each, at intervals of four to six 
weeks. This immunization can be started as early as 
the 2nd or 3rd month of life. The total adult dose of 
plague vaccine is 1.5 cc. For children under one 
year of age one-fifth of the adult dose is recom¬ 
mended; for age 1 to 2 years, two-fifths; for age 5 
to 10 years, three-fifths; and for age 11 years and 
over tire full adult dose. It has been said that no 
severe reactions occur. The “International Quaran¬ 
tine Measures” recommend plague inoculations only 
during an epidemic. 

2. The triple antigens (diphtheria, tetanus, and 
pertussis) are in common use and have caused few 
difficulties aside from a small number of instances 
attributed to the pertussis vaccine. Nevertheless, it 
is not wise to institute a number of other immuniza¬ 
tion procedures at the same time. Sharp reactions 
are always possible from typhoid vaccine, and se¬ 
vere local reactions may occur from smallpox vacci¬ 
nations. If a number of inoculations are made si¬ 
multaneously it may be impossible to tell whether 
one or the combination of antigens was responsible 
for a severe reaction. 

PREVENTIVE INOCULATIONS FOR 
TROPICAL RESIDENCE 

To the Editor:— A former patient is planning to 
live for a time on the island of Trinidad. He has 
asked for advice about the necessary vaccina¬ 
tions, inoculations, and other preventive meas¬ 
ures that might fortify him against certain tropical 
ailments. Would you please discuss this problem? 

M.D., New York. 

Answer.— There are no tropical disorders peculiar 
to Trinidad that are not encountered in other tropi¬ 
cal areas, and the specific preventives or vaccines 
needed for Trinidad are those necessary for any 
similar community. 

A person going from a temperate climate to 
Trinidad should be vaccinated against typhoid, 
paratyphoid, smallpox, and diphtheria. There are 
no other specific measures that have been proved 
valuable or necessary. Malaria is the chief disease 
problem of the island, but there is no vaccine for 
this infection. There are no prophylactic drugs 
which will prevent an attack of malaria after a 
bite by an infected mosquito. Quinine and quina- 
crine hydrochloride will minimize the intensity of 
an infection or keep it at a subclinical level, but 
these drugs should be taken only according to the 
directions of the local physician or health officer. 
Persons should be advised to sleep in screened 
quarters or under mosquito nets and to avoid un¬ 
necessary exposure after dusk. There is no active 
yellow fever in Trinidad. 


Other general measures, such as the use of light 
clothing, boiling of water, and avoidance of fresh 
fruits and vegetables, are necessary, as in any tropi¬ 
cal area, and are covered completely in Stitt’s 
chapter on tropical hygiene (Diagnosis, Preven¬ 
tion, and Treatment of Tropical Diseases, ed. 6, 
Philadelphia, Blakiston Company, 1956). 

TYPHUS IMMUNIZATION FOR 
PAN AMERICAN HIGHWAY TRIP 
To the Editor:— Is it advisable to immunize a 
person who is going to Mexico, Central America, 
and South America along the Pan American high¬ 
way against endemic typhus, epidemic typhus, 
or both? M.D., Illinois. 

Answer.— A person contemplating a trip to the 
areas mentioned in the query should be vaccinated 
against epidemic, or louse-borne, typhus. Vaccina¬ 
tion against endemic, or murine, typhus is not con¬ 
sidered necessary. 

PRECAUTIONS ON TRIP TO AFRICA 
To the Editor:— Concerning immunizations for a 
trip through Kenya, Tanganyika, Mozambique, 
and South Africa, two drugs, chloroquine phos¬ 
phate and quinacrine hydrochloride, were men¬ 
tioned as preventing malaria. Atabrine has also 
been suggested. Which one would be best? Thirty 
years ago, when going to the Far East, one was 
told not to eat salads, berries, and uncooked 
vegetables. Would the same advice apply to 
Africa? M.D., New York. 

Answer.— Chloroquine diphosphate is preferred 
over quinacrine hydrochloride for the suppression 
of malaria. Atabrine is the commercial name for 
quinacrine. Single weekly doses of 500 mg. of 
chloroquine diphosphate will produce complete 
suppression of all forms of malaria and will pro¬ 
vide a suppressive cure of malaria due to Plas¬ 
modium falciparum. Malaria due to P. vivax and 
possibly quartan infections, however, will produce 
clinical attacks several weeks after termination of 
suppressive therapy. For tins reason, it is advisable 
to continue such therapy until return to an area in 
which adequate diagnostic and hospital facilities 
are available. It is well to avoid the consumption 
of raw salads, berries, and vegetables in areas in 
which sanitation is at a low level, including most 
parts of Africa. According to Jones (Am. J. Trop. 
Med. 1:576 [July] 1952), the danger of acquiring 
amebic infection from raw vegetables may be ob¬ 
viated to a considerable extent by soalang the 
vegetables in vinegar containing 5% acetic acid 
for at least 30 minutes at a temperature of 30 C 
(S6 F). It is advisable also to boil all drinking 
water or to use one of the chlorine or iodine prepa¬ 
rations for sterilization. 
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ENTERITIS IN TOURISTS 

. To hie Editor:«— Many American tourists in Mexico 
have enteritis (usually mild) soon after arrival. 
As a rule, the general well-being and the appe¬ 
tite are not affected , but some patients have a 
great number of stools without tenesmus daily. 
What is the cause of this disease, and what is 
the best way of treating it? 

hl.D., Wisconsin. 

Answer.— Many factors may be involved in the 
enteritis occurring among tourists from the United 
States in Mexico. Ordinarily the cause is associated 
with staphylococcic or streptococcic contamination 
of food, with resulting production of chemical toxins 
which are highly irritating to the intestinal mucosa. 
The extent of the reaction seems to depend on the 
physical condition of the person involved, being 
more serious in fatigued persons. If the diarrhea 
continues, bacillary infection or amebiasis may be 
suspected. The diagnosis in these instances can be 
established only by repeated examination of stools. 
Salmonella infection may also occur. 

Symptomatic treatment with bismuth magma 
and paregoric is usually satisfactory. Tea should 
be drunk frequently during recovery to restore 
fluid loss and reduce local irritation. If amebiasis 
occurs, specific therapy with carbarsone or iodo- 
chlorhydroxyquin is usually effective. In bacillary 
involvement, administration of an intestinal anti¬ 
septic, such as phthalylsulfathiazole or neomycin 
sulfate, is indicated. 

Enteritis may be avoided by restriction of fluids 
to bottled beverages and by avoidance of fresh 
vegetables or fruits. Salad dressings, ice creams, 
pastries, and other foods that may become con¬ 
taminated in handling should be avoided. Except 
at first-class hotels, tourists would be wise to eat 
only freshly prepared and well-cooked foods. 

ANSWER.—The condition described is extremely 
common; it is sometimes called “ tourist s disease 
or “Aztec disease.’' Actually, there probably are 
several types of acute gastroenteritis that commonly 
afflict tourists and even natives in Mexico. Some 
of them are almost undoubtedly due to staphylo¬ 
cocci or staphylococcus toxins; others are probably 
caused by Salmonella or other members of the 
paratyphoid group. It is important that the mild 
and temporary gostroenteritis not be confused with 
more serious infections which are also common in 
Mexico. Good results are often obtained with strep¬ 
tomycin therapy (1 Gm. in 20 cc. of salt solution, 
taken 10 or 15 drops at a time every hour); sulfa¬ 
diazine and either paregoric or some other opium 
derivative with bismuth have been found effective. 
If the condition does not clear up in 48 hours with 
one of the appropriate treatments, it is wise to 
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examine the patient for other conditions, particu¬ 
larly amebic dysentery or one of the paratyphoid 
diseases. The severity of the gastroenteritis* varies 
widely, presumably because of differences in the 
number of germs or amount of toxin ingested and, 
possibly, in the degree of individual resistance. ' 

ALCOHOLIC BEVERAGES AND ORALLY 
GIVEN HYPOGLYCEMIC DRUGS 
To the Editor:— A 58-year-old man has had an un¬ 
usual reaction to chlorpropamide and tolbuta¬ 
mide. He has been a diabetic for 10 years ami 
has been using NPH insulin, 30 units. He has a 
clinically determined, myocardial insufficiency 
which warrants the use of anticoagulants and has 
been taking bishydroxycoumarin for one year. 
Recently he was placed on chlorpropamide 
therapy, VA tablets (375 mg.) daily, which brought 
his blood sugar level into the range of 128 mg. 
per 100 cc. About five days after initiation of this 
therapy he drank an atcoholic beverage, .and 
within 10 minutes he felt a flush in the face, slight 
discomfort in the chest, and a desire to lie down. 
This passed in 45 minutes. Other persons in the 
room commented on the flush on his face and 
head. After being placed on tolbutamide therapy 
he had a similar, but milder, reaction after in¬ 
gestion of alcohol. Can you comment on this 
reaction? A I.D., Michigan. 

ANSWER.—FIushing of the face and, at times, 
shortness of breath, palpitation, and nausea have 
been noted after ingestion of alcohol by patients re¬ 
ceiving sulfonylurea compounds. Dolger reported 
that, among 500 patients who were treated with 
tolbutamide, there were 5 instances of marked face 
and body flushing after ingestion of alcoholic bever¬ 
ages (Ann. New York Acad. Sc. 71:275 [July I0J 
1957). Such side-effects are relatively uncommon 
with use of tolbutamide but occur more frequently 
in patients receiving chlorpropamide. The Annals of 
the New York Academy of Sciences (vol. 74, March 
30, 1959) includes reports on chlorpropamide, and 
several of these mention intolerance to alcohol as a 
side-effect. Bloch and Lenhardt (ibid., pp. 954-961) 
reported Intolerance to alcohol in 11.6% of 215 pa¬ 
tients in whom the maintenance dosage of chlor¬ 
propamide was “usually 0.5 gm. or 0.25 gm., 
frequently given every other day.” Of special 
interest is the article by Signorelli entitled “Toler¬ 
ance for Alcohol in Patients on Chlorpropamide” 
(ibid., pp. 900-903). 

The exact mechanism of this untoward response 
is not understood. Prevention consists of abstinence 
from either alcohol or sulfonylurea compounds. In 
some patients the side-effects decrease even with 
continued use of the sulfonylurea agent, perhaps 
with decreased dosage. 
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ADMINISTRATION OFFERS NEW 
HEALTH PROGRAM 

Submission by the administration of its alternate 
health care program for the aged was expected to 
trigger congressional action on what has become 
a major political issue. 

The Ways and Means Committee, which has the 
responsibility of originating legislation in the field, 
immediately started closed-door consideration of 
various plans to help the needy elderly meet medi¬ 
cal-health bills. The Committee had postponed 
action until the administration came up with its 
own long-promised program. 

The administration plan, presented by Arthur S. 
Flemming, Secretary of Health, Education, and 
Welfare, would cost the Federal government at 
least 600 million dollars annually. The states would 
pay about the same. 

Under the option, the states and federal govern¬ 
ment would pay the benefits directly; under an¬ 
other, the state-federal contribution would offset 
part of the cost of purchasing private health in¬ 
surance. 

Except for those on the public assistance rolls, 
participants would have to pay part of the cost of 
health care themselves, including the first $250 
of expenses. 

The administration program was a rival plan to 
that of Rep. Aime Forand (D., R. I.), whose bill 
calls for providing health care financing for the 
elderly through the social security' system. The 
controversial Forand bill, which has the backing of 
labor leaders, is strongly opposed by the administra¬ 
tion, the medical and allied professions, and most 
business groups as unwieldy and constituting the 
entering wedge for complete government domina¬ 
tion of medical practice. 

The Ways and Means Committee, headed by 
Rep. Wilbur Mills (D., Ark.), had tentatively voted 
down the Forand proposal but were still consider¬ 
ing compromise versions of it, as well as the ad¬ 
ministration program. It was expected to decide 
soon what course of action to take on the issue of 
health care for the aged. , 

Here are some details of the federal-state subsidy' 
program offered by the administration: 

ELIGIBILITY FOR PARTICIPATION 

The program would be open to all persons aged 
65 years and over who did not pay an income tax in 
the preceding year and to taxpayers aged 65 years 
and over whose adjusted gross income, plus social 


security, railroad retirement benefits, and veterans’ 
pensions, in the preceding year did not exceed 
$2,500 ($3,800 for a couple). 

ELIGIBILITY FOR BENEFITS 

Persons eligible for participation would be en¬ 
titled to the benefits if they paid an enrollment fee 
each year of $24 and after they had incurred health 
and medical expenses of $250 ($400 for a couple). 

Public assistance recipients would be entitled to 
the benefits without paying the enrollment fee and 
with the states paying the initial $250 of expenses 
under the regular public assistance program. 

BENEFITS 

The Medicare program for the aged would pay' 
S0% (100% for public assistance recipients) of the 
costs of the following comprehensive health and 
medical services for all participants who had 
established their eligibility, and where such services 
have been determined to be medically' necessary: 
(1) hospital care—180 days; (2) skilled nursing home 
care—365 days; (3) organized home care services— 
365 days; (4) surgical procedures; (5) laboratory' 
and x-ray services—up to $200; (6) physicians’ 
services; (7) dental services; (8) prescribed drugs— 
up to $350; (9) private-duty' nurses; and (10) physical 
restoration services. 

OPTIONAL BENEFITS 

Each state would provide that an aged person 
eligible for participation could elect to purchase 
from a private group a major medical expense in¬ 
surance policy, with the understanding that 50% 
of the cost would be paid for him from federal- 
state matching funds, up to a maximum of $60. The 
state would be authorized to use appropriate 
private organizations as agents. 

FINANCING 

The governmental r-\st of the program would be 
financed "by the federal government and the states 
on a matching basis. Federal matching would be 
50%, on the average, with an equalization formula 
ranging from 33% to 66%% for the federal share. 

COST 

Assuming that all states participate and that 80% 
of those who are eligible enroll for the program, it 
is estimated that the annual federal-state cost of 
this plan would be 1.2 billion dollars, with the 
federal share being estimated at 600 million dollars. 
There would be some reduction, to the extent that 
persons eligible for participation in the plan elected 
to purchase insurance policies providing for the 
optional benefits. 

On the other hand, increases in costs and in¬ 
creased use of facilities over and above that 
included in the cost estimates could lead to an in¬ 
crease in these estimates. Also, there would be some 
(Continued on next page) 



26 


ivhenever 
digitalis 
is needed 


LANOXIN 

brand 

DIGOXIN 

formerly known as Digoxin ‘B. W. & Co. ’ 

If one digits agent 

to be recommended for 

were to oe 

«, odup«*» » 

v and varied clinical 

many ana 

• c we believe 

contingency > 

Bigot* «»» U be 
drug 

Cnrtent Cov apaVh 19 

- Bto^ Q ct 


little 




‘3 AOUU 


increase in federal payments for public assistance 
This increase might reach 100 million dollars pel 

The make-ready cost during fiscal year 1960-1961 
-including grants to states to help them develop 
their programs-would be about 5 million dollar? 
The fiscal year 1961-1962 cost would depend m 
many factors. It was estimated that this would run 
ono he .^SbkoAood of 400 million dollars, of which 
-00 million dollars would be the federal share 


HEALTH STATISTICS REPORTED 

The government has prepared a statistical digest 
on Health, Education, and Welfare Trends in order 

to chart the gains of the past and to help in un¬ 
derstanding current and emerging problems.” 

The digest, compiled by the Department of 
Health, Education, and Welfare, deals with a wide 
range of subjects. In it is noted that private expendi¬ 
tures for medical care and voluntary health in¬ 
surance total about 5% of disposable personal 
income. 

In 1958, per capita expenditures for medical care 
were nearly $96, distributed as follows: $30 for 
hospital services; $25 for physicians; $25 for medica¬ 
ments and appliances, $10 for dentists, and $6 for 
all other medical expenditures. 

Other facts cited were as follows: 

Heart disease is the chronic condition people 
most often report for inability to carry on their 
usual occupation of major activity. 

For each of the past two years hospital construc¬ 
tion outlays reached almost 1 billion dollars. Four- 
fifths of the money was nonfederal. 

In spite of reductions in recent years, there are 
still well over 600,000 resident patients of mental 
hospitals. 

All federal grants-in-aid totaled 6.3 billion dol¬ 
lar's in fiscal year 1959. Grants for health, education, 
vocational rehabilitation, welfare, and employment 
security accounted for 3.5 billion dollars of the 
total. 

Copies of Health, Education, and Welfare Trends 
may be purchased from the Superintendent of 
Documents, U. S. Government Printing Office, 
Washington 25, D. C., at 50 cents per copy. 


REPORT ON RADIATION HAZARDS 

Government and private experts on radiation, 
mming up the latest scientific information on 
diation hazards, reported that “as new informa- 
in is gained, man can expect to derive increasing 
mefits from the release of nuclear energy with a 
inimum hazard to himself and his descendants. 
A report issued by six committees of the Na- 
>nal Academy of Sciences-National Research 
mncil declared that “there are still many up¬ 
towns, and research on a wide front is needed. 
>me of the conclusions by the experts downrated 
iblic concern about possible dangers from radio- 

:tivity. , ,, 

Some of the major findings were as follows: 
There is some new evidence that genetic effects 
om low radiation doses might be less than previ- 

T^cornrnmees continue to recommend that the 
/erage gonadal dose for the general population 
Sing the first 30 years of life not exceed 10 r 
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(roentgens) of man-made radiation, and should be 
kept as far below this level as is feasible. 

There is experimental evidence to show that 
radiation-induced tumors do not begin to develop 
immediately after the radiation has been absorbed. 

No new evidence has appeared to show that 
nuclear tests have affected the weather. 

The significant long-range effects of the presence 
of radioactive isotopes in foodstuffs remain to be 
determined. 

The disposal of radioactive wastes has not re¬ 
sulted in any significant hazard to the public, its 
environment, or its natural resources. 

There is nothing inherent in the radioactive- 
waste control problem to restrict the nuclear energy 
program, with adequate protection of public health 
and safety. 

Present indications are that limited quantities of 
radioactive materials can be safely released in the 
oceans. 

The reports resummarized the deliberations of 
committees on genetics, pathology, meteorology, 
agriculture and food supplies, disposal and dispersal 
of radioactive wastes, and oceanography and fish¬ 
eries. They were appointed to conduct a continuing 
appraisal of tire effects of atomic radiations on living 
organisms and to identify questions on which 
further intensive research was urgently needed. 
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MISCELLANY 

The Agriculture Department offered to pur¬ 
chase 1,195,700 lb. of frozen, ready-to-cook poultry 
that had been treated with the chemical stilbestrol. 
The offer was made after the Food and Drug Ad¬ 
ministration banned the sale of such poultry in 
interstate commerce because stilbestrol can cause 
cancer in rats if fed in sufficient quantity. Only 1% 
of the nation’s poultry crop was affected. 

The Federal Trade Commission said the Ameri¬ 
can Registry of Doctors’ Nurses, Marianna, Fla., 
has agreed to stop using any trade name which 
falsely implies that it is a nonprofit organization 
without clearly and conspicuously revealing that it 
is a private business operated for a profit. 

The House Veterans Affairs Committee approved 
a bill that would authorize for the first time the 
furnishing of outpatient care to veterans with non- 
service-connected disabilities. Under the legislation, 
this care could be provided when it is judged rea¬ 
sonably necessary in preparation for admission of 
the veteran who has been determined to need hospi¬ 
tal care and who has been scheduled for admission 
and in cases in which a veteran with non-service- 
connected disabilities has been granted hospital 
care, and outpatient care is reasonably necessary' to 
complete the treatment. 

The Public Health Service announced a three- 
year study of hyptertension designed to test the 
effectiveness of various drugs in treating “essential 
hypertension,” which accounts for most cases of 
high blood pressure. Five hospitals will share in 
research grants totaling $154,000 from the National 
Heart Institute. 

An overdose of amphetamines taken by a truck 
driver was responsible for a truck-bus crash near 
Tucson, Ariz., last December, the Interstate Com¬ 
merce Commission reported. Nine persons were 
killed in the accident. The government is carry'ing 
on a campaign against unauthorized sale of 
amphetamines. 
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American Diabetes Association, Inc., Hotel Deauville, Miami Bead 
Fla., June 11-12. Mr. J. Richard Connelly, 1 E. 45th St., New YorV 17 
Executive Director. ' 


American Electroencephalographs Society, Belmont Hotel, (V- 
Cod, Mass., June 10-12. Dr. George A. Uletl, 1420 Grattan St., St. 


Va., 

*• i*OSP«» 


Louis 4, Secretary. 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 
i960 Annual Meeting, Miami Beach, Fla., June 13-17. 

1960 Clinical Meeting, Washington, D. C., Nov. 28-Dcc. 1. 

1961 Annual Meeting, New York City, June 26-30. 

1961 Clinical Meeting, Denver, Nov. 27-30. 

1962 Annual Meeting, Chicago, June 11-15. 

1962 Clinical Meeting, Los Angeles, Nov. 26-29. 

AMERICAN 

1960 

May 

American Association for Cleft Palate Rehabilitation, Brown 
Palace Hotel, Denver, May 12-14. D. C. Spriestersbach, Ph.D., Uni¬ 
versity Hospitals, Iowa City, Iowa, Secretary-Treasurer. 

American Assoclvtion on Mental Deficiency, Lord Baltimore Hotel, 
Baltimore, May 16-21. Mr. Neil A. Dayton, P. O. Box 51, Mansfield 
Depot, Conn., Executive Secretary-Treasurer. 

American Association of Plastic Surgeons, Milwaukee Inn, Milwaukee, 
May 17-20. Dr. Thomas D. Cronin, 6615 Travis St., Houston 25, Texas, 
Secretary. .... 

American Gynecological Society, .. 

May 30-June 1. Dr. Andrew A. I! :,l •- 

Washington 7, D. C., Secretary. 

American Ofuthalmolocical Society', The Broadmoor, Colorado 
Springs, Colo., May 16-18. Dr. Maynard C. Wheeler, 30 W. 59th St., 
New York 19, Secretary. , 

American Orthopaedic Association, The Homestead “° n«JyoA of 
May 30-June 2. Dr. Lee Bamsay Straub, 535 E. 70 St., New York -I, 

American*Trudeau Society, Statler anl Biltmore Hotels, Los Angeles, 
‘May 16-18. Mr. Frank W. Webster, 1790 Broadway, New York 19, 

American 'urological Association, Inc., The Palmer House, Chicago, 
May 16-19. Mr. William P. Didusch, 1120 N. Charles St., Baltimore 1, 

HH—ta W1HS *• 

510 S Beretania St., Room 200, Honolulu 13, Hawaii. 

y May ;; 

* 

-- Executive Secretary* rtr , r4 n-.rtv & Biltmore Hotels, Los 

>SK STSSST5SU. New York 
‘ P-C-CE »ei 

Peters, 475 S. Arlington Ave Reno S-Haddon Hall, Atlantic City, 
MKK Trenton 5, N. I„ 

Executive Officer. 18-20. Dr. O. E. Grua, 

Ogden Surgical .f 0C S B«B bSen,’ Utah, Secretary. 

412 First Security Bank Bldg., Wj,oe , , C i eve!an d, May 

- 01 17 -l S 9 . A Mr M Clmrte S Ne C Eon,°79 E. State St., Columbus 15, Esecu- 
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FIFTEEN YEARS’ EXPERIENCE WITH THE TUBERCULIN TEST 

Samuel C. Stein, M.D. 
and 

Hubert W. Hetherington, M.D., Philadelphia 


0 LTHOUGH there is agreement that the 
tuberculin test is important, there is dis¬ 
agreement regarding who should be 
tested, how often, by what mediod, by 
means of what material, in what quantity, and 
how the test results should be interpreted. Only too 
often, persons who have no special knowledge of 
the test express their opinions on these subjects; 
moreover, the test sometimes is given and its results 
are interpreted by persons who lack the necessary 
technical skill. 

The earlier hope that tuberculin, either as a vac¬ 
cine or as a desensitizing agent, would succeed in* 
controlling clinical tuberculosis needs no discussion. 
In addition, subcutaneous injection of tuberculin is 
no longer used as a diagnostic procedure. A few 
physicians, in diminishing numbers, continue to 
regard tuberculin injections as specific therapy. As 
the frequency of infection and reinfection from per¬ 
sons who are sources of tuberculosis has decreased 
in recent years, however, the tuberculin test has 
become more valuable as a diagnostic procedure, 
while it continues to indicate the incidence of tuber¬ 
culous infection in various groups of the population. 

Methods of Tuberculin Testing 

Unfortunately, there are numerous factors that 
interfere with a comparison of the results of tire 
tuberculin tests which have been reported by dif- 


ln order to restore confidence in the tu¬ 
berculin test as such it is necessary to rein¬ 
stitute the standardization of commercially 
available test materials. Satisfactory condi¬ 
tions of production, careful biological com¬ 
parison, and electrophoretic analysis are 
necessary to insure the uniformity of the 
purified protein derivative (PPD) or of any 
tuberculin. From 25,538 records of patients 
examined during a 15-year period, data 
were obtained for a study of the relation of 
pulmonary tuberculosis to the results of tu¬ 
berculin (PPD) tests. The data imply that the 
degree of sensitivity to tuberculin constitutes 
important information to the clinician. The 
authors conclude that the use of the stand¬ 
ard two-dose test has been highly satisfac¬ 
tory and should not be modified in clinics 
that serve areas where tuberculosis con¬ 
tinues to be a major public health problem. 


ferent investigators in different decades. One of the 
chief of these is the use of various methods of test¬ 
ing. The first tuberculin test, introduced by Von 
Pirquet, was given by a so-called “scratch method," 
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which permits unknown amounts of tuberculin to 
come iii contact with the intradermal layers of the 
skin, A few years later Mantoux devised the intra- 
cutaneous test, which is generally considered to be 
the standard method of tuberculin testing. In addi¬ 
tion, Vollmer s patch test, the Moro test which uses 
tuberculin-containing ointment, and the conjunc¬ 
tival test were applied by various investigators at 
different times. Recently, the Heaf test, given by a 
multiple-puncture method, is being used in a num¬ 
ber of communities, chiefly in England. 

A review of the various techniques used in ad¬ 
ministering tuberculin indicates that the Mantoux 
test has advantages that outweigh any alleged dis¬ 
advantage. By this method, when properly applied, 
a uniform amount of standardized tuberculin can 
be given to each person being tested. Thus, varia¬ 
tions of skin absorption or the possibility that an 
indeterminate amount of material may reach the 
intradermal layers of the skin can be resolved. Not 
only is the intracutaneous test most reliable, but its 
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United States today. For clinical use the material 
is made into tablets containing known quantities of 
tuberculin. 


Standardization 


As late as 1923, the Bureau of Animal Industry 
which had the function of testing the potency and 
stability of tuberculin in the United States, was 
using a relatively crude method of standardization 
which was described by White 3 as the guinea pig¬ 
killing method. About 1909, Roemer used Mantoux’s 
intracutaneous method in cattle, the thickness of 
the skin determining the strength of the reaction. 
Lewis and Aronson 1 compared the reactions caused 
by the injection of a standard-strength tuberculin in 
one portion of the skin and the injection of a similar 
amount of the material to be tested (unknown tuber¬ 
culin) in another portion of the skin of tuberculous 
animals. It is this method, modified for human sub¬ 
jects, that is now used to compare the potency of 
newly made tuberculin with a standard-strength 
tuberculin. 


use permits a record of the intensity of the tuber¬ 
culin reaction in different patients, and in the same 
patient at different times. 

Synthetic-Medium Tuberculin 

Among the factors that prevent results compar¬ 
able to others with the intracutaneous test, the test 
material is important. For many years the material 
that was available was Koch’s original tuberculin, 
namely, “Old Tuberculin” (OT). This material 
was used during a period when reports showed 
a high incidence of reactors in European cities and 
in large American cities. 

It was a recognized handicap to standardization 
that OT, essentially the filtrate of a six-to-eight- 
week-old broth culture of tubercle bacilli, con¬ 
tained proteins and other substances from the broth 
medium. This handicap was eliminated by the pro¬ 
duction of synthetic mediums in which no protein 
was present. One of these mediums was originated 
by Long 1 while another, which produced a greater 
growth of bacilli, was devised by Dorset of the 
Bureau of Animal Industry. 2 The tuberculin from 
Dorset’s medium was called synthetic-medium tu¬ 
berculin. It was the ability to produce unadulter¬ 
ated tuberculoprotein that made possible further 
steps in tuberculin purification. 

By putting synthetic-medium tuberculin through 
processes of ultrafiltration, filtration, precipitation 
by trichloracetic acid, centrifugation, removal of 
trichloracetic acid by extraction with ether, and 
dehydration, purified protein derivative (PPD) of 
tuberculin was first made. The final product is pro¬ 
tein synthesized by the tubercle bacillus. Later, 
precipitation was accomplished with ammonium 
sulphate instead of trichloracetic acid. Precipitation 
with ammonium sulphate produces PPDS, the ac¬ 
cepted standard of the World Health Organization 
and' the commercial PPD that is available in the 


The original tests to compare OT and PPD were' 
carried out chiefly between 1932 and 1936. By test¬ 
ing tuberculin reactors with OT given intracutane- 
ously on one forearm and with PPD at a similar 
site on the other forearm, it was found that 0.1 cc. 
of diluent containing 0.01 mg. of the OT that had 
been used as a standard at the Phipps Institute for 
a number of years produced almost exactly the 
same reaction as the same amount of diluent con¬ 
taining 0.00002 mg. of PPD; an increase of 100 
times, or 1.0 mg. of OT, was found to give the same 
reaction as an increase of 250 times the amount of 
PPD, namely, to 0.005 mg. of PPD. 

To establish international standards, the World 
Health Organization has designated varying 
strengths of tuberculin in terms of units, namely: 
The equivalent of one international unit is 0.00002 
mg. of PPD or 0.01 mg. of OT; the equivalent of 
5 international units is 0.0001 mg. of PPD or 0.05 
mg. of OT; the equivalent of 10 international units 
is 0.0002 mg. of PPD or 0.1 mg. of OT; and the 
equivalent of 100 international units is 0.005 mg. 
of PPD or 1.0 mg. of OT. 

The use of intermediate test doses of PPD and 
of OT is already producing confusion. The term 
intermediate may apply to varying amounts, 
strengths, or units between 1 and 100. Some in¬ 
vestigators are using 5 units and others 10 units 
as an intermediate test dose. Thus, results are ob¬ 
tained which do not lend themselves to comparison. 

Even with a standard method and standardized 
tuberculin, different investigators, as well as the 
same investigator at different times or under dif¬ 
ferent circumstances, have used varying amounts 
of test material. Originally the Mantoux skin test 
was given in three doses. The purpose was to avoid 
strong reactions in sensitive persons by starting wit i 
a small quantity of tuberculin. The first test dose 
was 0.01 mg. of OT; if this caused no reaction, a 
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second test dose of 0.1 mg. of OT was given, and, 
in the absence of a reaction to this amount of tuber¬ 
culin, a final, injection of 1.0 mg. was given. If a 
person failed to react to 1.0 mg. of OT, he was 
considered tuberculin-negative. Later it was not 
uncommon for investigators to omit the second test 
dose and use two injections of 0.01 mg. and 1.0 mg. 
respectively. On the other hand, in communities 
where tuberculosis was less frecpient, the first and 
third amounts (0.01 mg. and 1.0 mg. of OT) might 
be omitted, the investigator relying on a single in¬ 
jection of 0.1 mg. of OT to differentiate between 
tuberculin-positive and tuberculin-negative persons. 
These procedures may be regarded as use of an 
intermediate dose and use of variable doses, as 
mentioned above. One may question how many 
physicians have taken time to read the literature 
on this subject. 

Originally the two-dose test was used to standard¬ 
ize purified protein derivative in the doses men¬ 
tioned above. In view of the fact, however, that 
both 1.0 mg. of OT and 0.005 mg. of PPD are said 
to give nonspecific reactions because of their pro¬ 
tein content and the cross reactions they cause in 
persons through sensitization by nonspecific pro¬ 
tein, it is common practice to omit these test doses 
and to give either a single test dose of 0.1 mg. of 
OT or of 0.0001 mg. of PPD or to give a two-dose 
test with the intermediate amounts of tuberculin 
as the second and final dose. By avoiding the use 
of 1.0 mg. of OT and of 0.005 mg. of PPD, advo¬ 
cates of this method believe that they obtain spe¬ 
cific reactions to tuberculin and that they do not 
fail to detect a significant percentage of persons 
with tuberculosis. There are others who feel that 
failure to use the larger doses of tuberculin in 
persons who fail to react to the smaller amounts 
merely avoids a difficulty, namely, having to make 
a clinical decision regarding the specific or non¬ 
specific character of a reaction to the large dose. 

In 1934 there were high hopes that PPD had 
solved the problem of a standard material for use 
in the intracutaneous test. At that time, there 
existed a committee of the National Tuberculosis 
Association that included members from com¬ 
mercial manufacturers of PPD. Long 1 states. ‘The 
conditions of manufacture are regulated by this 
committee. Neither the Purified Protein Derivative 
nor its process of manufacture is patented, although 
advantage is taken of an existing patent application 
in manufacture of the tablets. Under current ar¬ 
rangements the Committee endorses the use of a 
special designation, namely “Tuberculin, P.P.D. 
(Purified Protein Derivative)”, by these two manu¬ 
facturing houses, and the sponsorship of the Na¬ 
tional Tuberculosis Association is limited to their 
product. Continuous check on the character of the 
manufactured product is maintained by clinical 


trial of every lot manufactured, in the Henry Phipps 
Institute, under the supervision of Drs. Long, 
Seibert and Aronson.” 

These conditions existed up to 1951. Each new 
tuberculin supply was tested against standard 
PPDS, and the potency and stability of PPDS in 
tablet form was maintained. It was recognized that 
careful attention to each step in the production, 
as well as accurate evaluation of the resulting prod¬ 
uct, was necessary. Different strains of tubercle 
bacilli produce either different amounts of syn¬ 
thetic-medium tuberculin or tuberculins of different 
potency. In the absence of satisfactory conditions 
of production and a careful biological comparison, 
as well as of electrophoretic analysis, claims regard¬ 
ing the uniformity of PPDS or of any tuberculin 
may be open to serious question. 

Tuberculin Test Technique 

In addition to the lack of uniformity' in the 
alleged dosage and potency of OT and PPD, a lack 
of meticulous care in the dilution of these products 
and their loss of strength due to deterioration of 
the materials in dilute solution may influence the 
results of the test. With the passage of time, both 
OT and PPD in dilute solution become weaker, 
although they may be kept for an indefinite period 
as concentrated OT or as PPD in tablet form. Never¬ 
theless, the commercial producers put an expiration 
date on their packages. Methods of diluting OT 
and PPD have been described on numerous occa¬ 
sions. In giving injections of different strengths, 
the same syringe should always be used for a single 
strength of tuberculin, and it should not be used 
for any other purpose. Moreover, syringes should 
be cleaned with distilled water or buffer solution. 
Chemical particles that remain in syringes weaken 
dilute tuberculin that may be in contact with the 
glassware for several hours. 

The technique of administering the intracu¬ 
taneous test has remained unchanged throughout 
the years. The injection is given into the skin of 
the forearm. If the injection is too deep, or if the 
needle is not pushed into the skin in such a manner 
that tire bevel is completely inserted and leakage 
of tuberculin results thereby, the reaction will be 
altered and tire result misleading. A properly given 
injection causes an immediate, orange-peel-like, 
blanched wheal, which an experienced technician 
will recognize as the result of a properly given 
intracutaneous injection. 

Although the interaction between tire sensitized 
body cells of a tuberculous person and tuberculin 
is not a simple antigen-antibody response, reactions 
that occur to the first and to the intermediate doses 
of tuberculin are regarded as specific. Reactions to 
1.0 mg. of OT or to 0.005 mg. of PPD may be non¬ 
specific in some instances. A reaction to tuberculin 
is an allergic reaction, since it is acquired in re¬ 
sponse to a foreign protein within the body. -The 
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site of tuberculin injection is examined in 48 to 
72 hours and the extent of edema (induration) is 
determined. 

Determination of Intensity of Reaction.-A reac¬ 
tion accompanied by edema or induration measur¬ 
ing 10 mm. in diameter or less was considered a 
1-h reaction; 11 to 20 mm. a 2-f- reaction; and 
more than 20 mm. a 3-j- reaction. Reactions accom¬ 
panied by necrosis are designated 4-f-. If reactions 
to the first test dose, i. e., 5 mm. or less, were doubt¬ 
ful, the test was repeated with either the same test 
dose or the second test dose of PPD. Patients with 
doubtful reactions to 0.005 mg. of PPD were counted 
among the nonreactors. With severe reactions vesi- 
cuiation may occur in the center of the edema, or 
actual necrosis may develop and heal, leaving a 
scar. Reactions accompanied by necrosis may be 
painful, while those associated with extensive 
edema without necrosis may cause marked pruritis. 

Two highly trained technicians using Seibert- 
prepared PPD were solely responsible for making 
the tuberculin dilutions, the intracutaneous injec¬ 
tions, and the subsequent interpretations of test 
results during the years of this study. For this 
reason, we believe that variations in results caused 
by subjective inconsistencies have remained con¬ 
stant and may be considered statistically insig¬ 
nificant. _ 

Comment 

During a 15-year period, from 1941 to 1955, 
25,53S new patients were seen at the Henry Phipps 
Institute. By means of an IBM punch card system. 
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calcified primary disease has no clinical significance 
and a diagnosis of active primary tuberculosis’ 
when made by roentgenographic examination alone 
is often unconvincing. Cases of extrapulmonarv 
tuberculosis in patients whose diagnosis and super'- 
vision usually originated from other institutions 
also were ignored. Fully aware that many factors 
are important in evaluating the tuberculin test, we 
intend to subject our statistical data to further 
analysis with regard to these factors. 

Test results were not interpreted in 2,779 patients 
during the year of first admission to the clinic. 
In some instances patients were hospitalized im¬ 
mediately; in others they failed to return for inter¬ 
pretation of their test results in 48 or 72 hours. 
Among the latter were patients in whom the test 
had produced induration at indefinite periods after 
the 72-hour interval specified for interpretation. 
They were thus tuberculin-positive, but no accurate 
designation of the intensity of the reaction could 
be made. In other instances patients received the 
first test dose one or more times without a known 
reaction and without returning at a suitable inter¬ 
val for interpretation of the results. Moreover, there 
were times when vacation schedules or illness of 
the technician prevented administration of the 
tuberculin test. 

Among the 2,779 patients whose tuberculin test 
results were unknown, 405, or 14.6%, had a diag¬ 
nosis of pulmonary tuberculosis. The elimination 
of these 405 patients reduced the total of the diag¬ 
nosed pulmonary tuberculosis cases from 3,620 to 


3,524 patients were subtracted from the total be¬ 
cause they did not belong to the regular clinic 
population; they comprised patients of the special 
diagnostic and sarcoid clinics who lived outside 
the chest clinic area and a small group who, on 
the IBM cards, were wrongly punched as first-year 
clinic admissions, although they had been seen in 
a previous year. With deletion of these 3,524 from 
the total of 25,538, 22,014 patients remained. After 
exclusion of the above groups there is no reason 
to believe that significant variations in the criteria 
for admission to the clinic occurred during the 
years 1941 to 1955. The clinic roster was made up 
chiefly of tuberculous patients and their contacts, 
occasional patients with nonpulmonary tuberculosis, 
a small number with miscellaneous abnormalities, 
and patients with respiratory symptoms due to 
various causes. It is presumed that a part of the 
latter group had roentgenographic evidence of 
.pulmonary abnormality that was diagnosed as pul¬ 
monary tuberculosis, despite failure to prove the 
specific etiology. In retrospect, it is our impression 
that this group may cause a slight variation in the 
figures given for the frequency of pulmonary tuber¬ 
culosis and the tuberculin reaction correlation. 

Cases of primary tuberculosis were ignored in our 
study, partly because of inconsistencies in this diag- 
nosis’in different years. A diagnosis of healed or 


3,215, a reduction of 12.6%. 

Elimination of this group of 2,779 patients re¬ 
duced to 19,235 the clinic population for whom 
interpretation of their reactions to the first test dose 
of 0.00002 mg. of PPD could be completed. There 
were 12,548 patients who reacted to this quantity 
of PPD, while 6,687 patients did not. Reactions to 
the second test dose of 0.005 mg. of PPD were 
interpreted in 5,756 patients, while in 931 instances 
the second test dose was either not given or no 
interpretation of results at 48 to 72 hours was ob¬ 
tained. Accordingly, it is not possible to add this 
group either to the reactors to the second test dose 
of PPD or to the group that failed to react to both 
test doses. They are designated by the^ term 1st 
test negative result, 2nd not interpreted in tables 
1 2 and 3. The remaining 5,756 who did not react 
to the first test dose of PPD included 3,702 patients 
who reacted to the second, and 2,054 who reacted 
negatively to both tests. These figures are shown 

in table 1. „ . 

During the period from 1941 to 1955 there were 
major changes in the treatment of tuberculous pa¬ 
tients and in the public health aspects of tubercu¬ 
losis control. Treatment with antimicrobial drugs 
became increasingly prevalent during the latter 
half of the period, and there was a corresponding 
decrease in therapy by means of bed rest and arti- 
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ficial pneumothorax. It is generally believed that 
conversion of sputum by chemotherapy has greatly 
reduced the number of tuberculous patients who 
expel virulent tubercle bacilli; this, in turn, has 
resulted in a decrease in the opportunities for 
tuberculous infection, and hence in a much more 

Table 1 .—Results of Tuberculin (PPD) Tats in Patients at 
Henry Phipps Institute, Philadelphia, 1941- 55° 

Reactor* to PPD Soureactors to PPD 

1st Test Result Both Test 

l>t Do2nd Dose, Negative, Result* 

0.w>ur2.Mg. <WW3 Mi?, 2ndN.Lt Negative 

Total ( ———-v—-—"-v— A -v/—-—*-» 


Yr. 

Tested 

No. «~ c 

No. 

Tc 

No. 

,c 

No. 

Tc 

1911-35 

19,235 

12,548 05.2 

3,702 

19.2 

931 

4.8 

2,051 

10.7 

1941-45 

0,217 

4,211 07.4 

1,275 

20.4 

170 

2.7 

591 

9.4 

1910-50 

7,579 

4,749 02.0 

1,527 

20.1 

510 

»M 

793 

10.5 

1051-55 

5,409 

3,588 1)0.3 

9UO 

10.0 

251 

4.0 

070 

12.4 


* Excluding 2,779 patients not given a tuberculin test during year of 
1st admission, 
t X.I.: not interpreted. 


rapid decline in the number of tuberculin reactors 
tlian would have been the case with the relatively 
slower decline that was occurring prior to use of 
antimicrobial methods of tuberculosis control. 

The considerable effect of antimicrobial therapy 
is clearly seen in the mortality '* and is less notice¬ 
able in the morbidity. 7 The results of a joint effort 
in tuberculin testing by the Philadelphia Tubercu¬ 
losis and Health Association, the Philadelphia Board 
of Education, and the Philadelphia Department of 
Public Health were reported at a recent sympo¬ 
sium. 8 During the 195S-1959 school year, about 
11,000 first-grade pupils were given intracutaneous 
tests with 0.00002 mg. of PPD, and 1.9% had reac¬ 
tions with induration of 5 mm. or more in diameter. 
In 1928 a tuberculosis case-finding study in Phila¬ 
delphia school children revealed a tuberculin re¬ 
actor rate at the age of 7 years of 24.6% to test 
doses of 0.01 mg. of OT.° Since table 1 fails to show 
a decrease in the infection rate in the three five-year 
periods, the continued high incidence of reactors 


the first test dose and that an even smaller percent¬ 
age fails to react to both test doses. The statistics 
are purposefully depicted in their most unfavorable 
aspect, since we have taken a percentage of tuber¬ 
culin test “failures” in relation to the clinically 
diagnosed population. If we were to compare the 
patients with pulmonary tuberculosis who failed 
to react to the first test dose of PPD with the total 
tested population, the percentage of failure would 

Table 3 .—Results of Tuberculin (PPD) Tests in 3,215 
Patients with Pulmonary Tuberculosis 


Reaction to Test Dose of PPD No. <Te 

Positive to 1st, 0.tR/Xr2 nig. 3,005 03,5 

Positive to 2nd, 0.005 mg........ 139 4.3 

Negative to 1st, 2nd not interpreted . 31 1.0 

Negative to both . -JO 1/2 


be greatly reduced. Thus, in tills highly selected 
population drawn from the chest clinic, the num¬ 
ber of tuberculosis patients who failed to react to 
the first test dose of PPD was 210, or 1.1%, of 19,235 
tested persons. Of these 210 patients, 139 reacted 
to the second test dose, leaving only 71, or 0.4%, 
who failed to react or who belonged in the cate¬ 
gory “1st test negative result, 2nd not interpreted.” 
Table 3 shows that 6.5% of patients with a clinical 
diagnosis of pulmonary tuberculosis failed to react 
to the 0.00002-mg. dose of PPD. One per cent of 
tuberculous patients (table 3) did not receive the 
second test dose. Had the second test dose of PPD 
been given, it is obvious that a number of patients 
would be added to those who reacted to the second 
test dose, and an addition also would be made to 
the number who reacted negatively to the second 
test dose. Since the percentages of nonreactors to 
the first test dose shown in table 3 are of the order 
of 7 to 2, it may be inferred that seven-ninths of 
the 31 patients would have reacted to the second 
test dose and that the remaining tw r o-ninths would 
have failed to react; thus, die percentage of tuber¬ 
culous patients reacting to the second test dose 


Table 2.—Pulmonary Tuberculosis in Tuberculin-Tested Population° 


No. of Re- Diagnosis No, of Re- Diagnosl- 1st Test Diagnosis Both Diagnosis 

actors to Pulmonary actors to Pulmonary Result Pulmonary Test Pulmonary 

1st PPD Tuberculosis 2ml PPD Tuberculosis Negative Tuberculosis Results Tuberculosis 

Dose, ,- A ---—■«, Dose. ,-*-> 2nd N.I.,t ---v Negative, ,-- 

Year 0.00002 Mg. No. Tc 0.105 Mg. No. No. No. Tc No. No. % 

1011-55. 12,518 3.005 23.9 3,702 139 3.7 931 31 3.3 2,054 40 1.9 

1941-4 5. 4,211 929 22.1 1,275 34 2.7 170 9 5.3 501 U 1M 

1940*50. 4,749 1,013 21.3 1,527 54 3.5 510 10 2.0 793 20 2.5 

1951-55. 3,588 1,0*53 29.G IfiXJ 51 5.7 251 12 4.S 070 9 1.3 


* In 2,779 patients not tested, pulmonary tuberculosis was diagnosed in 405. 
t X.I.: not interpreted. 


is probably a result of well-directed efforts in tuber¬ 
culosis case finding in an area of high epidemio¬ 
logic significance. 

Further analyses of the data are shown in table 2. 
An attempt was made to determine the incidence 
of pulmonary tuberculosis in the tuberculin-tested 
population. It is evident that only a small per¬ 
centage of, tuberculous patients fails to react to 


may be assumed to be 5.1, while those reacting 
negatively to the second test dose will consti¬ 
tute 1.4%. 

It has been implied that die degree of sensitivity 
to tuberculin may be of clinical significance. Table 
4 constitutes an attempt to determine if this impres¬ 
sion can be affirmed or denied. It is readily seen 
that most tuberculous patients who react at all 
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have strongly positive reactions. Almost two-thirds 
of them had 3+ reactions, and an additional 25% 
had 2+ reactions to the first test dose of PPD. On 
the other hand, 8% exhibited less than a 2-f- reac¬ 
tion to the first test dose (0.00002 mg.) of PPD. 

In table 4, the high incidence of reactors to PPD 
in the nontuberculous group is compatible with the 
expected prevalence of infection in a district with 
high morbidity and mortality. The fact that most 
-nontuberculous patients have 2+ or 3-f- reactions 
to the first test dose may be attributed to the large 
number of contacts in the clinic population. 

The data imply that the degree of sensitivity to 
tuberculin constitutes important information to 
the clinician. In the selected population pulmonary 
tuberculosis was found to occur in slightly less 
than 25% of patients who, given 0.00002 mg. of 
PPD, had reactions of 2+ or more, while tubercu¬ 
losis was found in 15.8% of 1-f reactors to 0.00002 
mg. of PPD, in 6.6% of 3+ reactors to 0.005 mg. 
of PPD, and in 1.9% of 2-}-, 1-j-, and nonreactors 
to 0.005 mg. of PPD. 

Aronson IO has pointed out that “the sensitivity 
to tuberculin induced by the intracutaneous admin¬ 
istration of BCG vaccine is not as marked as that 
resulting from natural infection. This is indicated 
by the smaller per cent of the vaccinated who re¬ 
acted to the initial dose of 0.00002 mg. of PPD and 
the less severe local reaction in the vaccinated than 
was noted in the controls who reacted.” 

Noninfected persons who were vaccinated with 
BCG in the clinic usually showed, in six to eight 

Table 4.— Degree of Sensitivity to Tuberculin (PPD) in 
Tuberculous and Nontuberculous Patients 0 
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Table 5 presents data on 3,144 patients with mil 
monary tuberculosis, which in 1,018 (32 4%) l 0 t 
minimal degree, in 1,207 (38.4%) moderately ad¬ 
vanced, and in 919 (29.2%) far advanced. 

It has been pointed out that 8% of patients with 
pulmonary tuberculosis either had 1-f reactions to 
the first test dose of PPD or failed to react to this 
amount of test material. It follows that most tuber¬ 
culous patients have strong reactions. Thus, in 
table 5, there were 88% of patients in the minimal 
group who had 2-f, 3-f, or 4+ reactions to the 
first test dose, while 91.8% in the moderately ad- 


Table 5 —Relation Between Degree of Sensitivity to 
Tuberculin (PPD) and Extent of Pulmonary 
Tuberculosis, 1941-55 


Diagnosis 
Extent of 
Pulmonary 
Tuberculosis 

.Minimal . 

.Moderately 
advanced .... 
Far-advanced . 

Total . 


No. of Reactions to Test Doses 
of PPD by Intensity 


1st, 0.00002 Jig. ' 2nd, 0.003 Mg. 

i -- -A-— _ A 


f ■ 

1+ 

3+ 

2+ 

1-f 

■V- 

1+ 

3+ 

2+ 

1+ ' 

Tot :i! 

1 

(i (5 

251 

G1 

0 

42 

11 

7 

1.0IS 

5 

78.) 

323 

JG 

1 

34 

12 

1 

1,207 

1 

49G 

352 

39 

1 

17 

9 

4 

919 

— 

— 

— 

— 

— 

— 

_ 

_ _ 


7 

1,920 

920 

148 

2 

92 

32 

12 

3,114 

— 

-- 

— 

— 

— 

— 

— 

— 


0.2 

01.3 

29.3 

4.0 

0.1 

2.9 

1.0 

0.1 

100 


vanced group, and 92.3% in the far-advanced group, 
had reactions indicating similarly high tuberculin 
sensitivity. 

This analysis indicates that the extent of pul¬ 
monary disease is not the factor that determines 
the intensity of reaction. We infer that, in all prob¬ 
ability, the local reaction to the tuberculin test is 
a manifestation of systemic invasion by tubercle 
bacilli; hence, the extent of focal pulmonary tuber¬ 
culosis does not materially, of itself, influence the 
intensity of the reaction. 


No. of Reactions to Test Doses of 
PPD by Intensity 

_ ■/> __ 

1st, 0.00002 Mg. 2nd, 0.005 Mg. 

Diagnosis ,--- f ~ -—-v-*- 




3-f 

2+ 

i+ 

4+ 

3+ 

2+ 

1+ 

Total 

Tuberculosis . 

. 7 

1,020 

920 

140 

o 

93 

32 

12 

3,144 

Nontuberculosis . 

. 23 

5,952 

2,789 

779 

5 

1,313 

1,049 

59(1 

13,100 

Total . 

. 30 

7,878 

3,715 

925 

7 

1,400 

1,081 

008 

1G.250 


•An additional 71 patients with pulmonary tuberculosis failed to 
react to both test doses of tuberculin or failed to react to the first test 
dose and did not return for the second test reading; there were 2,914 
nontuberculous patients in these categories. 

weeks, a 2-f or a 1-f reaction to 0.1 mg. of OT, or 
a reaction to the second test dose of PPD. These 
reactions tended to remain constant for months 01 
years. 

The occurrence of natural superinfection was 
shown by an increase in the intensity of the reac¬ 
tions to 2-f or more to 0.00002 mg. of PPD. The 
constant and uniform results that Aronson obtained 
were, in all probability, due to the routine method 
used in subculturing the original strain of BCG he 
had acquired, as well as in the routine bioassay of 
the vaccine. 


Summary and Conclusions 

The tuberculin test is a means of indicating 
proper direction in case-finding and in local tuber¬ 
culosis control programs. The use of the standard 
two-dose test has been highly satisfactory and 
should not be modified in clinics that serve areas 
where tuberculosis continues to be a major public 
health problem. The data imply that the degree of 
sensitivity to tuberculin constitutes important in¬ 
formation for the clinician. 

We are of the opinion that loss of confidence in 
the tuberculin test has occurred. The techniques 
of administration and interpretation are local prob¬ 
lems, but restoration of confidence in the test as 
such requires reinstitution of standardization of 
commercially available test materials. Today, as in 
the past, the tuberculin test is a cornerstone in the 
control of tuberculosis. 

Seventh and Lombard Streets (47) (Dr. Hetherington). 

This study was supported by a grant from the Pennsyl¬ 
vania Tuberculosis and Health Association. 
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HEATED HYPERTONIC AEROSOL IN COLLECTING SPUTUM 
SPECIMENS FOR CYTOLOGICAL DIAGNOSIS 

David M. Berkson, M.D. 

and 

Gordon L. Snider, M.D., Chicago 


It has been known since 1918, when Hampeln 1 
first described the presence of malignant cells in the 
sputum of patients with bronchogenic carcinoma, 
that cytological examination of sputum could be 
used as a diagnostic tool. The routine examination 
of sputum for abnormal cells was greatly advanced 
by the technique of Papanicolaou, 2 described in 
1943. Since that time many reports have appeared 
in the literature concerning this technique. 

The over-all accuracy of the method and the num¬ 
ber of specimens necessary to obtain maximum diag¬ 
nostic accuracy has varied with the laboratory re¬ 
porting. Liebow, Lindskog, and Bloomer 3 noted 
an accuracy of 42.8% in proved cases of broncho¬ 
genic carcinoma when an average of 3.2 specimens 
per patient were examined. McDonald and Wool- 
ner 4 stated that three specimens per patient should 
be examined. They estimated their accuracy at 50% 
on sputum samples, with a 10% increase in accuracy 
if bronchial washings were also examined. Farber 
and his group 3 reported an over-all accuracy of 
55% in 241 cases of proved bronchogenic carcinoma, 
with the accuracy increased to 90% if five or more 
specimens were examined. Papanicolaou's 8 cases 


Resident in Medicine, Michael Reese Hospital (Dr. Berkson); As¬ 
sistant Director, Chest Department, Michael Reese Hospital, and Assist¬ 
ant Professor of Medicine, Chicago Medical School (Dr. Snider). 


The cytological examination of sputum is 
a valuable diagnostic aid, but the necessary 
specimens have not always been readily ob¬ 
tainable. A new technique involving the in¬ 
halation of an aerosol was devised, the 
inhalant consisting of 10% sodium chloride 
in 15% propylene glycol. It was used in 20 
patients and yielded between 1 and 10 cc. 
of sputum in every one of 45 trials. Thirty- 
three of the 45 specimens were satisfactory 
for cytological examination. None of these 
patients had given satisfactory specimens 
before. This procedure is suggested for use 
especially in patients with suspected malig¬ 
nant pulmonary disease. 


revealed an over-all accuracy of 94.5% in 54 patients 
studied. In this group there were three false-nega¬ 
tive and no false-positive results. 

In spite of this variance in reported diagnostic 
accuracy, there is general agreement that the cyto¬ 
logical examination of sputum is a worthwhile 
diagnostic measure. It serves as an adjunctive pro¬ 
cedure to be used along with direct bronchoscopic 
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lun^cfnce? ™ patie f ts sus Pected of having 

. , It 1 mcreases the number of positive 

du noses which can be established and permits 
caihei diagnosis in many instances. There fc cr en 

thC Cyt0l ° SiCal -^Vtiofof 

e„X of ?ike m Sp r m ? ns greatIy decreases 
me number of false-negative diagnoses. 

When patients with suspected malignancv ire 

S! PUtlm \ dle collection of specimens for cyto- 

S cal examination is usually no problem. Adequate 

S^S, fe - n, ^ Cqpic Study Can be 

easily if the specimens are promptly brought to the 
- laboratory m their fresh state and are handled in 
the generally prescribed manner. 7 The fact that 
sputum originates from the lower respiratory tract 
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sputum or who lnrl 1 

specimens. This procedure fepe*™d"S'? 
di-ugs or anesthesia. The nation 1 ; 1 without ai 

position with the mouthV 11 Paced ln sittil 

chloride solution k 

simulates the patient to propellent Jonah TJ3 
expelled secretions are collected 

hons at room temperature in an attempHo Ida 
sputum for cytological examination. Bronchodilalt 

S ° dium chloride elution and we 
O agents have been used with some success bi 
he percentage of patients from whom satisfactor 
speeimens couH be obtained has been loT 
In I95S Bickerman, Sproul, and Barach 8 reporte 
the use of a heated hypertonic saline aerosol to col 
lect sputum specimens for cytological examinatior 
They used a solution which contained behveen 3? 
and 15% sodium chloride to which 15% to 205 
piopy ene glycol was added, and they administers 
it with an electrically heated high capacity aeroso 
unit. Using this technique they were able to obtaii 
sputum from 82.5% of a consecutive series of 33( 
patients who were either normal, had chronic pul 
monary disease, or were suspected of having pul 
monary malignancy. They subjected 74 of these 
specimens to cytological examination, and 78.4% 
were found to be satisfactory by the criteria ahead} 
outlined. They did not indicate how many of theii 
patients were spontaneously raising sputum. 

The present study was initiated in an attempt to 
evaluate the heated, hypertonic aerosol method of 
obtaining sputum for cytological examination with 
the aim of improving our present yield of satisfac¬ 
tory specimens. 


Fig. 1—Histiocytes containing dark (carbon) particles. 
These cells must be present to indicate that specimen origi¬ 
nated in lower respiratory tract. 

can then be confirmed by the demonstration in the 
cytological smears of histiocytes or alveolar phago¬ 
cytes, which usually contain carbon pigment (fig. 1). 
When these cells are absent, one cannot be certain 
that the secretions are not all from the trachea or 
upper respiratory passages, and such specimens are 
reported as unsatisfactory for diagnosis of broncho¬ 
genic carcinoma. This study is concerned with 
patients who do not raise sputum or whose sputum 
specimens have been reported as unsatisfactory for 
diagnosis because of a lack of histiocytes in the 
cytological smears. 

At our hospital it has been the custom to perform 
peroral bronchial washings on those patients with 
suspected pulmonary malignancy who were not rais- 


Methods and Materials 

A heated nebulizer which delivers a liquid and 
vapor mist at a temperature of 105 F (40.6 C) was 
used. A solution of 10% sodium chloride in 15% 
propylene glycol was nebulized either with oxygen 
at a flow rate of 5 to 7 liters per minute or with an 
electric diaphragm air compressor as the propellant. 

A Y-shaped glass tube was inserted in the tubing 
system connecting the nebulizer to the air source 
(fig. 2). With the mouth closed over the nebulizer 
mouthpiece and the index finger placed over the 
open end of the Y-shaped tube, the patient was in¬ 
structed to inhale rapidly and deeply. The mouth 
was then removed from the mouthpiece and the 
finger taken off the tube during normal expiration. 
This procedure was repeated with each breath for 
a period of 10 to 15 minutes; the patient rested for 
a few moments if there were any symptoms due to 
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hyperventilation. With use of this technique, 4 to 
7 cc. of aerosolized material was delivered per treat¬ 
ment period. 

All sputum raised from the time of initiation of 
the aerosol until one hour after its termination was 
collected. If there was no spontaneous cough, the 
patient was instructed to cough voluntarily in an 



Fig. 2.—Heated nebulizer with Y-shaped tube adaptor 
connected to portable air compressor. 


effort to raise sputum. Specimens so obtained were 
promptly sent to the laboratory where they were 
handled in the usual manner. 7 

Patients selected for study were those suspected 
of having pulmonary cancer, who were not raising 
sputum or had previously, on more than one oc¬ 
casion, produced specimens which were unsatis¬ 
factory for cytological examination. Patients who 
were producing multiple satisfactory specimens 
were excluded from the study. 

In evaluating this technique, we compared our 
results with the results of examination of various 
types of specimens obtained by the cytology division 
of the pathology department. 

Results 

A series of 20 patients was studied, and 45 aero- 
solizations were performed. The mean age was 63 
years, and 16 of the patients were over the age of 
50 years. Sputum was produced on every occasion 
in amounts varying between 1 and 10 cc. Thirty- 
three (73.3%) of the 45 specimens were satisfactory 
for cytological examination by the criteria previous¬ 
ly outlined (see table). In this group of 20 patients, 
showed positive findings in one patient, suspicious 
findings in two, and negative findings in the fourth. 
On no occasion did we obtain as many as five speci¬ 
mens from any one patient. This series is too small 
to permit evaluation of the accuracy of cancer diag¬ 
nosis by cytological examination. 

The specimens were similar to naturally produced 
sputum in ease of handling, and no cellular distor¬ 


tions were noted. No side-effects were encountered 
in any of our patients. Most of the patients could 
carry out the procedure without assistance or super¬ 
vision after the initial instructions. As experience 
with the technique was gained, it became apparent 
that satisfactory specimens could be obtained from 
almost any patient who could adequately inhale 
the aerosol. 

A review of the record of the cytology division of 
the pathology department for the period of July 
through December, 1958, revealed that 338 speci¬ 
mens, including sputum, peroral bronchial washings, 
and bronchoscopic smears, were examined. These 
were unselected cases, with no distinction being 
made between sputum producers and nonproducers. 
In this group 213 (63%) of the specimens were 
satisfactory. 

In the group of patients studied on tire chest 
service of the hospital during the 18-month period 
from Jan. 1,1958, through June 30,1959, there were 
22 patients who underwent peroral bronchial lavage 
to obtain specimens for cytological examination. A 
total of 58 washings were performed, and only 25 
(43.1%) of the specimens were satisfactory. 

Comment 

Nebulization of cold (room temperature) isotonic- 
fluids produces aerosols which are at 30 to 60% of 
body humidity (absolute humidity [water content] 
of saturated air at body temperature, 98.6 F [37 C]),. 
with roughly one-half of the water in vapor form 
and one-half as suspended water droplets. By rais¬ 
ing the temperature of the aerosol as it leaves the 
generator to 100 to 105 F (37.8 to 40.6 C) and by 
increasing the tonicity of the solution with sodium 
chloride and propylene glycol, it is possible to get 
aerosols which are at or above body humidity. Rais¬ 
ing the temperature of the aerosol increases the 
amount of water vapor which the air will hold. 0 

Comparative Incidence Specimens Satisfactory for 
Cytologic Examination 


Study 

Technique 

Pa¬ 

tients, 

No. 

No. 

Spec¬ 

imens 

No. 


Present study . 

.. Heated aerosol 

20 

45 

33 

73.3 

Bickemian et al r . 

.. Heated aerosol 

74 

74 

5 S 

78.4 

Michael Reese 

Hospital, 

Cytology Service 
(July-Dee., 1938) . 

..Various 


33S 

213 

G3 

Michael Reese 

Hospital, 

Chest Service 

(Jan., lOoS-June, 1939) . 

.. Peroral bronchial 
washings 

22 

5S 

25 

43.1 


The higher tonicity of the solution results in lower¬ 
ing vapor pressure so that the tendency for tiny- 
fluid droplets (0.5 to 1.0 p with this machine) to 
rapidly turn into vapor is markedly decreased. A 
stable suspension of fluid droplets in saturated air is 
thus produced. Many of these droplets are then 
carried to the lower air passages, where they are 
deposited. In the bronchi and bronchioles the hyper- 
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tonic solution will have a mild irritant effect which 
increases mucus secretion. There may also be some 
osmotic transudation of fluid through the bronchial 
mucosa. This increased quantity of bronchial fluid 
provides a vehicle for the expectoration of exfoliated 
cells. 

A warm solution does not have the irritant effect 
of a cold, hypertonic solution on the posterior 
pharynx and is able to reach the lower respiratory 
passages without producing discomfort or unde¬ 
sirable side-effects higher in the respiratory tree. 
At the lower levels, the mildly irritating' effect 
of the hypertonic aerosol will stimulate cough in 
many patients. 

Our results with this aerosol method were essen¬ 
tially the same as those of Bickerman, Sproul, and 
Barach. 8 Our yield of 73% satisfactory specimens 
was slightly better than the 63% yield in the total 
experience of our cytology service. However, this 
10% increase in the number of satisfactory speci¬ 
mens with use of the aerosol technique assumes 
greater importance when one considers that our 
series included only patients who were not produc¬ 
ing sputum or who had previously produced un¬ 
satisfactory specimens by the usual techniques. 

In comparison with the results obtained by peroral 
bronchial washing, results of the aerosol method 
were clearly superior. It is a comfortable technique 
which can be easily administered by a technician. 
There are no significant side-effects, and there is no 
hazard of explosive cough. It can be used without 
fear on older, debilitated persons. This simple, safe 
technique should replace the more cumbersome ap¬ 
proach of peroral bronchial lavage in patients who 
are not raising sputum. 

The extension of this method to collection of 
sputum specimens for bacteriological diagnoses by 
altering the solution is now under consideration. 

Summary 

A heated hypertonic aerosol solution of 10% 
sodium chloride in 15% propylene glycol was used 
to collect sputum specimens for cytological examina¬ 
tion from a group of patients with suspected pul- 

onary malignancy who were not raising sputum or 
vho had previously produced unsatisfactory speci- 
iens. Twenty patients received the heated aerosol 
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a total of 45 times; sputum was produced in all 
attempts. Thirty-three of the 45 specimens (73.3%) 
weie satisfactory for cytological examination. The 
technique is a simple, safe approach to the problem 
of sputum collection in these patients and can be 
used as a routine procedure. It is far superior to 
peroral bronchial lavage and should supplant that 
method of obtaining specimens for cytological 
examination. 

Addendum 


Since the original manuscript was submitted for 
publication this technique has been established as 
a routine procedure. The aerosol is administered by 
technicians of the oxygen inhalation service. Since 
the initiation of this service 112 patients of all 
types (sputum producers and nonproducers) have 
received the hypertonic aerosol a total of 290 times; 
251 of the specimens (86.5%) have been satisfactory 
for cytological examination. In this group of pa¬ 
tients six have been found to have malignant cells 
in their sputum by use of the aerosol technique. 

29th St. and Ellis Ave. (16) (Dr. Snider). 
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R ATIONAL TREATMENT OF ANEMIAS.—When anemia is suspected we 
Should first of all determine whether or not the patient really has anemia and 
1 in so doing we must exercise care to employ reliable methods. If the patient is 
anemic, we should do everything possible to determine the cause. 0nce the ^ lise 
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ROENTGENOGRAPHIC FINDINGS IN AN EARLY 
CASE OF LINITIS PLASTICA 

Franz J. Lust, M.D., New York 
and 

Henry J. Heimlich, M.D., New Rochelle, N. Y. 


Linitis piastica was first described by Lewis 
Briston in 1S54 as a diffuse, rarely circumscribed 
increase in the connective tissue of the stomach, 
causing a marked thickening of the wall of the 
stomach. Clinically the disease is characterized by 
an insidious onset, a slowly progressing cachexia, 
and a fatal termination.' Although this condition is 
not rare, very few reported cases have been diag¬ 
nosed at an early stage. 

Report of a Case 

History .—A 44-year-old woman was first seen by 
us in June, 195S. She appeared to be in good gen¬ 
eral physical condition and looked about 15 years 
younger than her age. For the previous three years 
she had had pains in the epigastrium when hungry. 
These pains were relieved bv food. She complained 
of frequent nausea and constipation. There was 
neither weakness nor loss of weight. Four months 
prior to our examination, she had complained of 
midback pain which was diagnosed elsewhere as 
“artliritis of the spine.” For tin's she was hospital¬ 
ized at an orthopedic hospital for two weeks. A 
moderate loss of appetite and a pain in the epi¬ 
gastrium radiating to the back persisted. 

Symptoms .—When seen by us in June, her com¬ 
plaints were spasms in the epigastrium radiating 
to the back and constant “sour stomach,” with a de¬ 
sire to belch but without the ability' to do so. There 
was no abdominal distention. During the past year 
she had had two gastrointestinal roentgenograph- 
ic examinations at two different hospitals. The 
last one was performed six months prior to our 
consultation. These examinations were reported 
as revealing no pathology. 

Physical examination revealed a definite tend¬ 
erness in tire epigastrium. No abdominal mass was 
present. The liver and spleen were not enlarged. 
No nodes were palpably enlarged. 

The roentgenographic examination by one of us 
(F. J. L.) revealed a normal esophagus. The sto¬ 
mach filled without delay in hook form and was of 
normal size and position (fig. 1). The lesser curva¬ 
ture seemed to be normal. In tire middle of the 
greater curvature, there was an area of about 7 cm., 
with irregular outline, serrated, and with some pli¬ 
ability. There was some elasticity of the stomach 
wall, but the stomach did not distend entirely 
normally in this region. At one point (fig. 2), a 
niche-like protrusion was visible on spot films. The 


The typical roentgenographic aspect of 
linitis piastica has been that of "leather bot¬ 
tle stomach." This study describes roentgeno¬ 
graphic signs that appear before this de¬ 
formity. The clinical history of a 44-year-old 
woman included complaints of heartburn 
and mild gastric pains but no other signs of 
serious disease. Roentgenographic exami¬ 
nation showed a hook-formed stomach, with 
abnormalities limited to on irregular area on 
the greater curvature. Here the mucosa had 
an irregular surface, whereas normal folds 
were found everywhere else. Peristalses 
passed over the lesion, and the rest of the 
greater curvature was pliable. At operation, 
an early stage of linitis piastica was found. 


study of the gastric mucosa (fig. 3) revealed normal 
folds in tire upper portion of the stomach, termi¬ 
nating abruptly. In the region of the previously re¬ 
ported defect, the mucosa was irregular and cob¬ 
blestone-like in appearance. The antrum, from tire 
angulus on (distally), was normal on complete filling 
and on mucosal studies. The duodenal bulb was 
normal. These findings were suggestive of an in¬ 
filtrative lesion of the middle portion of tire sto¬ 
mach, especially along the greater curvature, prob¬ 
ably a carcinoma. Since tire gastric wall was not 
completely rigid, tire findings were difficult to eval¬ 
uate. The gastric mucosa and greater curvature 
showed deformity' without complete rigidity' (com¬ 
pare fig. 1, 2, and 3). It was felt that surgery was 
indicated. 

Several months after the operation, films which 
had been taken in December, 1957, in one of the 
hospitals were made available to us. These films, 
as mentioned above, had been reported as show¬ 
ing no abnormalities. On reviewing the roentgeno¬ 
grams, however, changes of the mucosa of the 
stomach can be seen (fig. 4). The upper part of the 
stomach shows normal mucosa. In the middle por¬ 
tion, nodular changes are present. On complete 
filling of the stomach (fig. 5), a small defect on the 
greater curvature of the stomach is visible. Com¬ 
paring the two sets of examinations, the progress 
of the disease is visible. 
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Operative Findings.—An operation was performed 
by one of us (H. J. II.) on July 9, 1958. The abdo¬ 
men was entered through a transverse, inverted 
V incision. Exploration of the abdomen was car¬ 
ried out, with essentially negative findings other 
than those in the stomach. The major portion of 



Fig. 1.-Complete filling of stomach: note shallow ir¬ 
regularity in middle of greater curvature. 


J.A.M.A., May 14, i<) C0 

to the small rim of stomach that remained attached 
to the esophagus. To perform the anastomosis it 
was necessary to extend the incision vertically up- 
ward in the midline. The tumor was determined to 
be linitis plastica by frozen section at the time of 
operation. 

Postoperative Course.- The patient had a rela¬ 
tively benign postoperative course. Her condition 
gradually improved, and she was able to eat in¬ 
creasingly well as time went by. By the time of dis¬ 
charge on July 30, 1958, she was eating a regular 
diet in six daily feedings. 

Pathologist’s Report.- Details of the pathological 
report were as follows: 

Gross Pathology: The specimen consists of a seg¬ 
ment of stomach measuring, after resection, 19 cm. 
in length along the greater and 12 cm. along the 
lesser curvature. Attached is the pyloric ring and 
about 1.5 cm. of normal duodenum. Separate is a 
3-cm. rim of stomach, which is mainly from the 
lesser curvature. There is no evidence of neoplasm 
within this strip. Within the stomach, involving the 
greater curvature, anterior and posterior walls, and 
extending up to the lesser curvature there is not¬ 
able thickening of the gastric wall, up to about 13 
mm. in greatest thickness. Along the greater curva¬ 
ture are two superficial ulcerations within the 
thickened areas of stomach. The lesion appears to 
extend grossly to within 4 cm. of the pyloric ring 
and proximally to within 1 cm. of the proximal 
line of resection. A 22-cm. segment of normal great¬ 
er omentum is present. Nine lymph nodes up to 
15 mm. in greatest diameter are present, all of 
which are sectioned for histological study. 

Histology: Sections reveal the presence of a 
diffuse neoplasm involving the gastric wall. The neo¬ 
plasm invades from the mucosa through tire sub- 


the antrum and the body of the. stomach were 
densely infiltrated with a firm tumor. This extended 
to, but not into, the fundus. The lesion appeared to 
each to within 4 cm. of the pylorus and did not 
toend beyond it. There were several enlarged 
ymph nodes on the lesser curvature of the stomach 
which were removed with the specimen. No other 
enlarged lymph nodes were encountered. The liver 

was free of disease. . . , 

A gastrectomy was performed in which, together 
with ^the stomach, the omentum, the gastrocolic 
omentum, and the lesser omentum with the lymph 
nodes contained therein were removed. Since the 
line of resection was found to be 1 cm. from the 
tumor, a more extensive resection was carried out, 
with removal of an additional 3 to 4 cm. of stomach 
and leaving only a small rim of stomach attached to 
the esophagus. About 1 in. of duodenum was ex¬ 
cised, and the distal duodenum was then closed by 
inversion. A loop of jejunum, about 8 to 10 in. 
from the ligament of Treitz, was brought up an¬ 
terior to the colon and anastomosed end to side 



Fig. 2.—Spot film of irregularity of greater curvature of 
stomach, showing ulceration. 


osa and the muscularis into the adjacen 
The neoplasm is composed of polyhedra - 
>ed epithelial cells exhibiting hyperchromatism 
macrocvtosis. There is a tremendous desm - 
ia involving the submucosa as well as 
cularis. It is difficult to encounter neoplastic 
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cells within the layer without careful search. The 
search, however, reveals occasional atypical epi¬ 
thelial cells, some of which resemble signet ring 
cells. Signet ring cells are prominent within the 
mucosa. Several overlying erosions and ulcerations 
are noted. These are not prominent. Examination 
of all lymph nodes fails to reveal evidence of met¬ 
astatic neoplasm. At no point is there an attempt 
to form glands or papillary structures. The strip 
of proximal gastric wall fails to reveal evidence of 
neoplastic cells. The diagnosis is linitis plastica. 

Comment 

Linitis plastica occurs infrequently, and in recent 
years very few cases have been recorded in the 
English literature. There have been varying opin¬ 
ions about whether linitis plastica can always be 
considered to be a malignant lesion. The Quarterly 
Cumulative Index Medicus, for instance, records 
this disease under “gastritis” and also under “stom¬ 
ach neoplasm,” indicating that the classification of 
this disease needs further clarification. 



Fig. 3.—Mucosal studies of stomach: note abrupt ending 
of parallel folds in upper portion of stomach. In region of 
the defect, mucosa is irregular. Normal folds are again 
visible in antrum. Comparing figures 1 and 3, note that 
greater curvature is not entirely rigid. 

The roentgenographic signs of linitis plastica are 
due to a fibrous infiltration, with development of 
excessive connective tissue in the gastric wall. Ac¬ 
cording to Backus, 1 not all cases of linitis plastica 
are due to carcinoma. Among other known causes 
for this pathology are gastric syphilis, tuberculosis, 
and an “innate fibrous tissue diathesis.” This possi¬ 


bility is suggested by the occasionally associated 
occurrence of diffuse fibrosis in other organs: e. g., 
fibrotie lesions have been found in the intestinal 
tract, gallbladder, and more rarely in other ab¬ 
dominal organs. Perhaps these lesions may be re¬ 
garded as examples of abdominal keloid. A more 



Fig. 4 .~Mucosa of stomach six months before operation: 
note abrupt ending of parallel folds in middle of stomach. 
Mucosa of greater curvature below this margin shows less 
pronounced irregularity than that in figure 2. 

plausible explanation for marked proliferation of 
the fibrous tissue in linitis plastica is the presence 
of an irritant of low virulence, acting continuously 
and slowly over a long period. 

Evidently the type of carcinoma often responsible 
for linitis plastica is of low virulence and slow 
growth, so that the connective tissue proliferation 
more than keeps pace with multiplication of cancer 
cells. In benign lesions the same theory may be 
applied, tire toxin being continuously elaborated 
but never sufficiently lethal to cause the develop¬ 
ment of an inflammatory granuloma. A third pos¬ 
sible mechanism for benign linitis plastica is sug¬ 
gested by tire case of DeTakats showing resolution 
after acute diffuse suppurative inflammation of the 
stomach. 1 Teschendorf * is of the opinion that be¬ 
nign infiltration of the stomach wall may undergo 
malignant degeneration. Gigli, 3 on the other hand, 
does not believe that linitis plastica should be con¬ 
sidered an entity with constant characteristics 
caused by a particular type of neoplasm or by an 



142 


LINITIS PLAST1CA-LUST AND HEIMLICH 


inflammatory process. The term linitis plastica 
should be used to express a particular histological 
picture in which hypertrophy of the connective 
and muscular tissues is seen. The cause of this 
condition is nearly always an infiltrating type of 
caicinoma, but it may be another type of tumor 
or, more rarely, an inflammatory process. 

Riglei and co-workers ' have described an eosino- 
phi lie granuloma which simulates the roentgeno- 
graphic changes seen in linitis plastica. Teschen- 
doif states that the roentgenographic differential 
diagnosis is difficult because linitis plastica simu¬ 
lates scirrhous carcinoma. Buckstein 5 reports a 
case of linitis plastica with an infiltrative! scirrhous- 


J.A.M.A., May 14, ig G0 
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Fig. 5.—Roentgenogram of stomach six months before 
operation, showing irregularity of greater curvature of 
stomach. 

type new growth, In his case, there was roentgeno- 
*raphically an abrupt termination at the border 
of the pathology. 

The roentgenographic signs of this disease are 
due to the infiltrative process in the gastric wall. 0 
We find, therefore, a loss of elasticity in this re¬ 
gion, usually on the greater curvature. Geneially, 
it appears as if the curvature were straightened. 
Definite masses are rarely visualized. In most in¬ 
stances, the lesion starts at the pylorus and pro¬ 
gresses orally. The narrow rigid antrum and the 
normal corpus of the stomach cause the charac¬ 
teristic appearance which has been described as a 
“leather-bottle” stomach. Our case is similar to 
that of Buckstein, 5 since it did not involve the 
antrum of the stomach. Typical of the “leather- 


bottle stomach is that the duodenal cap „ £ve , 
being involved, seems to be much larger than th. 
antrum of the stomach, making this section'a pp “" t 
like a mushioom with a narrow stem. 

Of greatest importance in establishing the roent 
genographic diagnosis is the study of the gastric 
mucosa by a thin layer of contrast substance. This 
can be seen only on a film, not during fluoroscopy. 
Hie changes are so minute that only a film can 
reveal the pathology. To our knowledge, the mu¬ 
cosal changes in linitis plastica have not been pre¬ 
viously demonstrated and described. The mucosal 
studies reveal an irregular surface, without typical 
carcinomatous changes. They show, however, the 
delineation between the normal and the diseased 
area. Excessive mucus, which is occasionally pres¬ 
ent in the stomach (even in a fasting stage) may 
impair the roentgenographic studies. In such cases 
reexamination is indicated. Diagnosis and inter¬ 
pretation of the findings are only acceptable if the 
S' 1 me mucosal changes are reproduced on two in¬ 
dependent examinations, as was done in this 
instance. 

Summary 

In a 44-vear-old woman, who had a proved case 
of linitis plastica, the clinical symptoms extended 
over a period of three years and consisted of epi- 
gastrial pains and heartburn, clinically simulating 
a peptic ulcer. Roentgenographic examination re¬ 
vealed the presence of an early infiltrating linitis 
plastica with an ulceration, which was verified by 
operation. We wish to stress that roentgenographic 
studies of the gastric mucosa are of utmost impor¬ 
tance in diagnosing linitis plastica. These studies 
reveal the extent of the disease. Linitis plastica, in 
its beginning stages, roentgenologicaily shows some 
flexibility of the gastric wall and is therefore dis¬ 
tinguishable from other forms of carcinoma, in 
which constant rigidity of the stomach wall is 
observed. To our knowledge, early cases of linitis 
plastica have not been reported heretofore. This 
proved case did not reveal the roentgenographic 
findings of a typical “leather-bottle” stomach. 

17 E. 89th St. (28) (Dr. Lust). 

References 

1. Bockus, H. L.: Gastroenterology, Philadelphia, W. B. 
Saunders Company, 1943, vol. 1, pp. 750-754. 

2 Teschendorf, W.: Lelirbuch der rontgenologischen 
Differentialdiagnostik, Stuttgart, George Tliieme Verlng, 
1954, vol. 2, chap. 2, pp. 236-238. 

3. Gigli, U.: Diffuse Carcinoma of Stomach and Linitis 
Plastica, Arch. ital. chir., 7tts461-501 1954. 

4. Rigler, L. G.; Blank, L.; and Hebbel, R.: Granuloma 

with Eosinophils: Benign Inflammatory Fibroid Polyps o! 
Stomach, Radiology «ti:169-176 (Feb.) 1956. 9 

5. Buckstein, J.: Digestive Tract m Roentgenology, cd. 
Philadelphia, J. B. Lippincott Company, 19o3, vol. 1, ciiap. 

" 4 <3. Golden, R.: Roentgen-ray Examination of' ^!^ stiv0 
Tract: Diagnostic Roentgenology, Baltimore, M * 
Wilkins Company, 1959, vol. 2, chap. 5. 



Vol. 173, No. 2 


143 


VALIDITY OF PATHOLOGICAL DIAGNOSIS OF BREAST CANCER 

George Linden, John W. Cline, M.D., David A. Wood, M.D., Lewis W. Guiss, M.D. 

and 

Lester Breslow, M.D., Berkeley, Calif. 


Underlying discussions on the survival experi¬ 
ence of cancer patients there is often a certain 
degree of doubt whether all the cases actually were 
cancer. In discussing a report on the survival ex¬ 
perience of patients with breast cancer in one of 
the hospitals participating in the California Tuinor 
Registry, Dr. L. Ilenry Garland of San Francisco 
voiced this doubt. He expressed the opinion that 
the survival rate for breast cancer given in the 
registry might be too high because of inclusion of 
cases that were not actually cancer. Tire decision 
to undertake this study of the validity' of diagnosis 
of breast cancer was a result of that discussion. 

Purpose of Study 

The California Tumor Registry is a central reg¬ 
istry of 3S hospitals in California that is operated 
by the Bureau of Chronic Diseases, California State 
Department of Public Health. The registry receives 
abstracts of 17,000 cancer cases per year, an esti¬ 
mated one-third of the cancer cases newly diag¬ 
nosed in the state each year. It has a total of over 
200,000 cases in its files, beginning with cases 
reported in 1942, with an annual follow-up of 
patients that is 91% complete. 

The report given at the meeting referred to 
above disclosed a 44% five-year survival rate for 
patients with breast cancer whose cases were ini¬ 
tially diagnosed in hospitals reporting to the regis¬ 
try between 1942 and 1948. This survival rate is 
similar to the five-year survival rate found in other 
medical facilities and registries: University of Cali¬ 
fornia, 1 1918-1947, 40.4%; Connecticut, 2 1941-1946, 
47.0%; and Johns Hopkins, 3 1941-1945, 36.7%. 

It was also reported at this meeting that more than 
85% of all the 1942-1948 cases of breast cancer in 
the California Tumor Registry' had been reported 
as histopathologically confirmed and that the per¬ 
centage of confirmed cases has been increasing 
over the years, reaching 93.4% in 1956. 

The validity of the diagnoses of breast cancer in 
the California Tumor Registry was then questioned 
on the basis of the premise that the microscopic 
diagnoses may have been incorrect, with a tend¬ 
ency for pathologists to report cancer when it did 
not exist. If this were true, it would result in a 
survival rate for cancer patients that is deceptively 
higher than it really is. 


From the Bureau of Chronic Diseases, California State Department 
of Public Health (Chief, Dr. Breslow, and Mr. Unden), and the Cancer 
Commission, California Medical Association (Drs. Cline, Wood, and 
Guiss). 


The reliability of the diagnosis of cancer 
was questioned in connection with a series 
of cases of mammary carcinoma in which 
the five-year survival rate, among patients 
in whom the diagnosis had been confirmed 
by histapathoiogical study, had been 44 %. 
Slides representing 136 such cases were re¬ 
viewed independently by three pathologists. 
In 130 of the 136 cases their reports were 
either unanimously positive or unanimously 
negative as to the diagnosis of cancer, it 
was necessary to conclude that the histo- 
paffiofogical examination had a high degree 
of reliability and that the five-year survival 
rate found in this series of mammary car¬ 
cinomas was genuine. 


As a result of this discussion, the Tumor Registry' 
Advisory' Committee (appointed by the California 
Medical Association) recommended that the Cancer 
Commission of the California Medical Association, 
the California Society' of Pathologists, and the Cali¬ 
fornia Tumor Registry' jointly undertake a study of 
validity of pathological diagnoses in registered pa¬ 
tients with breast cancer who survived five years or 
more. It was proposed that the original slides for a 
sample of cases be obtained and then be independ¬ 
ently reviewed by three outstanding pathologists, 
each pathologist to review tire slide and state 
whether the diagnosis was “cancer” or “not cancer.” 
Disagreements were to be resolved by majority 
opinion. 

Selection of Sample Cases for Study 

The study was based on the 1942-1948 cases of 
breast cancer reported to the California Tumor 
Registry in which the original diagnoses had been 
confirmed by histopathological studies. The registry' 
included 1,550 such cases of patients with at least 
five-year survival and, of these, 1,452 had been 
confirmed histopathologically. 

Since investigation of all 1,452 eases was con¬ 
sidered too laborious, it was estimated that a 10% 
random sample would provide a satisfactory' de¬ 
gree of reliability'. Each of the 1,452 cases was rep¬ 
resented by an IBM tabulating card. A table of 
random numbers was used to preclude bias in 
determining which of the first 10 cards would be 
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psychosis being listed as the cause of death on the 
death certificate. A second patient, admitted and 
tieated for breast cancer (a positive biopsy speci¬ 
men having been obtained) in another hospital in 
the California Tumor Registry system two years 
after her original diagnosis, died during the sixth 
year after original diagnosis, with the following 
statement on her death certificate: “Ca. of breast 
with metastasis, arteriolar nephrosclerosis, uremia.” 

Confirmed os. Unconfirmed Coses.—Although the 
present study included confirmed cases only, the 
over-all survival rate of 44% of patients for the 
period 1942-1948 was based on all cases, both those 
confirmed histopathologically and those not so con¬ 
firmed. To determine whether the survival figure 
was possibly affected by the inclusion of cases 
without microscopic confirmation, five-year sur¬ 
vival rates were obtained for patients with con¬ 
firmed and unconfirmed cases, by stage of disease 
at the time of diagnosis. 

The five-year survival rate for patients with con¬ 
firmed cases is 48.3% as contrasted with 18.9% for 
unconfirmed cases. The higher survival rate for 

Taole 7.—Five-year Survival Rates for Patients with Con¬ 
firmed and Uncon finned Cases of Breast Cancer , 
for Each Stage of Disease 

Five-year Survival, % 

_A_ 

f ' “4 

Stage Confirmed Not Confirmed 

Localized . 70.3 (28.0)* 

Regional. 41.1 17.0 

Distant metastasis . 28.9 0.0 

Not recorded ... 50.7 32.2 

Total eases. 48.3 1S.9 

*Bused on less than 50 eases. 

patients with confirmed cases is maintained at each 
stage of the disease. It is clear that the over-all 44% 
survival rate can not be challenged as being too 
high because of the inclusion of unconfirmed cases. 
Exclusion of the unconfirmed cases would make the 
survival rate higher than 44%. 

Summary and Conclusions 

This study was undertaken to test the validity of 
microscopic diagnosis of breast cancer repoited to 
the California Tumor Registry in patients who had 
survived at least five years. Specifically, the study 
valuated the five-year survival rate of 44% of pa¬ 
tients whose cases had been diagnosed during the 
period 1942-1948. 

In a sense, the method used in this study does not 
measure the true validity of the microscopic diag¬ 
noses. Such determination would have to be ar¬ 
rived at by comparing the original diagnoses with 
some independent proof of cancer. In this study, 
the original diagnoses are compared with the diag¬ 
noses made independently by three outstanding 
pathologists. Such a comparison is considered the 

best available “proof” of cancer. . 

The first review by the three pathologists yielded 
a majority decision of “cancer” for more than 90% 
of the cases. A second review of additional slides 
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for some of the cases diagnosed as “not cancer” bv 
the reviewing pathologists brought the percentage 
confirmed to 95.6%. Death certificate information 
indicates that two of the six remaining patients also 
had cancer of the breast. 

The present study was based on histopathologic¬ 
ally confirmed cases in patients with at least five 
years of survival. The other portions of the total 
breast cancer group must be considered in evaluat¬ 
ing the survival rate for all the patients with breast 
cancer. Inclusion of the unconfirmed cases, as shown 
in table 7, could not have made the survival rate too 
high, and there can be little doubt about the malig¬ 
nancy of the vast majority of cases in patients who 
did not survive five years. It appears, therefore, 
that the five-year survival rate of 44% of patients 
whose cases were reported to the California Tumor 
Registry dining 1942 to 194S is validly based on 
cases of malignant breast cancer. Although the re¬ 
sults refer to cases diagnosed during the years 1942- 
1948, it seems reasonable to assume that the quality 
of microscopic diagnosis of breast cancer has re¬ 
mained at the level found in the study or even 
improved in recent years. 

Can it be assumed that the findings of this study 
also describe the level of microscopic diagnosis for 
all cases, of breast cancer in California? The Cali¬ 
fornia Tumor Registry is based on about one-third 
of all general, hospital beds in the state located in 
hospitals with 50 beds or more, including teaching 
and nonteaching, public and private, urban and 
rural, and large and small hospitals. Comparison 
of the hospitals participating in the registry with 
all general hospitals in the state with regard to size 
of hospital, geographic distribution, and distribution 
of cancer deaths by site of cancer indicates that 
hospitals listed in the registry are generally typical 
of hospitals in the state. It would thus appear that 
the level of accuracy in microscopic diagnosis of 
cases of breast cancer found in this study prevails 
throughout the state. 

The findings are indicative of the quality of diag¬ 
nosis afforded to patients with breast cancer. Pro¬ 
posals have now been made for similar studies on 
other sites and types of cancer, such as cancer of 
the thyroid, in situ cancer of the cervix and 
lymphosarcoma. 

2151 Berkeley Way (4) (Dr. Breslow). 
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PREVENTION OF PSYCHIATRIC HOSPITALIZATION WITH USE OF 
PSYCHOPIIARMACOLOGICAL AGENTS 

David M. Engelhardt, M.D., Norbert Freedman, Ph.D., Burton S. Glick, M.D. 

Leon D. Hankoff, M.D., David Mann, Ph.D. 

and 

Reuben Margolis, A.B., Brooklyn, N. Y. 


The dramatic effects and the value of ataractic 
agents in psychiatric treatment have bv now be¬ 
come a clinically accepted fact. It remains for psy- 
chopharmacological research to validate the broad 
lines laid down by clinical findings. One major area 
in need of objective validation is the effect of ther¬ 
apy with ataractic drugs on the hospitalization rate 
among psychiatric patients prone to breakdown. It 
is obviously of great importance whether the new 
drugs are able to reduce the hospitalization rate 
among patients with the major psychiatric illnesses. 
Although several clinical and statistical reports 
claim that ataractic treatment prevents hospitaliza¬ 
tion, a review of the literature fails to reveal a 
controlled study verifying this proposition. 

There are, however, considerable difficulties in 
evaluating and proving such a drug effect. It is 
well known, for example, that a new treatment may 
produce a wave of enthusiasm which may affect 
clinical outcome beyond the specific medication ef¬ 
fect. In a recent study of inpatient treatment, Linn 1 
observed considerable change in hospital release 
rates after introduction of therapy with ataractic 
drugs, although the effects were generally no greater 
among patients treated with medication than with 
placebo. He concluded that “staff optimism” may 
have been the pivotal force in the higher release 
rates. Furthermore, he noted that “patients who 
were continued on maintenance dosages of chlor- 
promazine and reserpine into the release period 
were not any more likely to stay in the community 
for a year than patients not so continued.” 1 

In the present study we have approached the in¬ 
vestigation of the effect on hospitalization rate 
of ataractic treatment by assigning drug and place- 

From the psychophaimacological research unit. Department of Psy¬ 
chiatry, State University of New York, Downstate Medical Center. 


The effectiveness of promazine hydrochlo¬ 
ride or chlorpromazine hydrochloride in pre¬ 
venting psychiatric hospitalization was stud¬ 
ied in 173 schizophrenic outpatients. Phar¬ 
macological therapy was given, with brief 
psychiatric interviews. The two drug groups 
consisted of 55 patients receiving promazine 
and 62 who received chlorpromazine; the 
comparison group of 56 patients received a 
placebo under double-blind conditions. The 
treating psychiatrist did not know which of 
the three substances the patients in a given 
group were receiving, but he was free to ad¬ 
just dosage in an effort to achieve results. 
The two groups receiving the ataractic drugs 
had a significantly lower rate of subsequent 
hospitalization than did the group receiving 
the placebo. The placebo was prescribed in 
significantly greater amounts than the ata- 
raxics, apparently reflecting the psychia¬ 
trist's effort to achieve results. 


bo treatment on a random basis to equivalent pa¬ 
tient groups and administering the treatment under 
double-blind conditions. 

Materials and Method 

One hundred seventy-three schizophrenic out¬ 
patients were given medication in the context of 
brief psychiatric interviews for periods up to 18 
months. The medicament was in the form of pink 
capsules containing either placebo, promazine hy¬ 
drochloride, or chlorpromazine hydrochloride and 
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supplied to the psychiatrist in single-strength and 
double-strength doses corresponding to 50 and 100 
mg., respectively, of the active agents. Drug assign¬ 
ment was random. The treating psychiatrist did not 
know which agent the patient received, although 
he did know the possible contents. He was free to 
vary the dose as his clinical judgment dictated. 

The patients in the study were selected on the 
basis of the following criteria: (1) age, IS to 40 
years; (2) evidence of schizophrenic illness exist- 
ing for over one year prior to clinic admission; (3) 
willingness to accept drug treatment; and (4) the 
presence of a cooperative, English-speaking relative. 

Findings 

Of the total 173 patients, 16.8% or 29 patients 
were hospitalized for mental illness during the 
course of treatment. Hospitalization usually in¬ 
volved certification to a state hospital (25 of 29 
patients). When an analysis according to treatment 
agent was made, a clear distinction was seen be¬ 
tween the rate of hospitalization for the placebo 
group and for the active treatment groups. As 
shown in the table, 28.6% of the placebo patients 

Clinical Outcome of Treatment, According to Pstjcliophar - 
macological Agent Used, in 173 Schizophrenic Outpatients 0 


J.A.M.A., May 14, ig G0 


Type of Treatment 


Place tio 

Clinical Outcome ,-- 

in Patients No. % 

Hospitalized. 1G 2S.G 

Nonliospitnllzed .. 40 71.4 


Chlor- 

promnzine 


173 100.0 


nc hospitalization for any length of time. It u-k 
found that 138 of the patients had had some form 
of psychiatric hospital experience. This group of pa¬ 
tients was then divided according to treatment 
type, and the rate of hospitalization during treat 
ment was obtained. The trend of a lowered rate 
of hospitalization with use of the specific agents as 
opposed to the placebo was again noted: 31.1% for 
placebo; 22.2% for promazine, and 4.2% for chlor¬ 
promazine (r= 11.57; p < 0.01). 

History of Commitment .-Eighty patients who 
had a history of commitment to a state hospital 
were considered next. Seventeen of these 80 under¬ 
went rehospitalization during treatment. An analy¬ 
sis according to treatment agent revealed the trend 
of a reduced rate of hospitalization among those 
patients treated .with chlorpromazine: 28.1% for 
placebo; 29.2% for promazine, and 4.2% for chlor¬ 
promazine ( x' = 5.98; p = 0.05). 

Severity of Illness Ratings .—At the initial inter¬ 
view tlie psychiatrist rated the patient in terms of 
over-all severity of illness. This rating, which rep¬ 
resents a quantification of global clinical impres¬ 
sion, has been found by us to be highly correlated 
with a morbidity index derived from a detailed 
psychiatric evaluation scale, adapted from the Lorr 
Scale. 2 The over-all or global severity rating was 
used in the present study because of its simplicity 
and high correlation with the detailed morbidity 
index. 

With use of the over-all rating, those patients 
considered “severly ill” were studied. This included 
114 patients, 22 of whom were hospitalized. An an¬ 
alysis according to treatment confirmed the greater 


* ,X= = 11.97; p <0.01. 

were hospitalized, while 18.2% and 4.8% of the pro¬ 
mazine and chlorpromazine groups, respectively, 
were hospitalized. The differences are statis¬ 
tically significant at the 0.01 level of probability 
(x 2 =11.97; 2 degrees of freedom). 

As a further test of the validity of the findings, a 
number of variables along with specific treatment 
were considered. Our first consideration was a com¬ 
parison of the specific treatment effects when the 
treatment groups were matched for prognostic fea¬ 
tures. This step was necessary because of the possi¬ 
bility that the over-all treatment groups were un¬ 
equal prognostically and that the effect seen was a 
result of the type of patient within the treatment 
group rather than of the specific treatment. Three 
criteria will be considered in comparing the pa¬ 
tients in the three drug groups: (1) history of psy¬ 
chiatric hospitalization, (2) history of commitment, 
and (3) severity of illness ratings. In addition, the 
treatment groups were studied in terms of dosage 
used and drop-out rates. 

History of Psychiatric Hospitalization.-irom 
among tlie total 173 patients, all those patients were 
selected who had undergone any form of psychiat- 


potency of the ataractic drugs over placebo in pre¬ 
venting hospitalization, with rates of 31.6% for 
placebo, 23.5% for promazine, and 4.8% for chlor¬ 
promazine (x 2 = 9.76; p < 0.01). 

Dosage Level.—A final variable to be considered 
was the specificity of usage or dosage of the agents. 
As mentioned, the psychiatrists were free to vary 
the dosage, and a considerable range was used. By 
studying the complete medication record of each 
patient, a “modal dosage” or number of drug units 
per day most frequently prescribed by the psychia¬ 
trist was determined. A drug unit is equal to 50 
mg. of active agent. The range of modal dosage 
was from 1 to 16 units (for active agent, 50 to 800 
mg.) per day. An examination of the modal dosages 
for the three agents revealed a much greater use of 
higher dosages for the placebo than the active 
agent. By designating 5 or more drug units per day 
(250 mg. or more of active agent) as a high 
modal dosage, it was found that 50% of the patients 
in the placebo group received such dosage, win e 
23.6% and 16.1% of the patients receiving proma¬ 
zine and chlorpromazine, respectively, were on the 
“high” modal dosage. Thus, the placebo was clearly 
used in a different manner from the active agent. 
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As a gauge of dosage effectiveness, the rate of 
hospitalization with "high” and “low” modal dosage 
was determined for the placebo and active agent 
groups. (Because of the small number of cases in 
these subgroups and the infrequent use of chlorpro- 
mazine in high dosage, the two ataractic groups 
were collapsed in the analysis of data.) With "low” 
dosage, the placebo group had a hospitalization 
rate of 21.4% (6 of 28 patients), while the ataractic 
series was 11.7% (11 of 94 patients). When the 
"high” modal dosage was given, the placebo series 
hospitalization rate rose to 35.7% (10 of 28 pa¬ 
tients), while the ataractic rate fell slightly to 8.7% 
(2 of 23 patients). Thus, it appears that when the 
psychiatrist perceived a need for and prescribed 
higher doses, the effect of ataractic treatment be¬ 
came more striking: increased dosage of placebo 
was associated with greater incidence of hospitali¬ 
zation, whereas use of increased doses of active 
agents continued to result in a lowered hospitaliza¬ 
tion rate. 

Spontaneous Drop-Out .—As a further considera¬ 
tion of over-all treatment effects, that large segment 
of patients who spontaneously dropped out of treat¬ 
ment, for reasons other than hospitalization, was 
studied according to the treatment agent. Mo sig¬ 
nificant differences were observed among the three 
agents for-spontaneous drop-out. The over-all drop¬ 
out rate was 36.4% (63 of 173 patients), while for 


the individual agents the rates were as follows: 
placebo, 33.9%; promazine, 34.5%; and chlorproma- 
zine, 40.3%. 

Summary and Conclusions 

This study attempted an objective validation of 
the claim that the ataractic treatment of psychiat¬ 
ric outpatients prevents hospitalization. The meth¬ 
od involved random assignment of drug and place¬ 
bo treatment to equivalent patient groups with 
drugs administered under double-blind conditions. 
Ataractic treatment was associated with significantly 
lower rates of hospitalization than placebo usage. 
The lowered rate of hospitalization was observed 
when tlie subgroups were equated on the basis of 
past hospitalization history and severity of illness. 
When the treating psychiatrists increased dosage 
levels in response to clinical conditions, the effect 
of ataractic drugs in reducing the rate of hospitali¬ 
zation was accentuated. 

450 Clarkson Ave. (3) (Dr. Engelliardt). 
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M ultiple sclerosis, rheumatic fever, and allergy.—T he 

view is becoming prevalent that “multiple sclerosis,” as now used, refers 
to a group of diseases which ultimately will be found to be of diverse 
etiologies. The speculations ... on allergic mechanisms, must be understood, 
therefore to apply only to a portion, great or small, of multiple sclerosis patients. 
. . . Some clinical characteristics of multiple sclerosis are reminiscent of rheumatic 
fever. Both illnesses are characterized by transient attacks which may or may not 
leave permanent tissue damage. Both are common in cold climates and uncommon 
in tropical ones. There is a familial incidence of both diseases aldiough this is 
apparently more uniform in rheumatic fever than in multiple sclerosis. Both illnesses 
have been ascribed to a hypersensitivity reaction. For rheumatic fever, this hypoth¬ 
esis has been fairly generally accepted on evidence of its close clinical relations 
with streptococcal infection, and the immunological responses of the rheumatic 
fever patient to streptococcal products. The thesis that some [form of] multiple 
sclerosis is the manifestation of an allergic reaction of the nervous system is based 
on . . . [the following] data: 1. Analogy of rapidly appearing and disappearing 
signs and symptoms with similarly rapidly altering allergic phenomena. 2. Cases of 
transient and sometimes severe neurological signs and symptoms following exposure 
to allergens, usually food allergens. 3. Fairly high incidence, in the serum of 
multiple sclerosis patients, of positive complement fixation reactions to antigen 
derived from brain and spinal cord of multiple sclerosis occurring with significant 
frequency during or immediately following acute allergic episodes. 4. The existence 
of a demyelinating disease, presumably allergic in nature, produced in several 
species of animals, by using as antigen brain and spinal cord emulsion treated with 
. . . [an] adjuvant.-D. K. Ziegler, M.D., Multiple Sclerosis and Rheumatic Fever: 
Related Diseases, Diseases of the Nervous System, May, 1959. 
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TUBEROUS SCLEROSIS COMPLEX 


unusual case of adenoma sebaceum, tuberous scleroses, and extensive bone lesions 

Junji Hasegawa, M.D. 

and 

Royal E. Ihrke, M.D., Chicago 


The recent literature indicates that adenoma 
sebaceum must now be added to the lengthening 
list of dermatological conditions in which a corrv 
plete bone survey is indicated. Although this dis¬ 
ease has long been known to be associated with 
visceral lesions, the occurrence of skeletal changes 
has been appreciated only in recent years. Its oc¬ 
currence in the spinal column was noted in 1957 
by Beck and Hammond 1 and Ashby and Ramage. 2 
The present report concerns a patient with ade¬ 
noma sebaceum and tuberous sclerosis associated 
with extensive bone changes in the spine and pelvis 
as well as the calvarium. 

Brain lesions in this disease and a rhabdomyoma 
of the heart were described by Von Reckling¬ 
hausen 3 as early as 1863, but the name, tuberous 
sclerosis, was given to it by Bourneville 4 in 1880. 
It is of interest that Bournevilles patient had “acne 
rosacee et pustuleuse de la face; de plus .eruption 
vesiculo-papuleuse confluente du nez, des joues, 
dii front; — nombreux petits molluscums a la nuque 
et sur les parties du cou.” Although Balzer and 
Menetrier 3 in 1885 described a young woman 
with adenoma sebaceum, she was apparently 
neither epileptic nor mentally deficient. In 1890 
Pringle 0 published his classic description of ade¬ 
noma sebaceum in a 25-year-old woman who was 
of low intelligence. It was not until 1908, however, 
that Vogt 7 postulated the now classic triad of 
adenoma sebaceum, mental deficiency, and epi¬ 
lepsy, as well as the occurrence of renal and cardiac 
tumors, as a unit disease. The familial propensity 
of this disease was subsequently noted by Berg 8 
in three generations of a family. The oldest mem¬ 
ber of the family, a man, died at the age of 66 
years as a result of a tumor of the left kidney. His 
son, who had adenoma sebaceum, epilepsy, and a 
ight-sided renal tumor, died at the age of 28 years 
after operation. Plis granddaughter died at the age 
of 8 years, carrying the stigmata of mental defi¬ 
ciency, adenoma sebaceum, and a small left-sided 
renal tumor. 

With the development of radiology, the intra¬ 
cranial calcifications of tuberous sclerosis became 
detectible in life, but bone lesions in the calva¬ 
rium, hands, and feet were not reported until 1935 
by Gottlieb and Lavine, 9 and later by Dalsgaard- 
Nielsen. 10 Numerous reports have since substanti¬ 
ated the. radiographic findings in the^ calvarium, 
hands, and feet. Ackermann, 11 Budenz, 12 and Lucas 
and Davis 13 noted sclerotic area s in the., ribs and 

From the Department of Dermatology, Northwestern University 
Medical Center. 


A patient who came for treatment of a 
conspicuous facial skin lesion gave evidence 
of impaired mentality and a history of epi¬ 
lepsy. Roentgenographic examination yielded 
evidence of extensive osseous lesions of the 
vertebral column and pelvisincluding bi¬ 
lateral congenitally dislocated hips. The 
cutaneous lesion was an adenoma sebaceum. 
The finding of a lesion of this kind in a 
patient warrants a complete bone survey. 


pelvis, but their patients with tuberous sclerosis 
had no skin changes suggestive of adenoma seba¬ 
ceum. In 1957 Beck and Hammond 1 and Ashby 
and Ramage 2 almost simultaneously reported ex¬ 
tensive bone changes in the spine and in the pelvis 
in addition to those in the calvarium and phalanges 
in patients with tuberous sclerosis. Whitaker 14 
subsequently detected these skeletal changes in 
one of three cases. 

Report of a Case 

A 27-year-old woman was first seen in the Der¬ 
matology Clinic of Northwestern University Medi¬ 
cal Center on March 26, 1959, requesting treatment 
of a “birthmark” on the right infraorbital area 
which had been present since birth. She had been 
treated for epileptic convulsions from 1948 to 1950, 
and the lesion on the right cheek had been called 
a “birthmark” and a “cavernous hemangioma.” 
Both parents and one sibling were in good health, 
but no direct examinations of them could be 
arranged. 

The patient had a 4 by 8 cm. tan-colored, slightly 
elevated, irregularly shaped lesion in the right infra¬ 
orbital area. The mass contained numerous hair¬ 
like keratinous follicular plugs. The nasal and 
malar skin showed numerous symmetrical papules 
with areas of hemangiomatosis (telangiectasia) 
(fig. 1 and 2). The posterior aspect of the trunk 
exhibited scattered papules measuring 0.5 to 2.0 cm. 
in diameter which were firm, pale, and nontender. 
No cafe au lait spots or shagreen skin were present. 
There was a subungual verruca vulgaris of the left 
thumb; however, no typical subungual fibroma as 
has been described in cases of tuberous sclerosis 
was found. On ophthalmoscopic examination of the 
retina a white plaque was visible at the mecho- 
inferior margin of the right optic disk. Psych 
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metric studies revealed the patient’s mental level 
to be equivalent to that of a 7-year-old child (full- 
scale I. Q. of 4-1). 

A faint trace of albumin was detected in the 
urine on two occasions but none was found on the 
third examination. Results of tests for sugar were 



Fig. 1.—View of right side of face showing numerous tiny 
papules and large pigmented elevated lesion in malar and 
infraorbital area. 


negative. The sediment showed only occasional 
white blood cells and hyaline casts. Results of the 
Kalin and Wasserman tests, blood counts, and a 
three-hour glucose tolerance test were normal, as 
were the electrocardiogram and chest x-ray. An 
intravenous pyelogram failed to show any demon¬ 
strable kidney abnormalities. 

Rcentgenographic studies revealed widespread 
aberrations of the bones. There were extensive 
focal and confluent sclerotic lesions involving indi- 



Fig. 2.—Enlarged view of right malar and infraorbital 
area shown in figure t. 


vidual vertebral segments from the atlas through 
the sacrum. The posterior elements of the neural 
arch as well as the bodies of the vertebrae were 
affected (fig. 3). These lesions extended into the 
lower ribs on each side and into the pelvic bones. 
Bilateral congenitally dislocated hips, with the for¬ 
mation of false acetabular cavities, could be de¬ 
tected easily. The upper portion of the shaft of the 


right femur showed amorphous sclerotic changes 
which were thought to be similar to the other 
areas (fig. 4). Within the skull numerous calcified 
deposits were visible; in addition, the inner table 
of the frontal bone exhibited the sclerotic changes 
described by Gottlieb and Lavine 0 (fig. 5). There 
were no areas of rarefaction, cyst-like changes, or 
cortical fragmentation. Roentgenograms of the 
hands and feet showed no abnormalities. 

Microscopic examination of tissue sections from 
the right infraorbital lesion showed the epidermis 
to be normal except for unusually heavy pigment 
in the region of the basal cell layer. The dermis 





Fig. 3.—Lateral roentgenogram of lumbar region showing 
sclerotic changes in vertebral bodies, neural arches, and 
lower ribs. 


exhibited numerous mature and immature hair 
follicles containing tiny hairs and fragmented kera¬ 
tin but no sebaceous glands. Tissue sections from 
a paranasal papule also showed normal epidermis 
but no increase in pigment. The dermis contained 
many small hair follicles and hypertrophied seba¬ 
ceous glands. There was pronounced dilatation of 
blood vessels in the superficial corium, with a mild 
perivascular infiltrate of lymphocytes. 

Comment 

Bone lesions as a concomitant finding in ade¬ 
noma sebaceum have not been emphasized in the 
standard textbooks on dermatology. Berland 15 and 
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Holt and Dickerson 10 noted that about 65% of 
patients with tuberous sclerosis have changes in 
the bones of the hands and feet which are detect- 
ible by roentgenographic examination. The pres¬ 
ence of intracranial calcifications or sclerosis of 
the skull raised the possibility of radiographic de¬ 
tection to 85%.' It has been estimated that about 
50% of those with tuberous sclerosis have no skin 
lesions of adenoma sebaceum. No direct percent¬ 
age relationship between adenoma sebaceum and 
bone lesions has been mentioned in the literature, 
and such estimates are difficult to obtain from pub¬ 
lished case reports. The relatively rare occurrence 
of spinal and pelvic bone lesions in adenoma seba¬ 
ceum as compared to the bone lesions in the acral 
parts may well reflect a lack of awareness of this 
possibility. 

The occurrence of lesions in all parts of the 
skeletal system as well as in the kidney, heart, lung, 
liver, spleen, eye, and brain is not unexpected 
when one considers adenoma sebaceum as but one 
facet of a broad neuroectodermal disease, 17 or dis¬ 
seminated hamartiosis. 18 Under these concepts the 



Fie 4 .—Roentgenogram showing bilateral congenitally 
islocated hips, with formation of false acetabular cavities; 
,cal and confluent sclerotic changes in lower ribs, lumbai 
ertebral bodies, sacrum, and iliac bones. 


;hree diseases, multiple neurofibromatosis, enceph- 
llotrigeminal angiomatosis (Sturge-Weber) . 

-he tuberous sclerosis complex, and possib y < 

fourth— hemangioblastomalosis (Lindau)-would 

represent disseminated defects or hamartomas. 
Combinations of these conditions have occurred 
with moderate frequency. Lesions of the spineand 
nelvis in association with multiple neurofibroma 
tosis have long been recognized, and it is not sui 
pSt^Lctae that they should occur m the 


tuberous sclerosis complex. Their incidence in ade¬ 
noma sebaceum can only be determined by a com¬ 
plete bone survey in all patients with this condition. 

Summary 

A patient, whose case is reported, had adenoma 
sebaceum, tuberous sclerosis (epilepsy and mental 
deficiency), and extensive bone lesions of the spine, 



Fig. 5.—Lateral roentgenogram of skull showing calcified 
deposits within cranial cavity and sclerotic changes in cal¬ 
varium. 


ilvis, and calvarium. The frequency of bone le- 
>ns in the tuberous sclerosis complex warrants 
complete bone survey in patients with adenoma 
baceum. Such bone surveys may show that spinal 
d pelvic lesions are not as rare as the literature 

dicates. 

303 E. Chicago Ave. (11) (Dr. Hasegawa). 

Dr. H. J. Matthies, Department of Radiology, suggested 
rformance of roentgenographic studies of the entire skeletal 
stem after he had reviewed the skull roentgenogran s. 
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SIMULTANEOUS OCCURRENCE OF OSTEITIS DEFORMANS 
AND HODGKIN’S DISEASE 

Arthur E. Davis Jr., M.D., Saint Cloud, Minn. 


The simultaneous occurrence of osteitis defor¬ 
mans (Paget’s disease) and Hodgkin’s disease in the 
same bone has not been described previously in the 
medical literature. The occurrence of osteitis de¬ 
formans has been described in association with 
leprosy, hyperthyroidism, 1 giant cell tumors, 2 plas¬ 
ma cell (multiple) myeloma, 3 and trauma/ The 
French literature contains several cases associated 
with lymphatic leukemia. 3 

Osteitis deformans was first described by Paget 8 
in 1877. The syndrome usually occurs in middle 
adult life, and there is occasionally a familial tend¬ 
ency. 7 The onset is insidious and the course is 
chronic. The bones most commonly affected are the 
skull, humerus, vertebral bodies, pelvis, femur, and 
tibia. When the disease is limited to a single bone, 
the tibia is the one most frequently involved. 

The roentgenologic manifestations of osteitis 
deformans are reasonably characteristic. Porosis 
appears early. Later there is thickening and in¬ 
creased density, with complete or partial obliter¬ 
ation of the marrow cavities. There is coarsening 
and interweaving of the trabecular structures. A 
characteristic feature of tibial involvement is the 
persistence of a relatively normal pattern in the 
fibula, even when there is marked alteration in 
the tibia. The gross pathological characteristics are 


Pathologist, Saint Cloud Hospital. 


The possibility of finding osteitis defor¬ 
mans and Hodgkin's disease simultaneously 
in the same bone is illustrated in this case 
history of a 62-year-old man. Pain, per¬ 
sisting more than two weeks after an injury 
to the left knee, led to the discovery of 
osteitis deformans in the left tibia, and 
biopsy of an enlarged inguinal lymph node 
revealed malignant lymphoma. The patient 
died about four months after his admission 
to the hospital. At autopsy Hodgkin's disease 
was found in kidneys, spleen, liver, pancreas, 
thyroid, testes, and prostate; in addition it 
was found in the left tibia, sometimes in the 
same histological sections with areas of 
typical osteitis deformans. 


varied. In the earlier stages, the material is gray- 
pink and may be friable. Later, in long-standing 
processes, there is dense sclerotic bone. 

The microscopic findings are characteristic: A 
typical mosaic pattern, with markedly thickened 
bone trabeculae, is seen. There are scalloped inden¬ 
tations. Both osteoblasts and osteoclasts are found. 
There is fibrovascular stroma between the t ' 
ened bone trabeculae. The dist 
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Fig. 1—Photomicrograph of tibia! biopsy specimen taken 
during life, showing Hodgkin's disease and osteitis deformans 
(Paget’s disease); hematoxylin-eosin stain (X 110). 

probably are formed. The oxygen saturation of the 
arterial and venous blood also is increased in 
patients with advanced cases. A hyperemia of the 
overlying skin is often present. Other factors, such 
as trauma and stress, have been implicated in the 
disease, but no conclusive evidence has been pre¬ 
sented. 

Hodgkin’s disease is probably a fundamental dis¬ 
order of the reticulum and is clearly a malignant 
process. Within a relatively short period the proc¬ 
ess tends to become generalized. Hodgkin’s disease 
of the bone is common. Terminally, bone involve¬ 
ment is probably present in every case. The bone 
may be invaded directly from the invasive lymph 
nodes; however, most skeletal lesions are blood- 
borne metastatic deposits in the marrow. 



Fig.. 2.—Hematoxylin-eosin stain (x 400) of 
shown in fig. I. 


specimen 


•A 



Fig. 3.—Reticulum stain of specimen shown in fig. I 
(X 400). 
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Considering the increased vascularity in osteitis 
deformans, it is unusual that more cases of associa¬ 
tion with malignancies have not been reported. 
The occurrence of metastatic carcinoma in associa¬ 
tion with osteitis deformans has been described. 
Osteogenic sarcoma develops in about 10% of the 
patients. The occurrence of fibrosarcoma and 
chondrosarcoma also has been reported. A histori¬ 
cal study of osteitis deformans, with multiple sar¬ 
comatous transformations, was published in 1912.“ 

Report of a Case 

A 62-year-old man struck his left knee while at 
work. The original pain persisted, became con¬ 
stant, and radiated to the toes. Two weeks later he 


was 74 mm. per hour. The white blood cell count 
and the differential count were within normal 
limits. The alkaline phosphatase level was 12 King- 
Armstrong units per 100 cc., the acid phosphatase 
level 1.5 Gutman units per 100 cc., the serum cal¬ 
cium level 10.5 mg.%, and the inorganic phos¬ 
phorus level 3.2 mg.%. The total serum protein 
level w'as 6.6 Gm.%, 3 Gm.% albumin and 3.6 Gm.% 
globulin. Study of the urine revealed one+ albu¬ 
min. 

Roentgenographic Findings. — Roentgenograms 
of the upper aspect of the left tibia demon¬ 
strated a mottled sclerotic process involving the 
upper third of the tibia, with possible malignant 
changes. 



Fig. 4_Photomicrographs of postmortem tibial biopsy specimen. Left, necrosis of intratrabecular substance: 

typical mosaic pattern of osteitis deformans persisting; hematoxylin-eosin stain ( X -16). Right, retroperineal 
node: normal pattern replaced by sheets of atypical reticulum cells; hematoxylin-eosin stain ( X 400). 


consulted an orthopedic surgeon. Roentgenograms 
demonstrated osteitis deformans in the upper as¬ 
pect of the tibia. Supportive measures were of little 
value. The pain increased in severity, and addi¬ 
tional roentgenograms demonstrated increased scle¬ 
rosis. A biopsy specimen demonstrated typical 
osteitis deformans. 

Physical examination revealed tenderness over 
the left tibial tubercle that extended to above the 
knee joint. There was one-j- pitting edema of the 
surrounding area that extended to the ankle. There 
was a small, palpable lymph node in the left 
inguinal region. 

Laboratorij Studies— Results of serologic tests 
for syphilis were negative. The hemoglobin level 
was 12.7 Gm.%. The erythrocyte sedimentation rate 


Hospital Course .—The enlarged inguinal lymph 
node was removed, and microscopic studies re¬ 
vealed malignant lymphoma. Another biopsy speci¬ 
men was then taken from the tibia to rule out 
malignant change. Sections taken at the second 
biopsy demonstrated changes in the bony pattern 
typical of osteitis deformans. The intertrabecular 
spaces, however, consisted of sheets of undifferen¬ 
tiated reticulum cells, instead of the usual fibro- 
vascular stroma. Other sections of the tibia not 
involved by the lymphoma revealed typical osteitis 
deformans. The pathological diagnosis, at that time, 
was osteitis deformans and malignant lymphoblas¬ 
toma involving the same histological sections 
(fig. 1, 2, and 3). 
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Fig. 5.—Roentgenogram of left femur, tibia, and fibula 
at autopsy: lateral view. Note marked sclerosis; defect in 
tibia is due to performance of biopsy three months previously. 

destruction and production. The gross and micro¬ 
scopic specimens were reviewed by Dr. David 
Dablin of the Mayo Clinic, and the diagnosis of 
malignant lymphoma and osteitis deformans in die 
same histological section was confirmed. The find- 


Fig. 6.—Anteroposterior view of bones shown in fig. 5. 

X-ray therapy was given to the patient’s tibia, 
the inguinal region, and the abdomen. Radiation 
sickness caused considerable weight loss. Despite 
all supportive therapy his general condition de¬ 
teriorated rapidly, and the patient died about four 
months after admission. 
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Autopsy Findings— The autopsy revealed gen¬ 
eralized Hodgkin’s disease involving the kidneys, 
spleen, liver, pancreas, thyroid, testes, prostate, and 
the left tibia. Sections taken through the tibia re¬ 
affirmed the diagnosis of osteitis deformans (fig. 4). 
At autopsy, the tissue between the bone trabeculae 
was almost totally necrotic, perhaps secondary to 
the radiation therapy (fig. 5 and 6). 

Summary 

A case of simultaneous occurrence of osteitis 
deformans (Paget’s disease) and Hodgkin’s disease 
in the same bone of a patient probably represents a 
fortuitous event. The concurrence of Paget’s dis¬ 
ease with other pathological entities has been re¬ 
ported. No relationship between the two funda¬ 
mentally different disorders presented here was 
established. 

404 Third Ave. S. 
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EOSINOPHILIC PNEUMONIA 

REPORT OF TWO CASES WITH PULMONARY BIOPSY 

Anthimos J. Christoforidis, M.D. 

and 

William Molnar, M.D., Columbus, Ohio 

The concept of eosinophilic pneumonia has 
changed considerably since it was originally re¬ 
ported by Loeffler 1 in 1932. He described it as a 
usually symptom-free condition, with incidental 
pulmonary findings of a few days’ duration. The 
experience of others has shown that there is con¬ 
siderable variation in the severity of the manifes- 
■ tations as well as in the duration of this disease 
syndrome.* The symptoms may range from negative 
findings at physical examination to the clinical fea¬ 
tures of bronchopneumonia, and the duration can 
vary from a few days to several weeks or even 
months. Laboratory requirements for the diagnosis 
of the illness, however, remain the same; that is, a 
blood eosinophil count above 6% and the presence 
of pulmonary infiltrates. 2 

In the two cases of chronic pneumonia with 
eosinophilia reported here, a pulmonary biopsy 
was performed, although a preoperative diagnosis 

From tile Department of Radiology and the Ohio Tuberculosis Hos¬ 
pital, Ohio State University Health Center. 


Two women, aged 49 and 39 years, had 
persistent fever, marked eosinophilia (33 to 
39%), and roentgenographic evidence of 
ill-defined, shifting infiltrations in the lungs. 
Biopsy specimens were obtained in both in¬ 
stances. In the former case the most striking 
lesion was an infiltration of lobular septums 
and of the perivascular adventitia with 
eosinophils; in the other case the findings 
included a similar infiltration, which formed 
small masses of the type seen in lobar pneu¬ 
monia. The first patient made a complete 
recovery after the biopsy. In the second pa¬ 
tient the administration of 20 mg. of predni¬ 
sone twice daily promptly abated the fever 
and caused the eosinophilia to disappear 
within one day's time. 


107 




tlKmtum'nf pn ? um0nia w “ s “Sgested, to clarify 
the natuie of pulmonary infiltrates which lasted 


PNEUMONIA-CIIRISTOFORIDIS and molnar 


J.A.M.A., May 14) 19Co 






Fig. 1 (case 1).—Roentgenogram made June S, 1955, 
showing infiltration involving lateral aspect of upper lung 
fields, mainly on left. Similar changes were also present in 
right lower lobe. Hilar lymph node enlargement is more 
prominent on left side. 

Report of Cases 


similar changes in the ri«ht Inner v 
the costophrenic angle. °Tl,e re “waHS"” 1 
bilateral hilar lymph node jf 

Chest x-iay at the time of admission (June is| 
showed extension of the infiltration alL £ 

Sybase T Ct ,°f b ° lh , Iun 8 including t 
plitS. The h,lar became ^ 

pi!- 6 P fff WaS admitted t0 the medical service. 

whiten f b0 1 ? t0ry data on admi ssion included 
wh te blood cell count, 10,550 per cubic millimeter 

with 46% neutrophils 20% lymphocytes, and 33 % 
eosinophils. Fasting blood sugar level was 99 mg.%. 
and blood urea nitrogen level, 12.9 mg.%. Exam- 
ination of the sputum showed about 90% eosino¬ 
phils. Result of the tuberculin skin test was positive 
and results of skin tests for histoplasmosis, blasto¬ 
mycosis, and coccidioidomycosis were negative. 
Although no definite diagnosis was established, the 

/tmu-? 4 Wa , S started on chemotherapy with isoniazid 
(INI-I) and para-aminosalicylic acid (PAS) on the 
basis of the x-ray findings and one positive gastric 
smear which was reported from outside before the 
patient s admission to the hospital. Follow-up chest 
x-iay on Aug. 9 showed further extension of the 
infiltration in the left upper lung field while the 
consolidation became less apparent in both bases. 
A new infiltration appeared in the right middle lung 
field (fig. 2). b 



Case 1.—A 49-year-olcl woman was admitted to 
the Ohio Tuberculosis Hospital on June 17, 1955, 
with the chief complaint of general malaise and 
weight loss for the preceding six months. Past his¬ 
tory revealed that she had been given a diagnosis 
of pulmonary tuberculosis in 1939 and treated for 
three years with bed rest on the basis of x-ray find¬ 
ings, although her sputum and gastric smears and 
cultures did not contain tubercle bacilli. There was 
no familial history of tuberculosis. In March, 1955, 
the patient stated that she had developed pneu¬ 
monia which was treated with antibiotics; mean¬ 
while, tubercle bacilli were allegedly found in one 
gastric smear, tier symptoms persisted and, in view 
of the “positive” gastric smear, the patient was re¬ 
ferred to the Ohio Tuberculosis Hospital. 

The physical examination on admission revealed 
a well-developed, well-nourished woman in no 
acute distress. Her temperature was 37.5 C (99.5 F), 
respirations 20 per minute, and blood pressure 
118/70 mm. Hg. The chest was clear to percussion 
and auscultation. 

Review of a chest film taken in 1951 showed no 
active pulmonary disease. A preadmission chest 
roentgenogram made on June 8 revealed confluent, 
ill-defined infiltration, involving the lateral aspect 
of the upper lung fields, mainly on the left, with 



Fig. 2 (case 1).—Roentgenogram made Aug. 9, 1955, 
showing further extension of infiltration in left upper lung 
field and decrease of infiltration in both bases. New infiltra¬ 
tion has taken place in right middle lung field. 

The next examination, on Sept. 6, demonstrated 
a decrease of the ill-defined infiltration bilaterally. 
The patient’s case was presented in the surgical 
conference and it was felt that lung biopsy would 
be of value in view of the fact that this infiltration 
had persisted for more than three months, in spite 
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of drug therapy. All sputum and gastric smears 
and cultures for acid-fast bacilli were negative. 
Loefller’s pneumonia was suggested as a possible 
diagnosis, although it was felt that “the duration 
of the disease was longer than usually occurs in 
Loefller’s pneumonia and a biopsy was justified for 
more definitive diagnosis.” 

On Sept. 15 biopsy was performed on the left 
lower lobe. Microscopic examination showed the 
aveolar spaces to be generally empty, although an 
occasional space contained edema, fluid, or a clump 
of microphages. There was a generalized excess of 
lymphocytes which occasionally occurred in con¬ 
centrated foci, suggesting lymph follicles. The 
striking lesion seen in the sections, however, con¬ 
sisted of an infiltration of lobular septums and peri¬ 
vascular adventitia with eosinophils. Usually 
adjacent to such sites in infiltration there were 
a few alveolar spaces consolidated by eosinophils 
together with microphages. The involved lobular 
septums or vascular adventitia were thickened by 
the infiltrations and showed a distinct excess of 
collagen. A few fibers of this collagen appeared 
excessively pink, but this so-called fibrinoid 
degeneration was inconspicuous. The media of 
the vessels failed to show evidence of inflamma¬ 
tion or fibrinoid degeneration. Occasionally, one or 
perhaps a pair of alveolar spaces contained a 
nodule of young scar tissue, consisting mainly of 
fibroevtes with delicate collagen. It is clear that 
these represented organization of earlier foci of 
exudation. The pathological diagnosis was scarring 
and eosinophilic infiltration of the lung compatible 
with Loefller’s pneumonia. 

The patient had an uneventful postoperative 
course and was discharged on Sept. 24, 1955. 
Follow-up chest x-rays on April 11, 1956, showed 
no evidence of infiltration in the lung fields. 

Case 2.— A 39-year-old woman, with a history of 
bronchial asthma and chronic sinusitis for three 
years, had an insidious onset of weakness and 
malaise two to three months prior to admission. 
One month before admission, she began to have 
afternoon chills and fever up to 38 C (100.4 F). On 
Dec. IS, 195S, her first roentgenographic chest 
examination showed bilateral peripheral infiltration 
in the upper lobes, being more extensive on the 
right side (fig. 3). She received treatment with 
antibiotics from her family physician, with no 
apparent response. A repeat chest film made on 
Jan. 20, 1959, revealed further progress of the infil¬ 
tration, which had become more extensive in the 
left middle lung field, with small areas of infiltration 
in both lower lung fields. Sputum studies and a 
tuberculin skin test gave negative results. In view 
of the persistent symptoms and progressive pul¬ 
monary infiltration, she was admitted on Jan. 29, 
1959, to the University Hospital for further diag¬ 
nostic studies. 


There were no pertinent physical findings on 
admission. The chest was clear to percussion and 
auscultation. Her blood pressure was 110/70 mm. 
Ilg, pulse rate SO per minute, and temperature 
37.1 C (9S.8 F). Laboratory studies on the blood 
showed a hemoglobin level of 11.8 Gm.% and a 
white blood cell count of 6,750 per cubic millimeter, 
with 34% neutrophils, 23% lymphocytes, and 39% 
eosinophils. Results of a serologic test for syphilis 
and tests for typhoid fever, brucellosis, para¬ 
typhoids, histoplasmosis, blastomycosis, coccidioido¬ 
mycosis, Q fever, and psittacosis-were all negative. 
Marrow findings were normal except for an in¬ 
creased number of eosinophils. No parasites, were 
found in the stool. 

For the first three weeks of hospitalization, the 
patient had a spiking temperature up to 3S.3 C 
(101 F). During the hospitalization, the eosinophil 
count varied from 40 to 11%; otherwise, the blood 



Fig. 3 (case 2).—Roentgenogram made Dec. IS, 1958, 
showing bilateral peripheral, ill-defined infiltration in upper 
lobes. 


cell count showed no significant deviation from the 
initial values. Chest x-ray on Jan. 30 revealed regres¬ 
sion of the ill-defined infiltration of the right upper 
lobe with persisting isolated consolidations in the 
rest of the lung fields, unchanged since the last 
examination on Jan. 20 (fig. 4). The patient’s clin¬ 
ical condition during this period remained static. 
Although eosinophilic pneumonia was thought to 
be the most likely diagnosis, it was felt that this 
impression should be confirmed by a pulmonary 
biopsy, in view of the long duration of the progres¬ 
sive infiltrates, before any steroid therapy was 
administered. Microscopic sections of the specimen 
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e Sr m 7 hOSe development and resolution was 
evident in the specimen. The sequential changes 
visible consisted of (1) proteinaceous edema within 
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charged in good health 12 davs after th* i 
biopsy and was advised to continue it l”’?”” 5 
of prednisone three times daily for one month. m3 ' 

Comment 



Fig. 4 (case 2).—Roentgenogram made Jan. 30, 1959, 
showing further extension of infiltration, especially in left 
middle lung field, with small areas of infiltration in lower 
lung fields. « 

the alveoli, (2) a secondary infiltration of eosino¬ 
phils with fibrin, forming small masses of the type 
seen in lobar pneumonia, and (3) a final infiltrate 
of the alveoli by macrophages. This later infiltration 
appeared to be the final stage in the development 
of the inflammatory process, and the macrophage 
cellular masses showed continued aggregation, with 
central necrosis which sometimes involved the con¬ 
tents of an entire alveolus. There was relatively 
little interstitial reaction, although a few areas of 
eosinophils could be seen within the interstices 
of the pulmonary tissue. This particular sequence of 
events is consistent with the type of clinical cours^ 
associated with LoefHer’s pneumonia (fig. 5). It was 
concluded that the findings were ^insistent with a 
diagnosis of Loeffler’s pneumonia. 

On the basis of these findings, steroid therapy 
was introduced on Feb. 9 in the form of 20 mg. 
of prednisone twice daily. The patient responded 
promptly to the treatment. Her temperature re¬ 
turned to normal, the eosinophilia disappearing one 
day after the beginning of the steroid treatment. A 
chest roentgenogram made on Feb. 12 showed com¬ 
plete disappearance of the previously described 
infiltrations. A repeat chest roentgenogram made 
on Feb. 21 was essentially normal. She was dis- 


icitiure m noth phcpo n, . 
tively long duration of the pulmonary iJltvnr "' 
associated will, symptoms of fever I t £ 
elevated blood count with high 

Loeffle 1 ’ M “ ? neumonia ' use <l as a synonym for 
Loefflei s syndrome, was always thought to bp ■, 

condition of relatively short duration, always be¬ 
nign, and manifesting pulmonary infiltration which 
disappeared within three to eight days 3 
The usual benign character and short duration 
of the condition was offered as an explanation for 
the lack of tissue material for histological study, as 
predicted by Loeffler. 1 X 



Fig. 5.—Specimen from patient with eosinophilic pneu¬ 
monia, late stage. In this case pneumonic consolidation lias 
completely disappeared, but there is thickening and infiltra¬ 
tion of alveolar septums and perivascular areas by small cells 
with dense nuclei, eosinophils. Among eosinophils are scat¬ 
tered larger infiltrating macrophages or histiocytes. Re¬ 
semblance between this appearance and that characteristic, 
of eosinophilic granuloma is apparent (X 100). 


The first description of microscopic examination 
was reported in 1942 and based on incidental au¬ 
topsy findings. 1 The characteristic histological find¬ 
ings in the lungs were infiltrations by eosinophilic 
leukocytes and giant cells, associated with intersti¬ 
tial proliferations and serous exudate. There was 
no history of any clinical symptoms and unfor¬ 
tunately no roentgenograms were available. In 1913. 
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Bailey reported histological findings of Loeffler’s 
syndrome in an autopsied case, in which, in addition 
to a large number of eosinophilic leukocytes in the 
pneumonic exudate, there was advanced organiza¬ 
tion of the exudate with fibroblasts afld giant cells. 
He called attention also to the presence of granulo¬ 
matous lesions and necrotizing arteritis and phlebi¬ 
tis. 3 The only available roentgenogram of the chest 
was made more than four months prior to death, 
and no reliable correlation with the postmortem 
findings could be made. 

Review of the literature up to 1958 shows that 
the only operative specimen was reported by 
Buckles and Lawless in 1950. a They performed a 
pneumonectomy on a patient with persistent pul¬ 
monary consolidation simulating a neoplastic lesion 
, which had persisted for 14 months. The micro- 
i scopic findings showed fibrosis and massive infiltra- 
I tion by eosinophils, periarteritis, and arteriolitis in 
' addition to endothelial cell proliferation. 

' In the first of our cases the patient had abnormal 
f radiologic findings of more than three months’ 
' duration and clinical manifestations of more than 
; six months’ duration prior to the pulmonary biopsy. 
[ ' In the second case the available radiologic findings 
I ' lasted about two months, with clinical symptoms of 
) ^'four months’ duration. The histological findings in 
[ the first case were of more advanced nature, with 
; small foci of exudation showing organization and 
. the presence of occasional nodules of young scar 
J tissue. It is probable that in cases of long duration 
| the pathological process can progress to an extent 
where fibrotic changes occur as well as vascular 
changes consisting of necrotizing arteritis and phle¬ 
bitis. In such instances, in which there is no tend¬ 
ency toward spontaneous regression in a short 
■. time, usually one or two weeks, the administration 
of ACTH or cortisone, as a rule, results in dramatic- 
improvement of the radiologic and clinical findings, 
with rapid return of the eosinophilic count to the 
• normal level. This has been the experience of sev- 

1 eral authors. 7 In the second case the radiologic pic- 

■» ture returned to normal in seven days after the 
administration of prednisone. The response to the 
' steroid therapy also supports the theory of the 
' allergic nature of this disease syndrome as it has 
; been postulated by several authors and proved by 
Sprent, a who produced transient pulmonary infiltra- 
' dons and eosinophilia experimentally by parenteral 
injections of ascaris extracts in previously sensitized 
animals. Similar findings were produced by paren- 
' teral injection of different allergens in animals 
-- which were previously sensitized against the specific 
, antigen.'" Both of the cases presented here were 
in patients treated in the past for allergy manifested 
by chronic sinusitis and bronchial asthma. 

The radiologic examination is the single most 
significant diagnostic procedure. The detection of 
migratory changes in the lungs, so important in the 
diagnosis, necessitates frequent x-ray examinations. 


The infiltrations are irregular, homogeneous, and of 
varying size and usually do not have lobar or seg¬ 
mental distribution. As a rule both lungs are in¬ 
volved, but the extent of the involvement can vary' 
from patient to patient and also from one examina¬ 
tion to another in the same patient. In these two 
cases the infiltrations had a tendency toward pe¬ 
ripheral distribution. In the first case there was 
evidence of hilar lymph node enlargement (fig. 1 
and 2). This is an unusual finding in view of the 
lack of lymph node involvement reported by 
others.® 

The differential diagnosis of eosinophilic pneu¬ 
monia should include pulmonary tuberculosis, espe¬ 
cially when the infiltrations involve the upper lobes. 
It is probable that the first case was misdiagnosed 
in 1939; the patient was treated for pulmonary 
tuberculosis for two years without positive findings 
of acid-fast bacilli on sputum and gastric studies. 
The misdiagnosis of pulmonary tuberculosis in 
cases of eosinophilic pneumonia seems to be a 
relatively common occurrence. 10 

Peripheral eosinophilia was constantly present 
during the period of pulmonary manifestations. The 
degree of eosinophilia does not appear to be related 
to tire extension of the pulmonary involvement.. 
There was no pleural effusion in our cases, although 
this has been reported. 11 

410 W. 10th Ave. (10) (Dr. Molnar). 

Dr. Philip C. Pratt, Department of Pathology, reviewed 
and made available the microscopic findings. 
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CLINICAL NOTES 


NEW LIVER SUTURE 

Richard D. Brasfield, M.D., New York 


Current interest in hepatic resections 1 for various 
benign and malignant tumors has caused physicians 
at the Memorial Hospital to seek methods for 
decreasing blood loss. Bleeding from the point of 



suture has been most troublesome when the con¬ 
ventional eye-type needles and sutures are used. 

From the Memorial Hospital. 


The doubled suture at the butt of the needle tears 
ye thin liver capsule and vascular parenchyma, 
which results in massive blood loss during extended 
liver resections. 

After four years of extensive clinical and labora- 
toiy trial at the Memorial Hospital with various 
sizes of sutures (000 to 3) and needles (1.0, 2.0, 3.0, 
and 3.5 in.) with blunt and taper points, our finai 
choice was a size 1 chromic gut suture swaged 
on a half circle 3.5-in. taper point needle with a 
diameter of 0.046 in. This atraumatic suture per¬ 
mits an adequate amount of tissue to be encom¬ 
passed in a single bite and is large enough to pre¬ 
vent cutting through the tissue when the ligature is 
tied without breaking (see figure). At the same time, 
it causes minimal bleeding because of its taper point 
and relatively small size at the butt of the needle. 
A similar 3-in. needle, swaged on size 0 chromic 
gut, has also proved useful. Individual smaller 
sutures may be used for the tiny vessels and bile 
ducts. 

The sutures used in this study were Ohio Suture Product 
322, sizes 1 and 0, and were produced by the Ohio Chem¬ 
ical Suture Laboratories, 1400 E. Washington Ave., Madi¬ 
son 10, Wis. 
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P LAN OF THERAPY FOR TUBERCULOSIS.-A satisfactory scheme of therapy 
for all cases of active tuberculosis except those with tire most severe lesions 
consists of the administration of isoniazid and p-aminosalicylic acid for one 
year. This combination of drugs is at least as effective as any streptomycin-contain¬ 
ing regime and is more convenient, considerably less toxic, and more economical. 
The principal element in any treatment regimen for active tuberculosis in children 
is the presence of isoniazid. Administration of adequate amounts of this drug for one 
year will prevent the development of meningitis. The daily dosage of isoniazid t at 
we currently employ is 10 mg./Kg./day, given in two doses every 12 hours. This is 
supplemented with 0.2 Gm. of p-aminosalicylic acid/Kg./day divided into four doses 
every six hours. The availability of adequate drug therapy for tuberculosis should not 
cause neglect of other important aspects of management.-E. M. Sewell M.D., 
Initial Management of Primary Tuberculosis, Quarterly Review of Pediatrics, 

October-December, 1959. 
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TRANSIENT NODAL RHYTHM AFTER CONTACT WITH ALTERNATING CURRENT 

William B. Bryer, M.D., Seattle 


A-V rhythm has been produced experimentally in 
mammalian hearts by damaging (pinching or de¬ 
stroying) die sinus node. Produced in this way, the 
A-V rhythm is a substitute rhythm or passive 
heterotopv. A-V rhythm as active heterotopy has 
been successfully produced by 
stimulating the left accelerator 
nerve or by warming the A-V 
node. 

It was proved that strong re¬ 
flex stimulation of the vagus may 
suppress the S-A activity' and 
may cause nodal rhythm. 

The electrocardiogram of A-V 
rhythm usually consists of a nor¬ 
mal electroventriculogram and 
of an electroauriculogram char¬ 
acterized by a negative P wave 
preceding the QRS complex bv 
an abnormally short interval or 
succeeding it, or by the P wave’s 
being buried in the QRS com¬ 
plex. If the stimulus starts from 
the upper part of the node, the 
atrial contraction slightly pre¬ 
cedes the ventricular. If, on the 
other hand, the stimulus starts 
from the lower part of the 
node, the ventricles contract 
first. 1 

Etiology of A-V (Nodal) Rhythm 

Nodal rhythm may occur 

(1) whenever the sinus node is 
depressed due to organic heart 
disease or vagal stimulation; 

(2) during infectious disease 
(e. g., rheumatic fever, scarlet 
fever, and typhoid); (3) during 
treatment with digitalis or stro- 
phanthin—the action of these 
drugs being considered as delay¬ 
ing conduction in the A-V system 
directly, or indirectly by increas¬ 
ing vagal tone, or, after the use 
of quinidine sulfate or procain¬ 
amide (Pronestyl) hydrochloride 
for the interruption of a parox¬ 
ysmal ectopic tachycardia; (4) after myocardial in¬ 
farction; (5) when carotid sinus pressure causes 
nodal rhythm through vagal stimulation; (6) during 
cardiac catheterization or cardiac surgery; (7) as a 

Clinical Associate, University of Washington School of Medicine- 


consequence of electrolyte imbalance; and (8) when 
any organic damage occurs to the sinus node. 1A 

Electropathology 

Tension (Voltage ).—Both low-voltage and high- 
voltage currents can cause fatal accidents. 


Low-Tension Currents: Even a current as low as 
60 volts has been proved to be fatal, especially 
when the current has passed through the heart. The 
most common .cause of electric shock due to cur¬ 
rents of low voltage is electric lamps: When a per- 



Fig. 1.—Electrocardiogram taken on Dec. 
P, normal, P-P.-. inverted and deformed, an 







20, 1955, showing typical nodal rhythm: 
d P-R shortened to less than 0.1 second. 
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son is well grounded (such us being in a bathtub or 

pw”? sho f e % with metal taps) and touches a 
ged l 5a , lt , of r an electnc lamp with his hand- 
especially the left one-lie may be killed instantane- 
W an electric current of only 110 volts, 
nnn i\ S i ()n Currents (Between 1,000 and 200 - 
000 volts): Accidents with high-tension currents 
usually occur in electric plants, when persons are 
either standing on iron steps or clinging to a metal 
railing around the generator. 

Intensity (Amperage ).-The intensity of an elec- 
tnc current in a given conductor is its tension 
divided by the resistance of the conductor, which, 
in the case of electric shock, is 

the human body. This resistance . 

offered by the body to the flow of •! ; ■’-! ■ : 


NODAL RIIYTIIM-BRYER 


J.A.M.A., May 14, 1959 


beats; (2) auricular flutter- (3) auricular fibrillation- 
(4) paroxysmal tachycardia; or (5) ventricular fibril’ 
lation. Any of these changes ari usuSy 

3 vemricul " r fibrillafion - 

Report of a Case 

On Dec. 20, 1955, at 2:30 p. ni., a 46-vear-old 
male electrician, while engaged in his work, came 
m contact with an electric current of 220 volts and 
115 amp. with both hands. The patient, who was 
sitting on the floor, was hurled backward the length 
of the room-a distance of about 12 ft. He did not 


current consists of two parts, 
namely (1) that offered by the 
skin at the points of contact and 
(2) that offered by the tissues. 

Dry skin is an excellent insu¬ 
lator, but when it becomes mois¬ 
tened it loses its insulating proper¬ 
ties. The resistance of the tissues, 
once the current gets inside the 
body, is practically a pure re¬ 
sistance. In accidents to human 
beings the intensity (amperage) 
cannot be determined exactly, be¬ 
cause, for the reasons mentioned 
above, the resistance of the body 
at the moment of the accident is 
unknown and cannot be recon¬ 
structed. 

Type of Current.— Direct cur¬ 
rents are definitely less dangerous 
than alternating currents. The 
number of cycles per second (cps) 
of an alternating current is of 
great importance. Alternations be¬ 
tween 40 and 150 cps are most 
dangerous. These are the alterna¬ 
tions most commonly found in in¬ 
dustrial currents. Higher numbers 
of cycles are less dangerous. Hu¬ 
man nerves and muscles are not 




Fig. 2.—Electrocardiogram taken on Dec. 24, 1955, showing normal sinus rhythm. 


at all sensitive to frequencies as 
high as 500,000 to 1,000,000 cps. Therefore, these 
types of frequencies are used in physiotherapy ma- 
chines—20,000 to 40,000 volts, from 1 to 2 amp., 
and about 1,000,000 cps. 2 

The Heart and the Electric Current 

Autopsy.—Postmortem examinations of electro¬ 
cuted persons do not reveal much detailed infor¬ 
mation. Gubler a found loosening and ruptures of 
the myocardial fibers and fibrils. In addition to the 
above findings, Kawamura reported some minute 
hemorrhages in the myocardium/ Clinically, elec¬ 
tric shock may cause to the heart (1) premature 


lose consciousness, and he felt a burning sensation 
in both hands. At about 5 p. m., he complained of 
precordial pain which worried him. A physical 
examination made at about 9 p. m. did not reveal 
anything abnormal. His pulse was regular and firm 
at 80 per minute. Blood pressure was 160/88 mm. 
Hg. The heart size and configuration were normal. 
No murmurs were heard. Both palms showed 1st- 
degree burns. An electrocardiogram showed typical 
nodal rhythm: Pi normal, P 2 -P ;J inverted and de¬ 
formed, and the P-R interval shortened to less than 
0.1 second (fig. 1). Atropine, 1/100 grams (0.60 mg.) 
every four hours, and rest were prescribed. 
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On Dec. 23, at 7 p. m., the patient’s left arm and 
left leg suddenly felt weak and numb; he could 
move them only with difficulty. The left side of his 
face also felt weak and numb. On examination I 
found a left-sided hemiparesis, with the central 
facial type of paresis since the frontalis muscle was - 
entirely spared and showed complete function. His 
speech was undisturbed. Furthermore, left-sided 
hemihypesthesia to touch, heat, and cold was found, 
and the muscular sense and vibratory’ sensation 
were also diminished. 

Nodal (A-V) Rhythm in Person Exposed to Electric Current 
of 220 Volts and 115 Amp. 

p-lt 

Interval, 


Date, 

Dec., 11)55 Clinical Status 

Rhythm 

P Wave 

in 

Lead II, 
See. 

Blood 

Pressure, 

Mm. 

20 

Day of electrical Injury 

Nodal 

Inverted 

0.00 

1G0/S3 

23 

Hemiparesis . 




150/SO 

24 

Hemiparesis . 

Sinus 

Normal 

0.14 

136/$-4 

25 

Recovered . 




- 

30 

Recove red . 

Sinus 

Normal 

0.14 

lOO.'SO 


On the next day (Dec. 24) the ECG showed nor¬ 
mal sinus rhythm (fig. 2). On Dec. 25, all die 
paretic signs and symptoms disappeared (after 48 
hours’ duration). 

Comment 

As was previously mentioned, several causes of 
nodal rhythm—such as drugs, infections, and myo¬ 
cardial infarction—have been described in the medi¬ 
cal literature, but contact with electric current has 
never been mentioned as a precipitating factor. 
Therefore, it seemed fitting to present this case. The 
mechanism could be twofold: (1) by direct periph¬ 
eral action of the current on the heart and (2) by 
central stimulation of the vagus nerve, especially of 
the centers of the vagus nerve in the medulla 
oblongata. 

It is thought that the establishment of the nodal 
rhydim in the case described was due to direct 
action of the electric current on the heart itself, 
because the nodal rhythm appeared either imme¬ 
diately or at least within hours, considering that the 
ECG made on the same day showed nodal rhythm. 


The hemiparesis as a sign of brain damage com¬ 
menced three days later. Therefore, the central 
action of the electric current on the vagus centers 
in the medulla oblongata was considered to be 
improbable. The brain damage causing the transient 
hemiparesis and hemihypesthesia probably was due 
to edema or minute hemorrhages in the brain. These 
are the most common lesions of the central nervous 
system caused by damage from electric current that 
have been described by pathologists. Other lesions 
which cause permanent damage have been de¬ 
scribed. In fatal cases, autopsies have revealed the 
follow’ing pathological changes: destruction of the 
Missis bodies, chromatolysis of the ganglion cells, 
rupture of the nerve cells, dislocation of the nu¬ 
cleoli, loosening of the glia, vacuolation of the 
nerve cells, and close position of the nuclei to the 
wall of the cells; breaking up of the tigroid in the 
medulla oblongata into small granules; and the 
complete destruction of the nerve cells, with ex¬ 
trusion of the nuclei. 

Summary 

Transient nodal rhythm, probably due to direct 
action on the heart itself, can occur after contact 
with alternating current. Since a review of the 
available world literature fails to reveal alternating 
current as a participating factor, it was considered 
relevant to report this unusual case. 

504 104th Ave., N. E., Bellevue, Wash. 
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C ATERPILLARS AS POISONOUS ARTHROPODS.—Although the caterpillar 
has been studied for some time, the exact nature of its irritant principle is 
still not known definitely. Its polypeptide nature is suspected. . . . The poison 
glands of the caterpillar appear similar to the salivary glands of the other arthropods 
of dermatologic interest. The skin reactions vary according to the sensitivity of the 
individual. The universally irritant caterpillars, although uncommon, appear to offer 
interest as a laboratory tool for the dermatologist studying enzymes concerned in the 
itch phenomenon. With extensive areas of poison glands available, caterpillars may 
supply good sources of material for itching. . . . Because of the irritant nature of 
caterpillars attempts should be made in work, farm, and field, and even in the home 
to avoid skin contact and especially eye contact. Systemic reaction of a severe type 
may occur.-L. Goldman, M.D., F. Sawyer, A. Levine, J. Goldman, S. Goldman, and 
J. Spinanger, B.S., Investigative Studies of Skin Irritations from Caterpillars, Journal 
of Investigative Dermatology. January, I960. 
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COUNCIL ON FOODS AND NUTRITION 


Report to the Council 

The Council has authorized publication of the following report. 

Philip L. White, Sc.D., Secretary. 


AWARD OF RESEARCH FELLOWSHIPS IN CLINICAL NUTRITION 


Ten fellowships for research in clinical nutrition 
have been awarded by the Nutrition Foundation, 
Inc., and the Council on Foods and Nutrition. They 
have been given in honor of Dr. Carl V. Moore, 
recipient of the 1959 Joseph Goidherger award in 
clinical nutrition. A fellowship is granted to a medi¬ 
cal student to permit him to carry on research in 
some phase of clinical nutrition during the non¬ 
academic portion of the school year. Each grant 
consists of $600. Application is made by a senior 
investigator, and the fellowship is administeied by 
him. The Council was impressed with the in¬ 
terest shown in these fellowships and had a diffi¬ 
cult time selecting 10 from the many meritorious 
applicants. 

This fellowship program is a part of the joint 
effort of the Nutrition Foundation, Inc,, and the 
Council on Foods and Nutrition to stimulate staff 
members and students of schools of medicine to 
take a more active interest in the science of nutri¬ 
tion as.an integral part of medical practice 

The I960 fellowships have been awarded lor tire 


following research: 

1, Nutritional status of Negro clnldien wi 
sickle ceil anemia. Senior investigator, Roland 
B. Scott, M.D., department of pediatrics, Ilowaici 

University. , , . , „ 

2. Effect of diet on activity of alpha-glycerophos- 

phatase in the rat. Senior investigator, asi • 
Drabkin, M.D.; student, Ernest Rosato department 
of biochemistry. University of Pennsylvania. 


3. Fat absorption by isolated small intestine in 

vitro. Senior investigator, Arthur B. French, M.D.; 
student, William Swartz, department of intend 
medicine, University of Michigan. - . 

4. Fat absorption in patients with severe intes¬ 
tinal parasitosis. Senior investigator, Milton E. I\«- 
bini, M.D.; student, Pedro Mavol, department of 
internal medicine, University of Puerto Rico. 

5. Vitamin B-6 in transamination. Senior investi- 


jatar, Alton Meister, M.D., department of biochem- 
stry, Tufts University. 

6. Metabolism of histidine (role of non-CoA tie- 
•ivatives). Senior investigator, Robert C. Baldridge; 
itudent, Ramon Burket, department of physiological 
•hemistry, Temple University School of Medicine. 

7. Effects of protein malnutrition on schistoso- 
niasis. Senior investigator, Seymour Garson, Ph.D.; 
itudent. Manual C. Morales, division of physio- 
ogical parasitology, University of Puerto Rico. 

8. Relation of blood enzymes to nutritional status, 
lenior investigator, Myron Brin, Ph.D.; student, 
ferry Schwartzburg, department of biochemistry 
,nd medicine. State University of New York. 

9. Secretion of alcohol into die stomach from in- 
ravenously administered alcohol. Senior nwesti- 
rator, Basil I. Hirschowitz; M.D.; student, Don M • 
^owell, department of medicine, division of gastio- 

mteroloav, University of Alabama. 

10 Study of enzyme hydrolysis of anserine o 

B-alamne and 1-methyl-his l f ne ‘ n T Preto 

aator, L. C. Smith, Ph.D.; student, Duane T. F eter 
department of biochemistry, State Umversity »f 
South Dakota. 


„ xrc’W'rar nrSEASE.-Monoamiue oxi- 

A FUNDAMENTAL ATTACK 1 othel . issues. If, therefore, mono- 

dase destroys serotonm. m the bn ^ ^ of se rotonm will be able 

amine oxidase is inhibited higU ^ bvoncbi attd other organs. If, as 
to act for long periods m D e ^ ^ ^ meRta } disease, the 

has been postulated, the serotonm deficiency s a* ^ q£ mentat disturbance, 
monoamine oxidase inhibitors may b ^ e monoamine oxidase inhibitors may have 
Among other conditions m wjuc r t5c u icers, disorders of the clo mg 

some effect are drug and akoho\adc , 1 M.D., Monoamine Oxidase 
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SPECIAL CONTRIBUTION 


The following paper was read by Leo W. Simmons, Ph.D., Professor of Education (Soci¬ 
ology), Teachers College, Columbia University, at the opening plenary session of the ad hoc 
Advisory Committee to the Committee on Scientific Activities of the Board of Trustees of the 
American Medical Association, at Hershey, Pa., Sept. 14,1959. 

IMPORTANT SOCIOLOGICAL ISSUES AND LMPLICATIONS OF 
SCIENTIFIC ACTIVITIES IN MEDICINE 

Leo W. Simmons, Ph.D., New York 


I wish to propose four assumptions to be used as 
a “platform” for further discussion of the problems 
selected for our conference deliberations. It is for 
those more closely affiliated with the medical pro¬ 
fession to consider whether these assumptions have 
validity in the present state of medical develop¬ 
ments. 

Sociological Assumptions Concerning 
Modem Medicine 

First, modern scientific medicine, with its store¬ 
house of knowledge and skills, is already able to 
make new and outstanding contributions to the 
contemporary problems of both physical and mental 
health. Amazing therapeutic potentialities appear 
to be available or in the offing. 

Second, modem scientific medicine confronts a 
substantial resistance to the full and forthright 
practice of its therapeutic potential. Resistance 
ranges from apathy to opposition—partly overt, 
partly hidden, sometimes conscious and sometimes 
unconscious on the part of recipients of some medi¬ 
cal service. The medical practitioner is rarely per¬ 
mitted by society' to utilize his knowledge and skills 
maximally. The obstacles to the application of 
medical care can be almost as great as are those to 
the discovery' of effective therapies. In short, the 
task set for health care is only half accomplished 
by discovery of new medical skills; the practitioner 
can still encounter sick and dying people around 
him and, despite his knowledge of what to do, be 
helpless to do it. This statement is made as an 
assumption. Is it also a fact? 

Third, there follows what may be regarded as a 
philosophical or a moral assumption in relation to 
the medical professional code. This code contains 
an implied responsibility of or a challenge to the 
physician to fulfill his therapeutic function for the 
people whom he elects to serve in spite of their 
apathy or opposition, or at least to do so to some 
substantial degree in the face of these difficulties. 
A cardinal criterion of good professional conduct is 


From Teachers College, Columbia University. 


that tire physician should know better than do his 
clients what service they' need and that he be com¬ 
mitted to work positively' toward such ends. This 
involves an obligation to operate on a superior level 
than that which is customarily' associated with such 
terms as salesmanship or propaganda. A truly pro¬ 
fessional worker endeavors, even against opposition, 
to provide for his clients what he recognizes to be 
their needs from his specialty', even though they 
cannot possibly understand the necessity for such 
services. 

Fourth, there exists a potential knowledge or 
know-how in the “application” of medicine that is 
subject to systematic study'. Such knowledge, which 
can be acquired from medical successes as well as 
from failures, can gain acceptance for the services 
to be rendered. This field of study' is especially' rele¬ 
vant to the interests and skills of the behavioral or 
social sciences. 

Emerging Goals in Modem Medicine 

The second topic with which I am concerned is 
the emerging goals in modem medicine. It be¬ 
hooves me as an interested layman and potential 
patient to raise some questions for clarification. 

As I understand it, the primary purpose of the 
professions in the field of health is to control disease 
and promote health. This goal is voiced by' the 
leading figures and professional organizations in the 
various medical, nursing, and other health special¬ 
ties. The central aim, as frequently expressed, is 
the continuous improvement of medical care or 
patient welfare. It is difficult, however, to define 
either health or patient welfare. Definitions of both 
are frequendy given more in negative than in posi¬ 
tive terms. Health, for example, often is defined as 
the absence of disease or disability and patient wel¬ 
fare as relief from suffering or discomfort. There 
appear to be trends, however, toward more positive 
definitions. The World Health Organization pro¬ 
vides one notable example: Health is “a state of 
complete physical, mental, and social well-being 
and not merely an absence of disease or infirmity.” 



168 


SOCIOLOGICAL ISSUE-SIMMONS 


A positive definition of health can also be made 
m a move down-to-eavth manner. According to Dr. 
Xf og K r V i' ec \. anc ! Lewis W. Jones in “Readings in 
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medical care are defined in positive and specific 
terms. In more specifically defining the issues they 
make the points that good medical care (l) limits 
itself to rational medicine based on the medical 
sciences, (2) emphasizes prevention, (3) requires 
intelligent cooperation between the lay public and 
tbe practitioners. (4) treats the individual patient 
as a whole. (5) maintains a close and continuous 
personal relation between physician and patient, 
(6) makes use of and collaborates with social wel¬ 
fare workers, (7) coordinates all types of medical 
services, and (S) implies application of all the nec¬ 
essary services of modern scientific medicine to the 
needs of all the people. 

If this is the promise of medicine for the future, 
then it is not difficult for a patient to recognize a 
great lag between the medical care he appears to 
be receiving and these great objectives. It is a 
splendid goal, which calls for positive and improved 
personal and organizational relationships on all 
levels and in all fields of medicine. 

What the future system of institutional medical 
care in the United States will be is hard to predict. 
As far back as 1926, changes of great import ap¬ 
peared evident to some persons in positions of lead¬ 
ership. This is illustrated by the remarks of George 
E. Vincent, then president of the Rockefeller 
Foundation: "It looks as if society means to insist 
upon a more effective organization of medical serv¬ 
ice for all groups of people, upon distribution of 
costs of services over large numbers of families and 
individuals, and upon making prevention of disease 
a controlling purpose. Just how these ends will be 
gained only a very wise or a very foolish man would 
venture to predict. One thing seems fairly certain: 
in the end society will have its way.” 

In 1950, Willard C. Rappelve, then dean of the 
Faculty of Medicine and vice-president in charge 
of medical affairs at Columbia University, wrote: 
“Medical security in this country is coming and it 
is up to our profession to formulate ways and means 
by which sound, progressive plans can be drafted. 
It would be short-sighted and, in the long run, 
futile to ignore the broad implications of medicine, 
which must be recognized as much a social as a 
biological science.” He stated further that, "Anyone 
who today disregards the relationship of medicine 
to current social, economic, and political conditions 
must be literally unwilling to face the facts. This 
statement was made a decade ago; its truth is even 
more obvious today. 

Tbe kevnote of these forecasts, which now ap¬ 
proach reality, is the necessity for and expediency 
of intelligent adaptation by the medical prolession 


t0 t i Ile , 1 CliangeS that are occ ' urr ing in the social order 
and that seriously affect the future of medial 
practice. u,iCal 

Changes in the Social Order 

,) Vllat ar< i t,le cIl anges in the social order that so 
critically affect interpersonal and interprofessional 
relationships in medical practice? Some are very 
broad changes that are shaking the old foundations. 
I here are others within the medical institutions 
themselves that are upsetting the old order of staff- 
patient relations. These two sets of forces can be 
divided into the broad outside and the more specific 
inside changes in the social environment. 

Broad Outside Changes .—Of the broad changes 
that are in progress in tbe social order, six are of 
particular relevance to modem medicine. 

First, there is the increasing mobility of the 
population. We Americans are moving over tbe 
earth at a rate and pace previously unknown to 
man and are shifting our homesites repeatedly in 
the course of a lifetime. Such constant movement 
complicates the issue of continuity in medical care 
and the interpersonal relationships involved. 

To this horizontal movement must be added our 
status seeking or social mobility, through which we 
hope to move up the status ladder at least one rung 
per generation. Shifts in social status are followed 
by shifts in standards and norms of consumption; 
consequently, Americans want not only better 
homes and better clothes but also better medical 
care. We have thus become doubly nomadic, both 
on a horizontal and a vertical plane. Such popula¬ 
tion mobility is bound to upset established norms 
and expectations in medical practice. 

In the second place, today’s American public of 
potential patients is becoming increasingly sophisti¬ 
cated. There was a time when physicians knew more 
about almost any topic than did almost anyone 
with whom they came in contact. Medical person¬ 
nel used to enjoy the status of an intellectual aris¬ 
tocracy. This is no longer true. Today, almost every 
physician, even one who practices in a semicivilized 
spot in America, faces patients who know, or think 
they know, more about many matters than their 
physician can possibly know. 

One physician, a general practitioner, lecentlv 
was beard to say that it was “disturbing” what some 
of his patients knew, even about medical matteis. 
He added that bis patients attempt to diagnose their 
own illnesses, bypass him, and go directly to a 
specialist Later in the discussion a specialist com¬ 
mented that some of his patients even prescribe 
their treatment—“Doctor, a little penicillin, please. 
Such instances are extreme, to be sure, but the iac 
remains that contemporary Americans, when com¬ 
pared to their grandparents are meu **> ^ 
sophisticated and critical about the medical struct 

they receive. 
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A third broad change affecting medical service 
is what has been called the “commercialization of 
the professions.” At one time, the services of people 
in the professions seemed, in a sense, “beyond 
price.” Some physicians, clergymen, and professors 
pursued their careers almost without regard to ma¬ 
terial gain and “stayed at their stands” when offered 
several times their earnings to practice their profes¬ 
sions elsewhere. 

A great change has been taking place in the 
professions. The formerly dedicated professional 
men have become substantially commercialized. 
Today a professor is thought of less as an academic 
“long hair” and more as a “sharp” businessman, 
and physicians are seen without their traditional 
halos, as fairly typical human beings with skills to 
sell—at a price. Recently two disturbing books were 
published: “The Academic Market Place,” which 
describes how young professors get their positions 
and promotions, and “The Doctor’s Business,” which 
follows the same market-place approach. Who or 
what can stem the tide of commercialism that is 
sweeping over us? 

A fourth change of major significance is the shift 
in age composition and prevalence of disease in the 
American population. Thanks to effective preventive 
measures, the communicable diseases have been 
largely eliminated. On the other hand, the increase 
in age of the American population has centered 
attention in medical and hospital practice on the 
chronic, long-term illnesses. When dealing with the 
communicable diseases, medical personnel did 
things mostly to or for patients. In treatment of the 
chronic diseases they have to depend more on the 
patient’s cooperation in the therapeutic programs. 
This in itself calls for many modifications in the old 
norms of staff-patient relations. 

In the fifth place, there is a transition in Ameri¬ 
can thought from a religious-philosophical orienta¬ 
tion toward a materialistic and scientific attitude to 
life and its problems. We are oversold on the idea 
that science can do almost anything for us—and then 
find ourselves distraught by the fact of its limita¬ 
tions. Outside its legitimate bounds, the scientific 
approach provides little help and cold comfort. 

Finally, a sixth broad outside change has been the 
growth and spread of organized interest groups. 
Americans have become a highly organized people, 
with such groups as organized labor, organized 
professionals, organized producers, and organized 
consumers as well as organized salesmen. It appears 
as though we must organize or perish. The union 
card of an organized group with its bargaining and 
pressure apparatus seems all but a necessity today 
for obtaining whatever we consider to be our rights, 
our dues, or our needs. This development has 
entered also the health field and is altering old 
norms and patterns in medical care. Witness, for 
example,' governments, unions, and other organized 
interests that are engaged in bargaining for medical 


services or are building their own hospitals, hiring 
their own medical personnel, and shaping their own 
system of medical care. 

Changes Within Medical Institutions .— 1 The broad 
outside changes in the American social order are 
accompanied by at least five significant changes in¬ 
side the institutions and practices of medicine which 
affect the relations between patients and personnel. 

First, there is the vast expansion of medical 
equipment or armamentarium, as it is sometimes 
called. Compared to the “little black bag” that was 
their stock-in-trade for diagnosis and treatment in 
the yesteryears, the equipment that doctors may 
command today has increased vastly in numbers 
and complexity'. In capital outlay for plant and 
equipment alone, medical practice has become a 
giant enterprise—a far cry from the horse-and- 
buggy projects. Needless to say, the skills, func¬ 
tions, and relationships of the professional workers 
in the field of health have had to keep pace with 
the expansion of equipment and techniques. Medi¬ 
cal personnel have become attendants to gadgets 
and documents as much as or more than to patients 
directly, and, in the eyes of the patient, doctors and 
nurses resort more and more to forms of remote 
control in their ministrations. 

A second change consists in the elaboration of 
institutionalized medical care. To a significant de¬ 
gree, doctors, the nurses, other medical personnel, 
and patients have become cog units in an ever more 
tightly structured system. Thus their behavior (in¬ 
cluding perhaps, the way they think and feel) 
becomes, like the links in a chain, patterned and 
interlocked into procedure-processes somewhat 
similar to the “production line” in industry. As a 
result, the freedom of the physician is restricted 
and the ingenuity and spontaneity of tire nurse 
limited, while the patients feel that their uniquely 
personal characteristics are slurred over, neglected, 
or squelched. 

It is now common to speak of the “structure and 
culture” of a hospital as a phenomenon which, in 
important respects, is distinct and different from 
the social structure and culture of the community 
that surrounds it. It is part of the task of social 
scientists to study the institutionalized medical 
system as such to discover when and where inter¬ 
personal conflicts and stresses between medical 
personnel and patients are primarily the conse¬ 
quence of the system rather than of individual 
idiosyncracies. 

A third change in medical institutions has been 
the rapid increase of medical and paramedical 
specialties and their application in varied types 
of services rendered to patients. This requires the 
adaptation of medical care to the fact that the pa¬ 
tient, surrounded by an increasing host of special¬ 
ists and in his role as a model patient, is expected 
to adapt, chameleon-like, to each in turn. To add to 
the patient’s confusion, these varied “specialists” 
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tire, n °t infrequently, very sharply dividing up areas 
or their responsibility, contending or competing for 
positions, prerogatives, or for pay in correspond¬ 
ence with their conceptions of their particular 
competences. 

If the patient can gain sufficient composure to 
observe carefully what is going on around him, he 
will recognize two kinds of specialists. They are 
(1) the scientific specialists who have learned more 
and moie about less and less in the field of disease 
and patient problems, the experts who are, of 
course, indispensable and expensive, and (2) the 
factory-trained” specialists who, to do it passably 
well and cheaply, have been quickly taught a little 
about a small task. They used to be called attend¬ 
ants and were dispensable and replaceable but are 
now moving up the prestige ladder, with more 
dignified titles and labels and increased prerogatives 
and pay. 

The limitations and complications of spawning 
specialization and fragmentation of services around 
the patient are products of our times and con¬ 
stitute as yet unsolved issues in interpersonnel re¬ 
lations in the field of health care. As a natural 
component of specialization, interdependency of 
personnel results in a sharp splitting up of indi¬ 
vidual responsibility and of pinning down the blame 
on those who fail in the linked segments of re¬ 
sponsibility. It has always been puzzling how 
quickly, and perhaps unerringly, the finger of blame 
points in a hospital. One might wonder if evil 
motives were attributed more readily in hospitals 
than elsewhere or if the personnel mistrusted each 
other more than is usual in other environments. 
Then it might dawn on one that the practice of 
blaming personnel is a built-in part of the system, 
with checks and counter-checks and maintained 
largely by the system. It may help to insure disci¬ 
pline, but the customary pattern does not help 
much in shedding light on the understanding of 
individual behavior. The apportionment of blame 
in the hospital -deserves considerable systematic 


udy. 

A fourth important change within medical prac- 
ce has been the broadening perspective on medi- 
ri care, or what is considered to constitute good 
atient care. The old perspective was focused on 
le treatment of acute illness and, as a matter of 
ict, the modem hospital arose to provide treat- 
lent for such emergency ailments, for the mentally 
l and for indigent persons. Today’s conception of 
atient care has greatly extended its horizons. 

The concept of patient care has been expanded 
a include preventive measures on the one hand and 
ehabilitative provisions on the other. More than 
hat this new concept leaves room for compiehen- 
ive’ patient care, which includes all the services 
hat the varied specialists am contribute to the 
.veil-being of. the patient. This expansion in our 
ideas of improved patient care overrides the tradi- 
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tional views. To try to fit these contemporary con 
cepts into the old pattern of patient care resembles 

figuratively, the attempt to fill old wineskins with 
new wine. 

A fifth, and the last, significant change within the 
confines of medical institutions and practices that 
needs to be listed has been the rapid growth of pre¬ 
payment plans, the rise of group medical practice 
and the greater involvement of the government in 
medical provisions. These three more or less simul¬ 
taneous developments carry in themselves the po¬ 
tential for profound modifications in professional- 
patient relations. 

Let us consider prepayment plans for medical 
care. Heretofore, on entering a hospital as a patient 
under the old system of payment, most of us have 
been subjected to the full authority of the staff. 
When an issue arose and became sharply drawn be¬ 
tween the patient and the hospital authorities of 
various ranks it did, not infrequently, boil down 
to this: the hospital or medical authority would say 
to the patient, “If you don’t like it here, you can go 
elsewhere.” If the patient did so, “discharged against 
advice” might then be written into the record. This 
practice is in order if the patient is a “charity case," 
or if he is a private patient paying his way on the 
spot; but it carries a sour, unfair, and nearly intoler¬ 
able connotation when the patient has been paying 
for this service for 10, 15, or 20 years and has now 
come to get his prepaid medical care. It is entirely 
out of order to make a proposition to “take it or leave 
it” to the medically insured patient. He has a stake 
in the firm. Moreover, the cost of medical service 
has become so magnified that to pay once is all 
that most persons can muster. Today’s patient can¬ 
not go elsewhere on a whim. Indeed, the price of 
available patient care has become so great that it 
is now more urgent to insure against sickness and 
its costs than to insure against death. Sickness may 
disrupt the financial status of the family more than 
death does. 

Let us consider for a moment the spread of the 
various forms of group medical practice which is 
still in progress. These developments, which tend to 
combine “packaged bargains” in medical care with 
extensions in the medical services to be rendeied 
and with the cooperation of teams of specialists 
carry potentials for further modifications in patient- 

personnel relations. . 

Finally, through the instrumentality of the fed¬ 
eral government, increasing amounts of medical 
care for growing segments of the population are 
being covered and measurably controlled on a iw 
tional or state basis. Certain appraisals of the medi¬ 
cal care which, at present, is government-sponsored 
in the United States have already moved about.Half¬ 
way toward some form of group responsibility' to 
the health service of the population. 

In summary, I have saluted the medical p 
sion for what it is now able to do for the health and 
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welfare of all of us as potential patients. We are 
somewhat cognizant of a great lag between what 
actually is done and what could he done for pa¬ 
tients by full use of the medical potentialities now 
available. We, the public, are dissatisfied with 
present medical and hospital practice, and there are 
mounting pressures for improvements. The improve¬ 
ments may come by means of the better application 
of existing medical knowledge and skills, although 
it is known that the medical profession will meet 
with substantial opposition on the part of some 
potential patients. The lag between what patients 
actually get and what they might receive in medi¬ 
cal care will be slowly overcome; however, it can 
be boldly assumed that systematic study and re¬ 
search on the social phenomena of medical practice 
will speed the orderly progress of staff-patient re¬ 
lationships somewhat. 

I have cited six broad changes in the social order 
that have at least an indirect bearing on staff- 
patient relationships: population mobility, general 
sophistication, commercialization of the professions, 
shifts in age composition and disease prevalence in 
the populace, changes from a religious-philosophical 
toward a scientific orientation, and the growth and 
spread of organized pressure.groups. 

I have also identified five more specific changes 
within medical institutions and in medical practice; 
expansion of equipment and capital investment. 


growth of institutionalization, increase of speciali¬ 
zation (of both types), with sharpening potential 
for apportionment of blame, expansion in the con¬ 
cept of patient care, and the rapid growth of pre¬ 
payment plans, group medical practice, and the 
greater participation of the government in the 
provision of medical care. 

Amid such a flux of trends both outside and in¬ 
side the medical institutions, is it any wonder that 
personnel-patient relations should be somewhat un¬ 
settled or that the professional workers in the field 
of health, caught in these crosscurrents, should be 
concerned about what steps to take and in what 
order? 

In conclusion, one thing seems fairly certain. 
There exist no easy panaceas and simple gadgets 
that can insure full harmony of personnel and steady 
progress in health care. Two cautions should be 
clear to everyone. First, the solutions of yesteryear 
are insufficient to cope with the problems posed by 
our changing times. Second, the “magic” of our 
public-relations gimmicks is too superficial to re¬ 
solve tbe deeper issues. It is recommended that our 
medical leadership examine systematically, and 
with professional aid, the ways and means.by which 
medical practice fails to keep pace with changes in 
the social order and to consider the potentials of 
social research and planned experimentation for 
overcoming the prevailing ‘flags.” 
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TISSUE MAST CELLS 

Edwin R. Fisher, M.D., Pittsburgh 


During the past few years much information 
has accumulated concerning the physiological and 
pathological significance of tissue mast cells. It is 
more than of historical interest to note that these 
cells were first clearly described by Ehrlich in 
1878. 1 Their abundance in connective tissue which 
he considered to be “well-nourished,” as observed 
with chronic inflammation, prompted the designa¬ 
tion “Mastzellen” (well-fed cells). Ehrlich also pro¬ 
posed that the granules of the mast cells, which 
exhibit a strong affinity for basic dyes and the 
property of altering the original color of the dye 
(metachromasia), represented nutrient for the con¬ 
nective tissue. In the light of this hypothesis, as 
well as the great interest recently demonstrated in 
the connective tissue and its purported disorders, it 
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is not surprising to learn that the mast cells have 
been considered to play a significant role in fibrillo- 
genesis, particularly in the elaboration of connec¬ 
tive tissue matrix or ground substance. Although 
there is suggestive evidence which indicates that 
the tissue mast cell may participate in this phe¬ 
nomenon, certain considerations obviate unequivo¬ 
cal acceptance of such a proposal. 

Role of Mast Cells 

I have observed that mast cell depletion after 
the administration of compound 48/SO, a condensa¬ 
tion product of p-methoxyphenethylmethylamine 
and formaldehyde, does not quantitatively or quali¬ 
tatively influence collagen formation resulting from 
the subcutaneous injection of carrageen in the rat. 
Furthermore, both connective tissue and amorphous- 
ground substance are apparent in the embryo be¬ 
fore tissue mast cells are perceptible. The distinct 
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histochemical and chemical differences between into the 
ground substance and the granules of tissue mast be expe 
cells might also be considered as evidence against occurs b 
such a relationship. Riley ~ has proposed an alter- Recenl 

native hypothesis suggesting that the hyaluronic tion of r 
acid secreted by connective tissue cells is removed large art 
by the mast cells and stored after their conversion suggestic 
to the sulfa ted form. Although this interpretation cells ma 1 
satisfies some of the objections noted above, more tein and 
supportive evidence appears warranted. Thus, it highly pi 
becomes apparent that lihrlichs original views con- It is ger: 
coining the function of the mast cells, although the conv 
not disproved, must, at least for the time being, be and that 
regarded with some reservation. to influei 

On tlie other hand, there is conclusive evidence atheroscli 
that the tissue mast cells contain heparin, 3 liista- The di 

mine/ and serotonin,” the latter as yet identified cells cent 

only in the mouse and rat. Again, however, the in our kn 

biological significance of these substances insofar been pres 

as mast cell function is concerned remains unset- relate the 

tied. The recognition by Holmgren and Wilander 1 cal functi 

that the tissue mast cells possess heparin was sup- informatii 

ported by their studies relating a high heparin tionship h 

content to tissues replete with mast cells. This find- A “triple 

ing appeared compatible with the prior observa- patients 1 

tions of Jorpes" and Lison. 7 The former identified and often 

heparin as a highly sulfated acid mucoptflysaccha- posits of 

ride, and the latter related metachromasia to this famine w 

chemical configuration. Such information provided stantiated 

a histochemical basis for the metachromasia of the mastocytic 

granules of the tissue mast cells. The subsequent which pn 

demonstration that a mast cell tumor obtained eventual c 

from a dog contained 50 times more heparin than The role 

the animal’s own liver s added further confirmation to have be 

to the observations of Holmgren and Wilander. - ' fight of tl 

Jt also emphasized the inappropriateness of the theh' we H* 

term heparin for the UsjtuTal anticoagulant of the processes, 

blood. Unfortunately, the discovery of the heparin inflanrmatf 

content of mast cells led many to assume that the histamine 

mast cells were the source of a naturally occurring suspect the 

anticoagulant, particularly since mast cells by their of such mi 

> predilection for adventitial sites were in an oppor- over, that 

tune position for such an activity. Critical analysis cnomc m 

of the data on which this assumption was based stages ot t 

strongly indicates, however, that the heparin of ‘ are most e 
tissue mast cells is not normally involved in main- a 

taining the fluidity of the blood. The heparin sigmficano 

molecule appears too large to enter the circulation pai icu^ai 

directly through venous capillaries and more prob- 
ably is first trapped in the tissues, to he subse- ^ 

quently removed by the lymphatics. Of more ‘ 

significance are the studies of Riley J which inch- tiomhi h 
cated that the evidence relating normal incoagula- 
hility to the release of heparin from mast cells was hasjailect 
obtained from experiments with anaphylactic shoe ' 3 

in the dog and that this species appears uniques m 
exhibiting altered blood coagulation during t ce } i 

state. Since drainage from the liver, which repre- t] 

sents the shock organ^f. the dog,.,occurs ft y 
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into the thoracic duct, altered coagulation might 
be expected, whereas in other species drainage 
occurs by way of other lymphatic routes. 

Recent observations revealing a marked reduc¬ 
tion ot mast cells in the intima and subintima of 
large arteries with atherosclerosis has prompted the 
suggestion that the release of heparin bv the mast 
cells may provide for Jthe degradation of lipopro- 
tein and the depositiup of insoluble lipid. 8 This 
highly provocative observation merits confirmation, 
ft is germane to note,: however, that heparin has 
the converse effect on atherogenesis in the rabbit 
and that mast cell depletion in the rat has failed 
to influence the susceptibility of this species to 
atherosclerosis. 1 " 

The discovery by Riley and West 4 that mast 
cells contain histamine represents another advance 
in our knowledge of the mast cell. No evidence has 
been presented, at the time of writing, which might 
relate the release of this substance to a physiologi¬ 
cal function of the mast cells. On the other hand, 
information indicating a histamine-mast cell rela¬ 
tionship has been obtained from pathological states. 
A “triple response” can be obtained in the skin of 
patients with urticaria pigmentosa, a cutaneous 
and often systemic disorder characterized by de¬ 
posits of tissue mast cells. The presence of his¬ 
tamine within mast cells has been further sub¬ 
stantiated by the demonstration of histamine in 
mastocytic tumors of dogs and by the use of agents 
which produce a release of histamine and an 
eventual disruption of the mast cells. 

The role of the mast cell in inflammation appears 
to have been unduly neglected, particularly in the 
light of the histamine content of these cells and 
their well-recognized abundance in inflammatory 
processes. Since much of the vascular alteration of 
inflammation has been attributed to the effect of 
histamine or histamine-like substances, one might 
suspect that the tissue mast cell may be the source 
of such material. It does appear noteworthy, how¬ 
ever, that mast cells appear most prominent in 
chronic inflammation, rather than in the acute 
stages of this process when the vascular phenomena 
are most evident. 

Much attention has been directed toward the 
significance of mast cells in neoplastic growth, 
particularly in relation to their infiltrative proper¬ 
ties. Conclusive evidence that the tissue mast cells 
play a significant role in this regard, however, 
remains to be elucidated. It is to be noted that 
there is a paucity of studies concerning this rela¬ 
tionship in human neoplasms. Injection of heparin 
Iras failed to influence the progression ot neoplastic 
changes observed in precancerous dermatoses o 
miCG ** , 

Recently two examples of leukemia of the tissue 
mast cell type have been recorded & 
stances, their differentiation from leukemias of 
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mast leukocyte or blood basophil type was empha¬ 
sized. In one patient, 11 pruritic, erythematous erup¬ 
tions of the skin were observed similar to those 
noted in urticaria pigmentosa, although mast cell 
infiltrations of this structure were not apparent. In 
the other, 12 dermal lesions were evident which, 
when stimulated, resulted in the formation of urti¬ 
carial wheals. Unfortunately, no mention of the 
microscopic appearance of the cutaneous lesions 
was made. These cases are of extreme significance, 
since at least in the first instance cited there is 
suggestive evidence that the leukemic mast cells 
in the blood or leukemic deposits in the tissues 
were “functioning.” Although these cases do not 
resemble classic urticaria pigmentosa, there ap¬ 
pears to be sufficient similarity to suggest that 
perhaps tissue mast cell leukemia may represent a 
variation of this disorder. 

Comment 

It becomes apparent from this that great ad¬ 
vances in die basic knowledge of tissue mast cells 
have taken place since their recognition as distinct 
cellular elements by Ehrlich in 1S7S. Convincing 
evidence concerning their biological function, how¬ 
ever, is often lacking. Further, many interpretations 
in this regard appear highly teleological. Much of 
the difficulty in the resolution of this problem 
would appear to reside in the transfer of experi¬ 
mental findings obtained from one species to an¬ 
other, as indicated above. There not only are perti¬ 
nent anatomic dissimilarities between species but 
also differences in the tissue mast cells per se, as 
evidenced by divergent tinctorial reactions, re¬ 
sponse to histamine liberators, and indeed different 
biochemical composition as well as possibly other 
parameters of structure and composition which 
may be species-significant. It appears that the 
relationship between blood mast cells or mast 
leukocytes and tissue mast cells, long held as 
distinct entities, largely on morphologic grounds, is 
worthy of reevaluation. Recent studies have indi¬ 
cated similarities in these cell types with regard to 
their heparin content as well as their reaction to 
histamine liberators. Lastly, it does not appear 
irrelevant to consider that it might be more signifi¬ 
cant to focus attention on the depleted mast cells 


of tissue rather than on those with identifiable, 
intact granules. This impression is based on the 
supposition that the well-granulated mast cells 
observed in tissue sections may represent “storage” 
rather than secretory forms. Studies that use the 
histamine liberators should be of value in this 
regard. The significance of this assertion becomes 
apparent in the interpretation of alterations of mast 
cell populations in pathological states. Does a 
paucity of mast cells indicate that these cells have 
actively elaborated their contents, or does it reflect 
a true deficiency state? We are faced, as is so often 
the case in biological problems, with the proverbial 
“chicken and egg” dilemma, which may actually 
in large part reflect the dilemma or riddle of the 
tissue mast cell. 
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During the era that followed the opening of the 
medical college, the financial panic, the Civil War 
and other socioeconomic forces prompted the can- 
ce ation of the affiliation with Lind University. It 
seemed prudent then to adopt the name Chicago 
Medical College, an appellation which the insti¬ 
tution carried until 1870. At that time the school 



Vol. 173, No. 2 


EDITORIALS AND EXCERPTS 


175 


entered into an alliance with Northwestern Univer¬ 
sity as its medical department. The union became 
firmer year by year and led to the development of 
one of the strongest units of this outstanding Ameri¬ 
can university on the shore of Lake Michigan. A 
new building, constructed for the school, was just 
outside the area of devastation of the Great Fire 
of LS71. 

There are several items that may be submitted 
as documentary evidence of the pioneering position 
in medical education assumed by the college. A 
four-weeks “Practitioners’ Course” was started in 
1SS0, the same year that a similar postgraduate 
course was started at the University of Pennsyl¬ 
vania School of Medicine. Training in the use of 
the microscope was required of medical students 
in 1871. Two of the textbooks that were recom¬ 
mended in that year included Gray’s Anatomy and 
Virchow’s Cellular Pathology. The quality of pre¬ 
medical education, the institution of a graded 
curriculum, and the coordination of didactic and 
hospital instruction were other evidences of ad¬ 
vanced thinking and practice of that era. The 
medical college was the first to embrace each of 
the several features of the recommendations ad¬ 
vanced by the Cincinnati convention (1867) which 
became later the accepted principles of medical 
pedagogy throughout the land. In fact, the college 
anticipated these reforms by eight years, and it 
was Davis who induced the convention to advocate 
them. 

During the waning years of the 19th century, the 
medical school was prominent in attracting teach¬ 
ers and students of international renown. These 
included such illustrious men of medicine as Drs. 
Charles II. Mayo, Isaac A. Abt, Franklin H. Martin, 
Frank Billings, Howard J. Ricketts, Arthur E. 
Hertzler, Joseph B. DeLee, and John B. Murphy. 
Beginning in 1893 juniors and seniors were urged 
to pursue research in addition to the prescribed 
curriculum. Approved courses were offered to 
groups of students with special laboratory and 
clinical instruction. More than 70% of the students 
chose one or more elective courses. This practice 
has continued up to the present. One year of col¬ 
lege preparation only was required for admission 
in the first quarter of the 20th century. Bedside 
teaching was stressed, and a one-year internship 
after graduation was required before the M.D. 
degree was conferred. The latter regulation was 
not abandoned until 1951. 

The present modified Gothic structures on the 
near north side of Chicago were begun in 1925. 
They were built by generous funds provided by 
gracious friends. These included Mrs. Montgomery 
Ward, in memory of her husband, Mrs. Margaret 
G. Morton, in memory of her husband, and the 
estate of Dr. and Mrs. Wallace C. Abbott, founder 
of Abbott Laboratories. The teaching hospitals 


affiliated with the school are Chicago. Wesley Me¬ 
morial, Children’s Memorial, Evanston, Passavant 
Memorial, and Veterans Administration Research 
Hospital. A massive medical center stands as a 
tribute to its founders, a citadel for medical educa¬ 
tion, and a haven for the sick. The destinies are in 
the hands of a competent faculty under Dean Rich¬ 
ard H. Young, who in 194S succeeded to this post 
after his classmate, Dr. J. Roscoe Miller, was ap¬ 
pointed President of Northwestern University'. 

What of 1960? The template of transition of a 
century earlier is being applied. A comprehensive 
change in the curriculum has just been announced 
by the dean and the president. The revised cur¬ 
riculum will eliminate the sharp division between 
premedical and medical studies. It will introduce 
in the liberal arts college courses that are more 
intimately related to the study of medicine and in 
the same stroke will bring the humanities into 
medical instruction. The traditional seven or eight 
years of college and medical school will be re¬ 
duced to six years for a group of 25 students 
selected directly from high school. Premedical 
courses in a concentrated measure and in gradu¬ 
ated sequence will be pursued the first two years. 
About one-third of the time during the premedical 
period will be devoted to the physical and biologi¬ 
cal sciences, one-thinl to tire behavioral sciences, 
and one-third to the humanities. The program will 
include also a rearrangement of the medical school 
curriculum for all other students and the introduc¬ 
tion of noncredit required courses, given in seminar 
form, in the humanities. 

An initial grant from the Commonwealth Fund 
will provide financial support for faculty' members 
for the first three years. They will devote sufficient 
efforts to exploit the new courses in the program. 
The fund has also pledged a modest sum toward 
a new building to house special facilities and to 
provide additional clinical and research space for 
the Medical School Departments. Unit laboratories 
will be constructed to accommodate small groups 
of students. The units will serve as a point of 
identification with the medical school and will 
provide an opportunity for independent laboratory' 
and research work if desired. These significant 
statements attest to the fact that Northwestern 
University' Medical School is in the advance guard 
of reform in medical education in 1960 as it was in 
I860. 

It is hoped that the reduction in years for the 
educational program will attract scientifically 
oriented students who may be discouraged now 
by the long years of preparation for medicine. The 
shorter program should increase the interest of such 
students in a combined program for the Ph.D. and 
M.D. degrees and thus insure a supply of persons 
needed badly for careers in academic medicine. A 
number of students will devote much of their 
elective time to research work. In some instances. 


176 


EDITORIALS AND EXCERPTS 


ad\ antagu will be taken of the opportunity to 
qualify for a Masters degree prior to the Doctorate 
■n Medicine. A progress report 10 years hence 
undoubtedly will recount these and other accom¬ 
plishments of Northwestern’s mission in medicine. 


THEODORIC ON SURGERY 


Here begins the Surgery edited and compiled 
bv the Dominican, Brother Theodoric, Lord Bishop 
of Cervia.” The seven books of surgery by Theo¬ 
doric were published about 1267 A. D. The most 
recent translation is by Campbell and Colton.' 
It is noteworthy that several of the precepts of 
the practice of this specialty were subject to test 
and found valid seven centuries ago. The transla¬ 
tors note that the teachings of Theodoric were 
astonishingly similar to those of Halsted. “There 
is no need ... to be rash or daring, but let them 
be foresighted, gentle and circumspect, in order 
that, with the greatest deliberateness and gentle¬ 
ness they may operate under all circumstances 
with what gentleness they can. especially around 
cerebral membranes, sensitive parts and other 
ticklish places . . . All the things that are neces¬ 
sary to the art cannot be included in books, many 
of these frequently happen to the operator, and 
cannot easily be foreseen. Surgeons must need 
be well-read, for even though they be experienced, 
they will frequently fall into error and confusion, 
and I can scarcely tliink that anyone can under¬ 
stand surgery without letters.” 

The father, or at least the spiritual leader and 
professional teacher, of Theodoric was Hugo, a 
surgeon as skilled and learned as his pupil. Hugo 
did not prepare a treatise on surgery, but Theo¬ 
doric attributes to him the following teachings. 
"In the first place the lips of the wound and all 
about the. wound should be abraded or debrided; 
then the wound should be completely cleaned of 
fuzz, hair and anything else, and let it be wiped 
dry with fine lint soaked in warm wine and wrung; 
and thus the lips of the wound may be reunited 
as well as possible in accordance with their orig¬ 
inal' healthy state; and having made compresses 
of fine and clean lint soaked in warm wine and 
placed upon the wound so as to fit, let it be bound 
up with a light bandage in such a way as the 
reapproximation of the wound edges cannot be 
disturbed at all—and, just as we have said before, 
do not undo the dressing until the third, fourth, 
or fifth, day if no pain occuis. 

Theodoric anticipated contemporary Russian 
surgery, as follows: “If a nose has been sliced 
by a sword or other weapon so that it is hang- 


l The Sursierv of Theodoric, translated by E. Campbell, M.D., and 
CoUon WA.! New York, Applcton-Century-Crofts. Inc., vol. 1, 

955. vol. 2, I960. 
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,. _ ' eiuiu uucumspeet and 

cautious. Replace the nose very cautiously j n j ts 

pioper position, so that each part is matched to 
the part from which it was separated . and 
having taken stitches in suitable places, let each 

part of the nose be sewed to its corresponding 
part. a 


Most of the. fractures and dislocations encoun¬ 
tered currently in traumatic surgery are discussed 
and therapy recommended. “When vertebrae ol 
the back are completely dislocated, the result is 
inevitably fatal. If the dislocation . . . should be 
directed toward the interior of 'the chest, there 
is no ingenious method for treatment... . . but the 
type which is displaced posteriorly is called gib¬ 
bous . . . sometimes the vertebrae of the spine 
had been separated posteriorly ... in such a case 
then the physician ought to make ready two long 
splints which extend from the scapula, to the but¬ 
tocks . . . and bind the patient down with white 
bands from below the arm pits to the shoulder, 
and lower down, over the hips and around the 
thigh.” 

Volume 2 contains discussions of fistula, goiter 
(bocium), abscesses, hemorrhoids, wens, nodules, 
and gout or the arthritic affection. Noli-me-tangere 
(rodent ulcer) was cured, by “the blood of some 
person who has suffered the same disease, for this 
is a special treatment for the affection, and infal¬ 
lible.” Herpes estiomenus, also known as lupus 
or the self-devourer (L., estiom), was treated by 
cautery. The several types of imposthumes (sing., 
imposthume), internal and external, were described 
in detail. The objective in the treatment of a 
solid testudo was to exercise care in removal of 
the tunic. If the testudo was liquid the sanies 
was to be evacuated. “Often times there occurs 
certain superfluity in some people which is com¬ 
monly called lipoma (nata). ... It is not accom¬ 
panied by pain, heat, nor pulsation. And perhaps 
it is for this that it grows so large that it sur¬ 
passes all other superfluities of' the body. . . . And 
be careful not to incise a lipoma which is dark 
in color and of little sensitivity, since this is a 


ncerous imposthume.” Figs in the anus were 
:ated by poulticing. 

Berry concludes the foreword to the first vol- 
re with these words: “All in all for those inter- 
ted in the history and development of surgery 
is volume is of great interest, and as one realizes 
e extent of knowledge that was available in 
ose days and the terrific conditions with which 
,e physician had to contend, one cannot but tee 
sense of humility and deep thanks to this small 
id steadfast group of educated surgeons vvlu> 
mtinued to carry forward the torch of sug 
niinst almost overwhelming odds. 1 „ 

wonder to us today that they were so successful. 
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THE DEAN AND SHERLOCK HOLMES 

“On trains and planes, in motels and hotels, when 
traveling on business in connection with the devel¬ 
opment of the new medical center at West Virginia 
University,” the Dean of the Medical School pre¬ 
pared a delightful enchiridion on Sherlock Holmes.’ 
E. J. Van Liere is not unique as a doctor who enjoys 
mystery stories. In recent years television has been 
responsible for a change in medium of transmission 
of the thriller from author to doctor. Prior to the 
creation of this neoteric device of communication, 
physicians found a pleasant means of escape from 
the hour-to-hour and day-by-day travail of practice 
by the simple procedure of reading mystery stories. 
L. J. Henderson, Doctor of Medicine, biochemist, 
and proponent of the D’Ocagne nomogram, readily 
boasted of a modest collection of mystery stories on 
his bedside table. He had no hesitation in admitting 
that a cleverly fabricated tale of crime and corrup¬ 
tion was diverting as well as soporific. Now the 
dean of a new medical school admits membership 
in the organization of medical devotees of yarns 
that reveal the answer on the last page. 

The composite of Sherlock Holmes refers only to 
the medical aspects of the narratives of A. Conan 
Doyle. These are sufficient to fill a small volume. 
The extent of the medical references is not surpris¬ 
ing. Dr. Watson, physician, surgeon, neurologist, 
and psychiatrist, was a constant companion of 
Holmes’s, although not often of vital help in solving 
a case. Dr. Watson was also interested in zoology 
and other biological sciences. He spoke with author¬ 
ity when he urged fasting or a light meal for intense 
mental activity needed to effect a solution (“The 
Adventure of the Norwood Builder”). The cerebral 
physiologist might not agree, although a heavy 
meal undoubtedly can make one physically lazy if 
not mentally inhibited. In the “Adventure of the 
Devil’s Foot” Watson implies that the male is phys¬ 
iologically superior to the female. Actuarial data 
compiled by life insurance companies tend to ne¬ 
gate such a premise. “Sherlock Holmes was a man 
who seldom took exercise for exercise’ sake (‘The 
Adventure of the Beryl Coronet’). He looked upon 
aimless bodily exercise as a waste of energy.” 

“We may think of the faithful Doctor Watson an¬ 
swering a call, perhaps late at night, his stethoscope 
concealed in his hat, and his trusty medical bag 
filled with tlie acceptable drugs. We can picture 
him further, riding along in his hansom—the lights 
of which shone dimly through the fog—rattling over 
the cobblestones of the old London streets, and 
carrying on the tradition of his noble profession”— 
or on his way to help Mr. Holmes with his latest 
unsolved assignment. It may be somewhat simpler 
to operate a remote control switch in order to view 
the latest mystery, but while something can be 

1. Van Liere, E. J.: Doctor Enjoys Sherlock Holmes, Xew lork. 
Vantage Press, Inc., 1960. 


gained by this device, something also is lost when 
the tales of Doctor Watson and S. Holmes are seen 
and not read. 

ACCEPTANCE OF RESPONSIBILITY 

Medical training in the postgraduate years is 
discussed by Stanley E. Dorst in this issue of The 
Journal. “Dilemma” is the title of communication, 
but it might have been captioned “Who Is to Do It,” 
“Whither Away,” or “Why Wasn’t Something Done 
About It Earlier?” Several pertinent facts are em¬ 
phasized and several crucial questions posed. The 
Flexner Report of 1909 is placed in proper per¬ 
spective. The recommendations of this report were 
responsible for the transition in predoctoral medical 
education from poor or mediocre to the pinnacle 
of excellency. But the current pinnacle in predoc¬ 
toral medical education that has been reached may 
be likened to a single peak in a mountain range. 
There are other peaks that must be conquered in 
the struggle for attainment. Reference is made 
specifically to postdoctoral medical education. The 
provision of an adequate number of interns and 
residents for hospitals throughout the country is an 
enigma that must be solved by studied and careful 
planning. Surely a portion of the solution will be 
intimately related to the staff of visiting physicians 
who are willing to sacrifice time and thought in 
training the members of the house staff. Equally 
important in postdoctoral medical education is a 
critical inquiry into the mission and function of the 
several specialty boards.- Such critical inquiry, ac¬ 
cording to Dean Dorst, must come from within, i. e., 
from the responsible officers of tire governing bodies 
of the specialty boards. Dorst speaks from experi¬ 
ence. He has been a member of the advisory coun¬ 
cil to the specialty boards for a number of years. 
Unfortunately, he found, this counseling has not 
led to integrated action. Until this deficiency is 
corrected, the multiple mission of the boards will 
not be fulfilled. 

Nor are the officers of the specialty boards solely 
responsible for scrutiny and analysis. Each and 
every member of the American Medical Association 
should be aware of such matters which are of con¬ 
cern either because of certification in one of the 
specialty boards or because practice in the commu¬ 
nity by the specialty board member inevitably 
affects physicians who are not specialty board mem¬ 
bers. It is axiomatic that an enlightened program 
of specialty boards will benefit physicians as well 
as patients. Organized medicine through the Ameri¬ 
can Medical Association assumed a major role in the 
correction of deficiencies in pregraduate medical 
education early in the century. Organized medicine 
once more is called on to give serious thought to 
these matters, to offer suggestions for correction, 
and to be prepared eventually to implement any 
thoughtful action deemed necessary. 
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SURVEY OF PHYSICIANS’ SERVICES IN SMALL PLANT 
OCCUPATIONAL HEALTH PROGRAMS 


Tiie Committee on Medical Care for Industrial 
W orkers, a joint Committee of the Council on 
Occupational Health and Council on Medical Serv¬ 
ice of the American Medical Association, has long 
been interested in the provision of occupational 
health services to employees in small plants, and in 
1959 conducted a survey of physicians’ services 
provided to small plant occupational health pro¬ 
grams. “Small plants,” defined for purposes of this 
survey as industrial, business, and commercial es¬ 
tablishments employing fewer than 500 employees, 
comprised some 99% of all establishments and 
employed four-fifths of the labor force in the United 
States as of the beginning of 1959. The provision 
of occupational health services to this large number 
of employees is important, and the Committee has 
encouraged the development of occupational health 
programs suitable for adoption by most small 
plants. 

A review of various early experimental and of 
some current programs revealed that they had 
failed to provide the impetus for greatly needed 
expansion. The Committee, therefore, decided that 
a reappraisal of the arrangements and methods by 
which such services could be made available to 
small plants was essential. It was evident, too, that 
the pattern which had developed in providing 
occupational health services to employees in large 
establishments, with emphasis on full-time salaried 
physicians, had obscured the role private prac¬ 
titioners could play in providing such care for the 
many thousands of small groups of employees. 

Physicians in private practice (as distinguished 
from industrial medical practice) have never fully 
realized the contribution they could make to occu- 


Commiltee members arc Frank J. Holroyd, M.D., Chairman Prince¬ 
ton W. Va.; Gilbeart H. Collins Jr., M.D., Chicago; John F. Conway, 
M.D., Clovis, N. M.; Thomas J. Danahcr, XLD., Tomngton, Conn.; 
W. Benson Barer, M.D., Upper Darby, Pa.; Edwin P. Jordan, M.D., 
Charlottesville Va,; Melvin N. Newquist, M.D., West Cornwall, Conn., 
Leo Price, M.D., New York City; and Mr. Murray Klutch, Research 
Associate, Chicago, 


pational health. The fact that many physicians are 
not contributing to occupational health programs is 
explainable, in part, by the connotation to them of 
the term "industrial medicine,” by their lack of 
interest in acquiring the necessary special knowl¬ 
edge to supervise occupational health programs, 
and by their unfamiliarity with certain aspects of 
workmen s compensation laws. These factors, how¬ 
ever, will not deter the physician who recognizes 
the challenges and satisfactions of this type of 
practice and is aware of the role, scope, and ob¬ 
jectives of an occupational health program and the 
part he can play in them. 

The importance of the private practitioner in 
instituting and developing occupational health 
services for employees in small plants is clearly 
shown in this survey. The findings which appear 
below should be of interest to all physicians and 
should serve to stimulate greater interest in, and 
awareness of, the potentials of small plant occu¬ 
pational health services. 

Methods and Objectives of Survey 

A list of 1,050 physicians known to be providing 
occupational health services was obtained from 40 
states and the District of Columbia. In February, 
1959, questionnaires were mailed to these physi¬ 
cians, requesting them to supply the Committee 
information on the occupational health services 
they provided to employees in small plants. By 
April about 250 replies had been received. Two 
hundred of these contained sufficient data to be 
incorporated in this report. 

The Committee did not attempt in this survey to 
get a cross-section of the types of occupational 
health services provided by physicians in private 
practice (as distinguished from full-time, salaried 
industrial physicians) or the methods they used, or 
to obtain a representative sample of all physicians 
in private practice providing such services. The pro 
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inary objective of the Committee was to explore, on 
a pilot basis, the validity of its opinion that (1) phy¬ 
sicians in private practice are, to some extent, 
already providing occupational health services, and 
(2) this experience can help other interested physi¬ 
cians by showing them what services they could 
offer. 

Table l.—Number of Small Plants Served by Physicians 
Practicing Alone 


small plant each. Ninety-six served as many as 
25 small plants each. More than 45% of the physi¬ 
cians served from two to four plants each. (All data 
in the tables were derived from a Survey of Physi¬ 
cians’ Services in Small Plant Occupational Health 
Programs, conducted by the Committee on Medical 
Care for Industrial Workers, February, 1959.) 

Table 2 shows that 62 groups of physicians 
served 795 small plants. These groups, consisting 


Physicians Xo. Plants Serve*!, No. 

41. 1 

33. 2 

20..-. 3 

12. 1 

5. t> 

1 . 7 

3. S 

3 . 0 

4 . 10 

1. 12 

2 .*. 15 

5 . 20 

2. 25 

1. 100 

133 


Pis 


Ants, Xo. 
41 
CO 
00 
45 
25 
30 


40 . 
12 
30 
100 
50 
100 


The Committee undertook this survey on the 
assumption that the physician in private practice 
would help meet existing needs in this field if he 
were made aware of the opportunities, responsibili¬ 
ties, and obligations involved. 


Findings of Survey 


One hundred thirty-eight of the 200 usable re¬ 
sponses received from physicians serving small 
plant occupational health programs were from 
physicians practicing alone. Sixty-two were from 


Table 2.— Number of Small Plants Served by Physicians 
in Croup Practice 

' Group*, Xo. Plant* Served, Xo. Plants. Xo 

12. 1 12 

12. 2 24 


Table 3.—Disfributzou of Employment m Small Plant 
Occupational Health Programs Served by Physician 
Practicing Alone 


Plants, Xo. Total, ^ Employment Sue Employees, Xo. 

39. 11.1 <25 507 

3o*. 10.2 25-50 1,332 

S7. 24.5 51-100 0,525 

05. 1S.4 101-200 9,750 

53. 10.5 201-300 14,500 

31. S.S 301-400 10,550 

30. 10.2 401-500 10,200 

352 100.0 59,004 


of from 2 to 20 physicians, served from 1 to 200 
small plants each. Only 51 of the 62 groups pro¬ 
vided information on the number of physicians in 
their groups; the total number in the 51 groups was 
303. 

Table 3 provides a breakdown of the small plants 
by number of employees for those- occupational 
health programs served by physicians practicing 
alone. Information on employment was provided 
for 352 establishments with 59,664 employees. 

Table 4 provides a breakdown of the small plants 
by number of employees for those occupational 
health programs served by physicians In group 
practice. Information on employment was provided 
for 199 establishments with 43,245 employees. 

Table 5 gives the dates of origin of small plant 
occupational health programs served by physicians 
practicing alone and programs served by physicians 


S. S >4 

. 4 20 

3 . li 

4 . 0 24 

3. 7 21 

2. 10 20 

1. 12 12 

1 . 13 13 

2 . 13 30 

2. 20 40 

2. 25 50 

i. 30 30 

1. 35 35 

1. 50 50 

‘1. 175 175 

1. 200 200 

62 795 


physicians who were members of groups that pro¬ 
vided such services. A great variety of small plants 
were designated as having occupational health 
programs. 

Table 1 reveals that 138 physicians, practicing 
alone, provided occupational health services to 660 
small plants. Forty-one physicians served only one 


Table 4.— Distribution of Employment in Small Plant Occu¬ 
pational Health Programs Served by Physicians 
in Group Practice 


Plants. Xo. Total, Si Employment Size Employees, X'o. 

3. 2-j <23 03 

15. 7.5 25-50 555 

23. 11.0 51-100 1,7-25 

05. 32.7 101-200 9.750 

30*. 13.1 21)1-300 9,000 

26. 13.1 301-400 9,100 

29. 14.5 401-500 13,050 

199 100.0 43,245 


in group practice. Over 40% of the programs in 
each group originated since 1951. 

Table 6 indicates on whose initiative the small 
plant occupational health program was begun. In 
this order of frequency, the following groups took 
the initiative for instituting occupational health 
programs (a) management, ( b) physicians and man¬ 
agement, and (c) physicians alone. In groups b and 
c such initiative has usually resulted from commu- 
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' mty interest and stimulation as reflected in meet¬ 
ings sponsored by local business groups, medical 
society committees on occupational or industrial 
Health, and other organizational efforts. 

J a ^ e ? iists ^ le types of services provided by the 
' loo physicians practicing alone and serving occu- 


Table 5.- 


•Datcs of Origin of Small Plant Occupational 
Health Programs 


Served by Physicians 
Practicing Alone 


Ditto 
Prior to 
World War II 
!!>tl-l!i|.-, .. 
1910.1930 .. 
1931-1933 
liOlMiOS .. 


Total. 323 


Served by Physicians 
In Group Practice 


Plants, 

Total. 

v* — —--- 

Plants, 

Total,' 

No. 

% 

Date 

Prior to 

No. 

Vo 

SI 

23.1 

Worlil War If ,. 

32 

20.1 

IS 

lt.S 

10U-VJ13 . 

20 

12.0 

r>i 

2l».S 

1910-1930 . 

12 

20.7 

97 

A).(J 

1931.1933 . 

20 

18.3 

•is 

323 

13.3 

100.0 

UKiii-ia'is. 

:u 

157 

21.5 

100.(1 


pational health programs of small plants. The tliree 
leading types of services are (1) care of workmen s 
compensation cases, (2) preplacement examinations, 
and (3) return-to-work examinations. The table 
also indicates the locations where such services are 
performed. Most of them are rendered in the offices 
of the physicians, although the plant premises are 
used to a considerable extent. Other services men¬ 
tioned by physicians included the administration of 
influenza and poliomyelitis vaccine, executive health 
examinations, and teaching of first-aid courses. 
These were in addition to the rendition of first-aid 
and palliative treatment for cases of minor illness 
or injury while the employee was at work. 

Table 8 lists the types of services rendered by 
physicians in group practice. The three leading 
services are (1) preplacement examinations, (2) care 
of workmen’s compensation cases, and (3) return-to- 
work examinations. A greater percentage of these 
services are provided in the offices of the groups 
than in the offices of the physicians who practice 
alone. 


Table 6 .—Initiative Taken in Developing Small Plant 
Programs, and Number of Plants Served by Physicians 
Practicing Alone and Those in Group Practice 

Physicians Physicians in 
Group Practicing Alone Group Practice 

Management . 15,9 

Physicians and management .... So ;* 

Physicians... ■*" 

Employees .. 1 

Miscellaneous „ 

(e.g., insurance co’s.) . ® 
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The questionnaire requested physicians to indi¬ 
cate the average amount of time they devoted each 
week to the provision of occupational health serv¬ 
ices to small plants. Ninety-one of the physicians 
practicing alone and 26 of the group practices pro¬ 
vided specific, answers. The replies reveal a consid¬ 
erable variation in time spent. About 50 additional 


J.A.M.A., May 14, I 960 

replies indicated “great variation” and six indicated 
seasonal variation m the number of hours devoted 

Ssr I,b,e9 “"“” !iirau «"i 

Of the 138 physicians practicing alone to provide 
occupational health services, 35 were on a regular 
basis (l. e., with definitely assigned hours), 78 were 
on an on-call basis, and 23 considered themselves 
as both regular and on-call. Two did not answer. 

Of the physicians practicing in the 62 groups, 
physicians in 18 groups were on a regular basis, 
physicians in 37 groups were on an on-call basis* 
and physicians in 5 groups were on both a regular 
and on-call basis. Two did not answer this question. 

Physicians were asked to indicate the number of 
nurses employed in small plant occupational health 
programs. Of 204 small plants served by physicians 
practicing alone, 138 had full-time nurses on duty, 
24 had part-time nurses, and 42 had no nurses. 
Of 74 plants served by physicians in group practice, 
48 had full-time nurses, 5 had part-time nurses, and 
21 employed no nurses. 


Table 7 .—Types of Small Plant Occupational Health Services 
Provided by Physicians Practicing Alone, and Locations 
Where Services are Rendered 


Service 1 , Type 

Prcpiuceineat examination . 

Periodic examination . 

Hazardous employment 

examination... 

Return-to-work examination. 

Cure of workmen’s, 

compensation cases . 

Health education and counseling .. 


Individual 

Physicians Location of 
Providing Service Rendered 

Services , — - A -, 

(out of 133) Office Plant Other 


117 

SS 

55 


00 

58 

50 

•• 

CO 

33 

38 

„ 

10s 

71 

52 


ns 

107 

57 

21* 

58 

18 

1(1 



* Hospital. 


Physicians were also asked to submit additional 
information on various experiences with these pro¬ 
grams, reactions of employees, managements and 
unions, relationships with other physicians in the 
community, problems encountered in the develop¬ 
ment of the programs, and any other information 
which they considered would be helpful to the 
Committee. Many such comments were received, 
and from them certain broad generalizations can 
be drawn. 

On the whole, physicians practicing alone or in 
groups are satisfied with the occupational health 
programs they serve and with the relationships 
they have established through these programs. The 
reactions of employees, managements, and unions 
have generally been favorable; where problems 
were originally encountered, they have gradua y 
been overcome or are being resolved as t le pro 
grams become better established. A sma n j un . 
of replies listed various problem areas, including 
the need to gain recognition of the value of occupa¬ 
tional health services by management andan 
ployees and the need to encourage the expansi 
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of occupational health programs to include more 
services. A few physicians noted the tendency on 
the part of employees to request treatment for 
nonoccupational conditions, which is outside the 
scope of occupational health programs. Some com¬ 
mented on the unwillingness of some managements 
adequately to compensate the physician for services 
to these programs. With a few exceptions, relation¬ 
ships between physicians in the community and 
those serving small plant programs were described 
as “satisfactory” or “excellent.” 

The form in which some of the data were sub¬ 
mitted, or their receipt after the analysis was pre¬ 
pared, prevented the analysis of an additional 50 
replies. A few of them did, however, contain de¬ 
tailed reports of program operations and descrip¬ 
tions of the sendees provided. One described a 
“Small Plant Medical Service” in a New England 
state in which one physician provides occupational 
health services to seven small plants. This program 
is unique in that the physician devotes his entire 
practice to the provision of occupational health 
services. He spends from four to eight hours a week 
at each plant. 

Another detailed reply described the operation 
of an “Employees’ Health Sendee” in a southern 
state, under which some 18 to 20 thousand state 
government employees, in small groups, are pro¬ 
vided multiphasic screening examinations, first aid, 
and health counseling. 

Summary and Conclusions 

The results of the survey confirm the Commit¬ 
tee’s belief that the physician in private practice, 
whether practicing alone or in a group, when given 
the opportunity can provide to employees in small 
plants the medical services outlined in the state- 


Table 8.—Types of Small Plant Occupational Health Services 
Provided by Physicians in Group Practice, and 
Locations Where Services are Rendered 


Physicians 
In Group 
Practice 
Providing 


Location of 
Service Rendered 


Service, Type 

(out of G2) 

Office Plant Other 

Preplacement examination. 

02 

59 

11 

Periodic examination. 

49 

37 

10 

Hazardous employment 
examination. 

32 

27 

7 

Retum-to-work examination. 

53 

45 

10 

Care of workmen's 
compensation cases . 

58 

53 

S 9* 

Health education and counseling . 

24 

13 

12 

* Hospital. 

ment on “Scope, Objectives and Functions 

of Occu- 


pational Health Programs” adopted by the House 
of Delegates in June, 1957. The principles outlined 
in this policy statement can help guide physicians 
serving small plant occupational health programs. 
Although most physicians are, in one way or 


another, concerned with various aspects of occupa¬ 
tional health programs in caring for employees as 
patients, it is apparent that relatively few concern 
themselves with the total program of occupational 
health and with tire attendant responsibilities and 
opportunities. 


Table 9.— Average Amount of Time Spent Per Week by 
Physicians Providing Occupational Health Services 
to Small Plant Programs 


Number of Hours to 
Small Plant Programs 

<1 . 

1-2 . 

3 . 

4 . 


0 ... 

7-S.. 

thlO 

14.. 

15.. 

20 .. 


10 . 


Physicians Physicians in 

Practicing Alone Group Practice 

21 4 

9 1 

14 2 

11 G 

3 


9 

1 


G 

1 


1 

2 1 


The physician in private practice, if he is made 
aware of the special occupational health problems 
of small plants or if he is interested in enlarging 
the scope of his practice, will find that he can 
supervise and administer a small plant occupational 
health program, for office employees or assembly¬ 
line workers. Basically, the physician should pos¬ 
sess a knowledge of the working environment, 
equipment and processes and their physical and 
mental demands, and the physical and mental 
abilities of the prospective employee or the person 
who is already on the job. He should know, or seek 
advice on, how certain environmental factors (in¬ 
cluding illumination, noise, temperature, humidity, 
dust, chemicals and other agents) affect the per¬ 
formance and general well-being of the individual 
person. He should be aware of various personnel 
policies and" the role of supervision as they affect 
the person’s relation to, and performance on, the 
job. He should know the available community 
resources from which information can be readily 
secured. He should be prepared to conduct various 
types of examinations, such as preplacement, peri¬ 
odic, retum-to-vvork, hazardous employment, and 
preretirement. He should, moreover, be available 
for whatever health counseling, advice, and guid¬ 
ance employees require or which he considers 
necessary in a health maintenance program. 

Various arrangements and facilities can be uti¬ 
lized by physicians in private practice for serving 
small plant occupational health programs. For some 
small plants it may be necessary to advise manage¬ 
ment to set up a small dispensary' in which various 
types of examinations can be performed and first 
aid rendered. For other small plants the physician s 
office can be the center for the supervision and 
rendition of occupational health services. A part- 
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nmceL-f-f' tinW r mc ' " 1,eratin 8 ,,ndCT standard 
* . , ’ . ma y bc necessary, depending on the 

1 h .p U,ar circumstances and requirements of the 
specific plant The physicians office mav be so 

e^ic e UC T tU the - Snial! Phnt 0r “^ee that the 

ne.i ,d S if r nursc may lK> 1C( l uired for shorter 
pcuods of time or not at all. 

Many agencies and mud. reference material are 
available to the physician to assist and to guide him 
m supervising or initiating an occupational health 
program. Agencies include medical society com¬ 
mittees on industrial health and occupational health 
divisions of official public health departments. Nu¬ 
merous periodicals and textbooks are devoted ex¬ 
clusively to various aspects of occupational health 
programs. Publications and advice can be obtained 
from several agencies, including particularly the 
Council on Occupational Health of the American 
Medical Association. 

This survey indicates that physicians in private 
pi act ice can assist materially in "fulfilling the occu¬ 
pational health needs of small plants. It reveals 
several types of arrangements presently used by 
physicians in private practice for serving small 
plant occupational health programs. These arrange¬ 
ments would prove helpful to other physicians in 
private practice interested in serving such pro¬ 
grams. It is hoped that this survey will stimulate 
interest in occupational health programs on the part 
of physicians in private practice, to the end that 
many more will include this type of work in their 
medical practice. 
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NATIONAL CIVIL DEFENSE CONFERENCE 

The Eighth Annual National Medical Civil De¬ 
fense Conference will be held at the Americana 
Hotel in Miami Beach on Saturday, June 11, im¬ 
mediately prior to the opening of the annual meet¬ 
ing of the American Medical Association. The 
program, sponsored by the A. M. A, Council on 
National Security and presented by the Medical 
Department of the United States Navy, will deal 
with some of the basic and perhaps the most con¬ 
troversial areas of civil defense and survival. 

The morning session will be addressed by Dr. E. 
Vincent Askey, Los Angeles, who will assume office 
as president of the A. M. A. on Tuesday, June 14. 
Rear Adm. B. W. Hogan, M.C., surgeon general of 
the Navy, will open the program. 

Clinical aspects of radiation exposure, human 
responses to confined environments, and casualty 
cave in disasters are the three general topics to be 


discussed. The first topic will include an explo¬ 
ration of the problem of radiation injury and the 
current status of medical management, with em¬ 
phasis on diagnosis, nursing care, and treatment. 
Current research in the total problem of mass 
radiation casualties will be discussed during the 
morning session. 

This discussion will be followed by a study of the 
second topic, the first scientific report of group re¬ 
action to isolation and confinement. The report 
comes as a result of the study of environmental con¬ 
ditions sustained by 97 persons undergoing two 
weeks of underground confinement. 

The afternoon session will be devoted to discus¬ 
sion of the third topic and will stress the importance 
of community preparedness as the basis for national 
survival. A film review of recent disasters, with a 
running commentary on tire special medical pro 
lems of these situations, will be presented. 
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Medical units of the Second Marine Division will 
erect the components of a 60-bed field hospital 
adjacent to the hotel and demonstrate techniques 
and ideas for setting up and operating a mobile 
hospital for the care of mass casualties. 

A number of exhibits will support the theme of 
tlie conference. Special exhibits will be devoted to 
bone marrow procedures, blood storage, training 
techniques, publications, visual aids, and training 
facilities. 

Information pertaining to registration for the con¬ 
ference may be obtained from the Council on Na¬ 
tional Security, American Medical Association, 535 
N. Dearborn St., Chicago 10. 

8:00- 9:00 Registration 

9:00- 9:05 Call to Order and Introductory' Remarks 

H abold C. Lueth, M.D., Chairman, Coun¬ 
cil on National Security', A. M. A. 

9:05- 9:15 Welcome Address on Behalf of A. M. A. 

E. Vincent As key, M.D., President-Elect, 
A. M. A. 

9:15- 9:30 Introductory Remarks 

Rear Aclm. Bartholomew W. Hogan, 
M. C., U. S. N., Surgeon General, De¬ 
partment of die Navy, Washington, D. C. 

SESSION 1—CLINICAL ASPECTS OF RADIATION 
EXPOSURE: Application of Progress in Research to Patient 
Care, 

9:30- 9:55 Clinical Management of Patients Exposed to 
Radiation in Disaster 

Capt. E. R. King, M. C., U. S. N., Chief, 
Department of Radiology, United States 
Naval Hospital, National Naval Medical 
Center, Bethesda, Md. 

9:55-10:10 Nursing Care of the Radiation Patient 

Lieut. Commander Lenore Simon, N. C., 
U. S. N., Head, Nuclear Nursing Divi¬ 
sion, Department of Nuclear Medicine, 
United States Naval Medical School, Na¬ 
tional Naval Medical Center, Bethesda, 
Md. 

10:10-10:35 Procurement, Processing, and Storage of Bone 
Marrow: Implications for Civil Defense 
Capt. George W. Hyatt, M. C., U. S. N., 
Director, Tissue Bank Department, Unit¬ 
ed States Naval Medical School, National 
Naval Medical Center, Bethesda, Md. 

10:35-11:00 Current Status of Bone Marrow Transplanta¬ 
tion: Disaster Aspects 

Commander William McFarland, M. C., 
U. S. N., Chief of Clinical Hematology, 
National Naval Medical Center, Bethes¬ 
da, Md. 

11:00-11:30 Break 

SESSION 2-HUMAN RESPONSES TO CONFINED 
ENVIRONMENTS: Contributions to our Knowledge of 
Shelters. 


11:30-11:50 Medical Aspects of Shelter Survival 

Capt. Harry S. Etter, M. C., U. S. N., 
Radiological Medical Director, United 
States Naval Radiological Defense Lab¬ 
oratory, San Francisco. 

11:50-12:05 Life in Confined Environments 

Capt. Gerald J. Duffner, M. C., U. S. N., 
Director, Submarine Medicine Division, 
Bureau of Medicine and Surgery, Wash¬ 
ington, D. C. 

12:05-12:20 Group Behaviour in Isolation: Antarctica 

Lieut. Commander John E. Rasmussen, 
M. S. C., U. S. N., Coordinator, Neuro¬ 
psychiatric Research, Bureau of Medicine 
and Surgery, Washington, D. C. 

12:20- 2:00 Luncheon 

SESSION 3-CASUALTY CARE IN DISASTERS: Out of 
its Experiences with Disasters Around the World and in 
Support of the United States Marine Corps in Amphibious 
Warfare, the United States Naval Medical Department has 
Evolved Techniques which are Applicable to Civil Defense 
Employment. 

2:00- 2:40 Disaster: The Past is Prologue 

Capt. Clifford P. Phoebus, M. C., U. S. N., 
Director, Astronautical Division, Bureau 
of Medicine and Surgery, Washington, 
D. C. 

2:40- 3:00 Techniques of Teaching First Aid and Self 
Aid for Disasters 

Capt. Malcolm W. Arnold, M. C., U. S. N., 
Director, Professional Division, Bureau of 
Medicine and Surgery, Washington, D. C. 

3:00- 4:15 Local Survival: The Basis for National Survival 
Medical units of the United States Marine 
Corps will demonstrate equipment and 
techniques applicable to disasters. 

COUNCIL ON NATIONAL SECURITY 

The name of the Council on National Defense 
has been changed to Council on National Security, 
and the new Chairman is Harold C. Lueth, M.D., 
of Evanston, Ill. Dr. Richard L. Meiling of Colum¬ 
bus, Ohio, is Vice-chairman. The new Chairman of 
the Council’s Committee on Disaster Medical Care 
is Dr. Carroll P. Hungate, Kansas City', Mo., and 
the new Chairman of the Council's Committee on 
Military Medical Affairs is Dr. Reuben A. Benson, 
of Bremerton, Wash. The following physicians are 
members of the Committee on Disaster Medical 
Care: Carroll P. Hungate, Chairman; Wayne P. 
Chesbro, Berkeley, Calif.; James E. Fitzgerald, 
Washington, D. C.; Francis C. Jackson, Pittsburgh; 
Charles L. Leedham, Cleveland; Max L. Lichter, 
Melvindale, Mich.; Harold C. Lueth, Evanston, Ill.; - 
Frank F. Schade, Los Angeles; Charles W. Steele, 
Lewiston, Maine; and Charles N. Wyatt, Green¬ 
ville, S. C. 
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CONNECTICUT 

Sesquicentennial for Yale.-The Yale University 
School of Medicine, New Haven, will celebrate 
next year the I50th anniversary of its founding with 
several special events, Dr. Vernon W. Lippard, 
dean of the school, announced. The anniversary 
year will open next fall and extend until June, 1961. 
The first major program in the celebration will 
come Oct. 2S-29 with the regular University 
Alumni Board Convocation devoted to a review of 
medical developments, past and present. It was in 
October, 1S10, that the Connecticut General As¬ 
sembly granted a charter to Yale College for the 
establishment of the medical school, making it the 
sixth oldest medical institution in the country. 
Other events being planned for next year include 
a. scientific meeting, exhibitions (including one on 
medical art in the Yale Art Gallery), special lec¬ 
tures, and the publication of a history of the 
medical school. 


ILLINOIS 

Institute on Medical Teaching.—The Summer Insti¬ 
tute on Medical Teaching conducted in I95S and 
1959 at the University of Buffalo will this year be 
held under the auspices of the Association of Amer¬ 
ican Medical Colleges at the Hotel Moraine in 
Highland Park, a north shore suburb of Chicago. 
The conference, June 19-26, will provide an oppor¬ 
tunity for medical instructors and specially qualified 
personnel from education to join in an examination 
of teaching and learning in medical schools. In¬ 
cluded in the presentations, demonstrations, and 
discussions will be such topics as the nature of 
learning; the nature of medical students and facul¬ 
ties; the use of lecture and laboratory, ward exer¬ 
cise, and clinical conference, as well as less familiar 
methods of instruction; the use of tests and other 
appraisal devices for measuring student perform¬ 
ance in a medical school. Attendance at this meet¬ 
ing must be limited. Further inquiry regarding 
participation should be directed to Dr. Ward Dai¬ 
ley, Association of American Medical Colleges, 
2530 Ridge Ave., Evanston, Ill. 


INDIANA 

Pathology Seminar in Indianapolis.-The Indiana 
Association of Pathologists is presenting its 12th 
annual seminar in co-sponsorship with the U. b. 


Phvsicinns are invited to send to this department items of news of 
it least three weeks before the date of mcetint,. 


Veterans Administration Hospital. “Diseases of the 
Alimentary Tract” will be presented by Dr. Elson 
B Helwig, Armed Forces Institute of Pathology 
Washington, D. C., May 22, 10 a. m., at the Veter¬ 
ans Administration Hospital Auditorium, 1481 West 
10th Street, Indianapolis. Slide sets and protocols 
are available for physicians who are not members 
of the association who wish to attend. The avail¬ 
able sets will be issued in the order of receipt of 
applications. A check for $10 should be sent, to¬ 
gether with the request for the set, to Dr. Lester 
II. Hoyt, Secretary, Indiana Association of Pathol¬ 
ogists, Methodist Hospital, Indianapolis 7. Mem¬ 
bers of the medical profession are cordially in¬ 
vited, whether or not they obtain study sets. 


MASSACHUSETTS 

State Meeting in Boston.—The 179th annual meet¬ 
ing of the Massachusetts Medical Society will be 
held May 17-19 at the Statler Hilton Hotel, Boston, 
under the presidency of Dr. Lawrence B. Dame, 
Greenfield. The following papers will be presented 
by out-of-state speakers: 

Recent Advances in Aero Space Medicine, Col. John P. S tapp, 
M.C., U.S.A.F., Dayton, Ohio. 

A Method of Clinical Orientation to Alcohol Addition, Dr. R. 

Gordon Bell, Willowdale, Ont., Canada. 

A Dermatologic Clinic, Dr. Walter B. Shelley, Philadelphia. 
Curative and Palliative Therapy for Recurrent Cancer of 
the Cervix, Dr. William W. Daniel, New York City. 
Biochemical Basis for Cancer Chemotherapy, Robert W. 
Brockman, Ph.D., Birmingham, Ala. 

The Annual Discourse, “The Role of Diagnostic 
Roentgenology in the Practice of Medicine,” will 
be given by Dr. Max Ritvo, Boston, the afternoon 
of May 17, followed by a panel discussion, “Secur¬ 
ing Convelescence—Whose Responsibility, the Gen¬ 
eral Practitioner’s or tile Specialists’?” Dr. Maxwell 
Finland, Boston, will give the Shattuck Lecture, 
titled “Treatment of Pneumonia and Other Serious 
Infections” the morning of May 18. A program of 
color television presentations and scientific and 
commercial exhibits are planned. The Honoiable 
Walter LI. Judd, M.D., Minneapolis, member of 
the congressional committee on foreign affairs, will 
be guest speaker at the banquet May 18, 7 p. m. 
For information, write Dr. Robert W. Buck, 22 The 
Fenway, Boston, Secretary. 


eminar on Allergic Disorders.-The second Inter- 
ational Seminar on the Treatment of » ia f “ 
dleraic Disorders with Emulsified Extracts iviii 
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be held at 75 Bay State Road, Boston, during the 
weekend of May 28 and 29. Members of the 
American College of Allergists and the American 
Academy of Allergy are invited to participate. 
There will be no registration fee. Because of limi¬ 
tations of space, no more than 100 physicians can 
be accommodated. All participants of the first semi¬ 
nar and the present conjoint study are cordially 
invited to return and to take an active part in 
discussing their clinical and laboratory experi¬ 
ences. The Saturday morning sessions will be held 
from 9 to 10:30 a. m., and from 11 a. m. to 12:30 
p. m. The Saturday afternoon session will begin at 
2 p. m. and continue until 3:30 p. m., to resume 
at 4 and last until 6 p. m. There will again be two 
sessions on Sunday morning and a cocktail party 
beginning at 3 p. m. on Sunday afternoon and eve¬ 
ning. For information, write Dr. Etban Allan 
Brown, 75 Bay State Road, Boston 15. 

MICHIGAN 

Monitor Hearts of Anesthetized Patients.—Every 
patient given an anesthetic at Grace Hospital, 
Detroit, has his heart monitored continuously. Fifty 
heart monitors supplied to the hospital emit “beep¬ 
ing” signals translating the electric-wave activity 
of a patient’s heart. The new devices weigh only 
6 oz. each and are less than 5 in. long. Grace Hos¬ 
pital heretofore monitored the heart actions of 
certain anesthetized patients with larger, bulkier 
equipment. 

Personal.—Dr. Wilson P. Richards, Eloise, was 
appointed group medical director for seven Chrys¬ 
ler Corporation plants March 19. In his new posi¬ 
tion Dr. Richards will be responsible for directing 
activities of medical departments and facilities at 
the Center Line, Detroit Tank, Highland Park, 
Marysville, and Michigan Missile plants in the 
Detroit area, at the Chrysler Airtemp plant in Day- 
ton, Ohio, and at the Missile Division facilities in 
Huntsville, Ala.-Parke, Davis & Company an¬ 

nounced the appointment of Dr. John E. Gajewski, 
Detroit, as assistant director of medical correspond¬ 
ence and assistant editor of Therapeutic Notes, the 
firm’s medical journal. 

NEBRASKA 

Annual Lecture Given.—Dr. Joseph K. Perloff, di¬ 
rector of the Diagnostic Laboratories, Division of 
Cardiology at Georgetown University Medical Cen¬ 
ter in Washington, D. C., delivered the annual 
Phi Rho Sigma Memorial Lecture April 22 at the 
Creighton University Student Center, Omaha. The 
lecture honored the late Dr. Adolph Sachs, Omaha 
physician. Sponsored by tire Creighton University 
chapter of Phi Rho Sigma Medical Fraternity, tire 
lecture was titled “The Physiologic Basis of Heart 
Sounds and Murmurs.” 


NEW JERSEY 

Biochemist Receives Award.—Milton Gross, Ph.D., 
director, department of biochemistry, Margaret 
Hague Maternity Center, Jersey City, received 
the E. R. Squibb & Sons Prize Paper Award of the 
American Society for the Study of Sterility. The 
award winning paper, titled “Cyclic Changes in 
the Biochemistry of the Female Reproductive 
Tract,” was originally presented at the annual meet¬ 
ing of the Pacific Coast Fertility Society last No¬ 
vember and, following a ballot, was judged by the 
members to be the “best research presentation” at 
the meeting. The award was made at the 1960 
annual meeting of the American Society for the 
Study of Sterility held recently in Cincinnati. 

Meeting of Eye and Ear Specialists.—The New 
Jersey Academy of Ophthalmology and Otolaryn¬ 
gology in co-sponsorship with die Pennsylvania 
Academy of Ophthalmology and Otolaryngology 
will hold a meeting May 19-21 at the Hotel Trav- 
more, Atlantic City, N. J. The program includes 
the following symposiums: 

Medicine and the Public. 

Surgery of the Larynx. 

Clinical Methods of Examination. 

Therapeutic Considerations in Diseases of the Larynx and 
Lower Airway. 

Current Ocular Therapy. 

The guest of honor. Dr. William L. Benedict, 
Rochester, Minn., will present an address May 20. 
Medical motion pictures and instructional courses, 
are planned. Entertainment includes a golf tourna¬ 
ment May 19. For information, write Mr. Randall 
Norris, 367 New Bridge- Rd., Bergenfield, N. J., 
Executive Secretary. 

NEW YORK 

Booklet and Films on Hospitalization of Children. 
—'The Parents’ Committee of the Children’s Ward, 
Inc., of the Tompkins County Hospital, Ithaca, 
annoimced the publication of a booklet, “I Went 
to the Hospital,” and a film, “A New World for 
Peter,” prepared by the organization. The booklet 
serves to acquaint the preschool child with the 
hospital experience by presenting the story’ in 
“simple but attractive picture form.” The film shows 
children of all ages and their parents what a child’s 
hospitalization is like. Parents’ Committee is a vol¬ 
unteer organization whose primary' purpose is to 
assist the hospital in raising and maintaining the 
standards of its children’s ward. For information 
on the film and booklet, write Mrs. W. R. Sears, 
Member of Film Committee, Tompkins County 
Memorial Hospital, Ithaca, N. Y. 

New York City 

Annual Lecture Given.—The annual Adam M. Mil¬ 
ler Memorial Lecture at the State University of 
New York Downstate Medical Center was delivered 
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on April 25 by Dr. Saul JR. Korey, professor of 
medicine, Albert Einstein College of Medicine The 
title of Dr. Korey s talk was “The Glial Cells and 
Myelinogenesis.” The Adam M. Miller Memorial 
Lecture, established in 1906 by the Theta Chapter 
of the Phi Lambda Kappa Fraternity in honor of the 
late Adam M. Miller, professor of anatomy, 1914- 
1935, and dean of the College of Medicine, 1921- 
1935, is sponsored by the college. 

Conference on Language Disorders in Children— 

I he second conference on Experimental Classes for 
Children with Language Disorders (Aphasic Chil¬ 
dren) will be held at Junior High School 47, 225 
E. 23rd St., Friday, May 27, 4 p. m. Hehner R. 
Myklebust, professor of language pathology and 
psychology, and director. Institute for Language 
Disorders, the School of Speech, Northwestern Uni¬ 
versity, Evanston, Ill., will present “Language 
Disorders in Children—Diagnosis and Training.” 
Chairman of the conference is Dr. William C. 
Barger, school psychiatrist, Bureau of Child 
Guidance, Board of Education. General discussion 
will be sponsored by Parents of Aphasic Children. 


J.A.M.A., May 14, 


OHIO 

Annual State Meeting in Clevelaiid.-On May 18- w 

Qfin° hl ° S i ate Medical Ass °ciation will hold fe 
19 60 annual meeting, with scientific sessions and 
exhibits to be held at the Cleveland Public Audi- 
torium, Cleveland. Thirty-seven out-of-state guest 
speakers are included in the scientific program 
which includes the following panel discussions: 
Precaneerous Lesions and Their Treatment 
Cancer Chemotherapy: The Useful Drugs'Available and the 
Indications for -Their Use. 

Hope for the Cancer Patient with Metastasis. 

The Management of Tumors in Childhood. 

Coronary Artery Disease—Problems in Management. 

The Allen Gerlinger Memorial Lecture, “The Cur¬ 
rent Status of Thrombolytic -Therapy: Its Problems 
and Future, will be given by Dr. Sol Sherry, St. 
Louis, the afternoon of May 17. Specialty group 
meetings and scientific and technical exhibits are 
planned. The president’s ball will be held the eve¬ 
ning of May IS. For information, write Mr. C. S. 
Nelson, 79 E. State St., Columbus 15, Ohio, Execu¬ 
tive Secretary. 

PENNSYLVANIA 


Fellowships in Medical Neoplasia.—The Memorial 
Center for Cancer and Allied Diseases, a training 
center affiliated with Cornell University Medical 
College, offers special fellowships for study to a 
limited number of graduate physicians for the fol¬ 
lowing purposes: (1) to offer the physicians trained 
in internal medicine the opportunities available at 
the center to study the natural history, diagnosis, 
complications, pathogenesis and pathologic physi¬ 
ology, pathology, and treatment of cancer, with 
particular emphasis on the leukemias, lymphomas, 
and allied diseases; and (2) to undertake an active 
supervised clinical investigation of interest to the 
service and the fellow in the field of medical neo¬ 


plasia (nonsurgical cancer and palliative therapy of 
patients with malignant tumors). The fellow will 
undertake the clinical or clinical and laboratory 
study of an approved or assigned problem under 
reasonable guidance and supervision. The study is 
to be carried out at Memorial Center and under 
the aegis of the Lymphoma Service of the Depart¬ 
ment of Medicine. Candidates must be graduates 
of’ recognized A. M. A. approved medical schools, 
and must have completed or be in process of com¬ 
pleting two years of postgraduate training in 
internal medicine in addition to one year of intern¬ 
ship. The salary stipend is $6,000 per year without 
maintenance. The fellowship appointment is for one 
year, normally beginning July 1, renewable for one 
or two years. Applicants should apply in writing to 
Dr. Henry D. Diamond, Chief, Lymphoma Service, 
Department of Medicine, Memorial Center for 
Cancer and Allied Diseases, 444 E. 68th St., New 
York 21. 


Dr. Dixon to Go to California.—Dr. Frank J. Dixon 
Jr., chairman, department of pathology, University 
of Pittsburgh School of Medicine, will become the 
first director of the new department of experimental 
pathology, Scripps Clinic and Research Foundation, 
La Jolla, Calif., July 1, 1961. Also moving to the 
Scripps from the department of pathology at Pitts¬ 
burgh are Dr. Joseph D. Feldman, professor of 
pathology; Dr. Jacinto J. Vazquez, associate pro¬ 
fessor of pathology; Dr. Gordon B. Pierce, assistant 
professor of pathology; William 0. Weigle, Ph.D., 
assistant professor of immunochemistry in path¬ 
ology; and Dr. Charles G. Cochrane, Sarah Mellon 
Scaife Research Fellow in Pathology and on leave 
of absence at the Pasteur Institute, Paris. Dr. Dixon, 
his associates, and their staff will be the first occu¬ 
pants of the new Medical Research Institute of the 
Scripps Clinic and Research Foundation, which 
will be completed by July 1,1961. 


hiladelphia 

iospital News.—Lankenau Hospital announced the 
pening of a department of behavioral sciences 
ithin the Division of Research as a further step in 
s development of a comprehensive research pro¬ 
ram. Prof. Selden D. Bacon, New Haven, director 
f Yale University’s Center of Alcohol Studies, will 
jrve as head of the new department. During its 
rst year, alcoholism will be the primary researc i 
jrget of die new department.—April 25 marke 
he official opening of the new $1,150,000 Studen 
Ruses’ and Interns’ Residence of 
Iospital located on the southeast corner of 
md Spruce Streets. The four-story brick stru 
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air-conditioned throughout, has accommodations 
for 156 in two separate units for student nurses and 
interns. 

University News.—Several faculty members of the 
Temple University School of Medicine recently 
were appointed to major local and national offices. 
They include Dr. Lowrain E. McCrae, president¬ 
elect, American Urological Association; Dr. Richard 
A. Kern, president. Association of Military Sur¬ 
geons of the United States; Dr. W. Emory Burnett, 
president, Philadelphia Academy of Surgery; Dr. 
Harry E. Bacon, president-elect, U. S. Section, 
International College of Surgeons; Dr. George 

I. Blumstein, president-elect, American Academy of 
Allerg\'.—Three faculty members of the Temple 
University School of Medicine were appointed ad¬ 
visors to the Professional Section of the Medical 
Defense Council for the State of Pennsylvania. 
They are Dr. Kyril B. Conger, head, department of 
urology; Dr. Chris J. D. Zarafonetis, professor of 
clinical and research medicine; and Dr. Frederick 

J. Murtagh Jr., associate professor of neurosurgery. 

SOUTH CAROLINA 

State Session in Myrtle Beach.—The South Carolina 
Medical Association will hold its annual scientific 
session May 18-19 in Myrtle Beach. Dr. William 
Weston Jr., Charleston, will present the presiden¬ 
tial address the afternoon of May 18. A symposium 
on glaucoma and the following panel discussions 
are planned: Cardiovascular Diseases, Perinatal 
Problems, and Hormone and Chemotherapy of 
Cancer. The following papers will be presented by 
out-of-state speakers: 

Aortic Valvular Disease, Dr. William H. Muller, Charlottes¬ 
ville, Va. 

Pregnancy Following Operative Delivery, Dr. Robert A. Cos¬ 
grove, Jersey City, N. J. 

Obstetrician’s Responsibility in the Prevention of Neurologic 
Disease in Children, Dr. George W. Anderson, Providence, 
R. I. 

Early Management of the Severely Burned Patient, Dr. 

Edward Krcmentz, New Orleans. 

Tile Hands in the Diagnosis of Rheumatic Diseases, Dr. 

Howard L. Holley, Birmingham, Ala. 

Natural History of Arteriosclerosis Obliterans, Dr. Edgar V. 
Allen, Rochester, Minn. 

Basis Psychotherapy, Dr. Kenneth E. Appel, Philadelphia. 

Scientific and commercial exhibits are planned. For 
information, write Mr. M. L. Meadows, 309 W. 
Evans St., Florence, S. C., Executive Secretary. 

UTAH 

Surgical Meeting in Ogden.—The annual meeting 
of the Ogden Surgical Society will be held May 
1S-20 at the Orpheum Theatre, Ogden. A total of 
27 papers.are scheduled on the program, including 
"Artificial Mechanical Ventilation and Its Clinical 
Application” and “Selective Cardioangiography in 
Congenital and Acquired Heart Disease,” by Dr. 


Clarence Crafoord, Stockholm, Sweden. Partici¬ 
pants will include the following: Drs. Alton 
Ochsner Jr. and Alton Ochsner Sr., New Orleans; 
Edward PI. Hashinger, La Jolla, Calif.; Frank H. 
Gardner, Boston; Jonathan E. Rhoads, Phila¬ 
delphia; John P. Caffey, Leonard J. Goldwater, and 
Heinz F. Eiehenwald, New York City;. C. Paul 
flodgkinson, Detroit; William H. Beierwaltes, .Ann 
Arbor, Mich.; Joel W. Baker, Seattle; A. Edward 
Maumenee, Baltimore; William H. ReMine, Roch¬ 
ester, Minn.; and Irwin H. Kaiser, Salt Lake City. 
A panel discussion, “Diseases of the Thyroid,” is 
planned, and discussions on general surgery, inter¬ 
nal medicine, pediatrics, and obstetrics-gynecology 
are scheduled for the afternoon of May 20. For 
information, write Dr. O. E. Grua, 412 First Se¬ 
curity Bank Bldg., Ogden, Utah, Secretary. 

WEST VIRGINIA 

Dr. Zimmermann Named Surgery Head.—The ap¬ 
pointment of Dr. Bernard Zimmermann, of Minnea¬ 
polis, as head of the West Virginia University' 
Medical Center’s department of surgery' was an¬ 
nounced March 23 by President Elvis J. Stalir Jr. 
Dr. Zimmermann, professor in the department of 
surgery'. University' of Minnesota Medical School, 
where he has been a member of the staff since 1953, 
will join the West Virginia faculty full time not 
later than July 1. He is coordinator of training in 
cancer at Minnesota. He holds special appointments 
on the American College of Surgeons Committee on 
Pre- and Postoperative Care, the U. S. Public Health 
Service Cancer Chemotherapy Study Section, and 
the Interim Committee of the Organization of 
Cancer Coordinators. He is secretary-treasurer of 
the Minnesota Academy of Medicine. 

WISCONSIN 

Course on Air Pollution.—A short postgraduate 
course on the “The Effects of .Air Pollution on En¬ 
vironment and Health” will be given by the Univer¬ 
sity of Wisconsin Medical School May 19-20 at the 
Wisconsin Center. The course is aimed at the 
interests of physicians, public health personnel, and 
engineers. It will include discussion of the role of air 
content in industrial, rural, and home environments 
in the production of disease. Visiting speakers will 
include Mr. Ralph J. Van Derwerker, Chicago, 
regional program director, engineering services. 
Department of Health, Education, and Welfare; 
Leonard M. Schuman, professor epidemiology. 
University of Minnesota College of Medical 
Sciences; Francis O'Grady, Veterans Administra¬ 
tion Hospital, Baltimore; Thomas R. Mazzocco, air 
pollution medical research, Department of Health, 
Education, and Welfare, Washington, D. C.; L. Otis 
Emik, chief, laboratory investigations section, air 
pollution medical program. Department of Health, 
Education and Welfare, Washington, D. C.; and 
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John J. 1 hair professor of preventive medicine and 
mdusti-ial health, University of Cincinnati College 
of Medicine. Registration can be made through Dr. 

, G. Parkin, coordinator of graduate medical 
education, University of Wisconsin Medical School, 
416 N. Randall Ave., Madison 6, Wis. 


J.A.M.A., May y ( 


four registered nurses and will worlc with the sa™ 
understanding as applies to MEDICO teams else- 
where, that they are there to help the local staff 
acquire the knowledge and practice to carry on 
medical treatment effectively long after the Amen- 
cans leave. 


GENERAL 

Regional Meeting of Eye and Ear Specialists.—A 
regional scientific meeting of ophthalmologists and 
otolaryngologists from six states will be held at the 
Hotel Traymore, Atlantic City, N. J., May 19-21. 
1 hvsiciaus from Pennsylvania, New Jersey, Mary¬ 
land, Delaware, Virginia, and West Virginia will 
attend. Any others who wish to attend may secure 
information from Dr. James E. Landis, 232 N. 
Sixth St., Reading, Pa. The meeting is sponsored by 
the Pennsylvania Academy of Ophthalmology and 
Otolaryngology in conjunction with the New Jersey 
Academy of Ophthalmology and Otolaryngology. 

Plan Daily Medical Newspaper.—The American 
Research and Development Corporation announced 
its sponsorship of what is expected to be the first 
daily medical newspaper published in the United 
States. The new paper, the Medical Tribune, began 
publication in March as a 32-page edition published 
on Wednesday. Later in the year die paper will add 
a Friday edition and, according to current plans, 
sometime in 1961 will become a daily paper. For 
information, contact Medical Tribune, Inc., 624 
Madison Ave., New York City (Telephone 
PLaza 1-2S14). 

Endocrine Meeting in Miami Beach.—The 42nd 
annual meeting of The Endocrine Society will be 
held in Eden Roc Hotel, June 9-11. Sessions are 
planned under the following titles: Adrenal, 
Pituitary, Reproduction-Calcium Metabolism, Pit¬ 
uitary—Testes, Ovary—Thyroid, Diabetes and Re¬ 
lated Metabolism, and Clinical Sessions. At the 
annual dinner session the evening of June 10, 
Dwight J. Ingle, Ph.D., will present the president’s 
address following the presentation of awards. A 
total of 80 papers are listed on the program. For 
information, write Dr. Harry Ii. Turner, 1200 N. 
Walker, Oklahoma City, Executive Secretary. 


Plastic Surgeons Meeting in Milwaukee.-The an¬ 
nual meeting of the American Association of Plastic 
Surgeons will be held May 17-20.at the Milwaukee 
Inn, Milwaukee, under the presidency of Dr. Lyn¬ 
don A. Peer, East Orange, N. J. Forty-three presen¬ 
tations are scheduled on the program, including 
two motion pictures, “Evaluation and Treatment 
of the Congenitally Absent Thumb” and “Surgical 
Repair of Hypospadias,” and the following live 
clinics: Kidney Transplantation in Identical and 
Nonidentical Twins, Bilateral Pelvectomy for Para¬ 
plegia, and Amputation vs. Reconstruction in Se¬ 
vere Hand Injury. At the annual dinner May 19, 
8 p. m., the presentation of the Honorary Award 
Medal to Dr. Charles C. Guthrie will be followed 
by an address by the guest speaker, Mr. Rainsford 
Mowlem, F.R.C.S. A program of ladies’ activities 
is planned. For information, write Dr. Thomas D. 
Cronin, 6615 Travis St., Houston 25, Texas. 

Meeting of Medical Library Group.—The 59th an¬ 
nual meeting of the Medical Library Association, 
Inc., will be held May 15-20 in Kansas City, Mo., 
with headquarters at the Muehlebach Hotel. Sym¬ 
posiums are planned under the following titles: 
“Continuing Education for Medical Librarianship” 
and “The Society Library in Relation to the Com¬ 
munity, Reports on Recent Developments.” The 
following panel discussions are scheduled: 

The Supervisor and the Supervised. 

From the Clinic into Print to the Physician. 

Subject Control of Medical Literature. 

Planning a Better Medical School Library. 

Psychiatric Literature with a Footnote on Neurology. 

Group meetings and luncheons are arranged. Guest 
speaker at the annual banquet 7:30 p. m., May 19, 
will be Dr. J. Christian Bay, Librarian Emeritus, 
The John Crerar Library. Chicago. For informa¬ 
tion, write Miss Nettie A. Mehne, Upjohn Company 
Library, 301 Henrietta St., Kalamazoo, Mich., Sec¬ 
retary. 


Medical Unit in South Viet Nam.-Dr. Thomas A. 
Dooley will soon establish another of his MEDICO 
teams in South Viet Nam. Dr. Dooley recently 
returned to Saigon with the idea of bringing in a 
medical team of the private voluntary training 
organization. Before continuing to Laos, Dr. Dooley 
had a meeting with Viet Nam President Nego Dmh 
Diem who welcomed the proposal and who de¬ 
cided on the central Viet Nam city of Quang Ngar 
as the MEDICO team’s location. The team will be 
composed of one American doctor and three or 


ellowships for Medical Students.-The Lederle 
iboratories Division of the American CyanamK 
ompany announced that it is making available to 
edical schools throughout the United States an 
anada “Lederle Medical Student Fellowships tor 
)60. These fellowships, in amounts not exeee va D 
300 per year for any individual, are mtende 
ilieve in part the financial burden of stnden Is w J 
esire to devote their summer vacations to reseo 
X preclinical departs” Students *> a g 
3 r the research fellowships must be of good sen 
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1-astic standing” and must have die consent of the 
faculty member under whose supervision their re¬ 
search is to be conducted. The selection of students 
to receive such awards will be made by the dean 
of die medical school, or bv the regularly constituted 
committee of the faculty' charged with such selec¬ 
tions. By special permission of the dean or the fel¬ 
lowship committee of the school, the student may 
carry on such research in another medical school 
provided that satisfactory' arrangements are previ¬ 
ously made with the faculty' member of the school 
and the department in which the student is to carry' 
on his research. 

Plan Putting Diabetes Data on Tape.—A group of 
experts from throughout the country' is working to 
bring together, on magnetic tape, the u'orld’s wait¬ 
ings on diabetes and subjects related to the disease. 
Dr. Joseph L. Izzo, Rochester, N. Y., will serve as 
editor of the Diabetes Abstract, envisaged by the 
group as a regularly published journal containing 
abstracts of up-to-date information on diabetes 
from all over the w'orld. When all the data on 
diabetes is collected (expected to take a few' years) 
it will be abstracted and stored on magnetic tapes 
in a machine specifically designed for the under¬ 
taking by General Electric Company. A specialist 
will then be able to refer to the center for all the 
available information on a certain aspect of dia¬ 
betes. A committee has been established under a 
grant from the National Institutes of Health to do 
the job. The chairman is Dr. Arnold Lazarow', 
chairman, department of anatomy. University of 
Minnesota School of Medicine, Minneapolis. Where 
the center will be has not yet been decided. One 
roll of tape can contain 1,000 to 1,200 articles. With 
the new' machine, an entire tape can be screened 
for a particular subject in 21 minutes. Fifteen 
separate screenings can be made simultaneously. 

Establish Council for Science Writing.—The estab¬ 
lishment of a Council for the Advancement of 
Science Writing (CASW) w'as announced Feb. 21. 
Its purpose is “to stimulate an increase in the quan¬ 
tity and quality' of science new's that is carried in all 
media of mass communications—newspapers, tele¬ 
vision, radio, magazines, and books for the general 
public.” It plans to do this by fostering research and 
training in science journalism and by' sponsoring 
discussions and seminars on science writing through¬ 
out the country'. The council, a nonprofit corpora¬ 
tion registered in the state of New York, w'as 
launched through the efforts of the National Asso¬ 
ciation of Science Writers. Those elected to the 
CASW at its first meeting in New' York City in¬ 
cluded Mr. Pierre C. Fraley', president, National 
Association of Science Writers, and Dr. H. Jack 
Geiger, Pickville, Ky. The idea for an organization 
such as the Council for the Advancement of Science 


Writing came out of a conference held by the Na¬ 
tional Association of Science Writers in New York 
several years ago. Pending the opening of an office 
of its own, the CASW may' be reached through the 
Secretary, Prof. Hillier Krieghbaum, Department of 
Journalism, New' York University', New' York City. 

Organize International Workshop in Neurology.— 
The first meeting of the Workshop for Compara¬ 
tive Neurology and Neuropathology' w'as held Nov. 
28-29, 1959, at the Veterinary' Medical Faculty', 
University of Berne, Switzerland. The meeting W'as 
held under the chairmanship of Dr. L. von Bogaert, 
of the Institute Bunge, of Antwerp, president. 
World Federation of Neurology'. The group will 
concern itself with the-two disciplines, comparative 
neurology' and neuropathology', for the following 
purposes: to arrange conventions, participate in 
congresses, symposiums, and seminars, and promote 
research in neurology and neuropathology' for the 
benefit of clinical neurology. The secretariat of the 
organization plans to promote the exchange of 
technical reports, publications, and research mate¬ 
rial. The group will classify and index existing 
special collections, preserve them, and make them 
generally available. It will compile a list of those 
interested in comparative neuropathology and will 
encourage them to participate in the research of 
the workshop. All communications should be ad¬ 
dressed to the secretary, Prof. Dr. E. Frauchiger, 
Veterinary-Ambulatory Clinic, University' of Bern, 
Neubruckstrasse 10, Switzerland. 

Annual Meeting of Orthopedists.—The 73rd annual 
session of the American Orthopaedic Association 
will be held May 30-June 2 at die Homestead, Hot 
Springs, Va. Guest of Honor will be Dr. Henry L. 
Jaffe, New York City', who will present “Diagnostic 
Problems Raised by Myositis Ossificans and Certain 
Other Lesions” the morning of May 31. The follow- 
ing papers will include invited authors: 

Eosinophilic Granuloma ‘One of Three Sisters,’ Dr. Charles A. 

Rockwood Jr., Oklahoma City. 

Sarcoma in Paget’s Disease of Bone, Dr. Hugh C. Barry, 
Sydney, Australia. 

Prognosis in Fractures of the Acetabulum, Dr. J. Drennan 
Lowell, Boston. 

Complete Dislocation and Subluxation of the Acromioclavic¬ 
ular Joint: End Result in 70 Cases, Drs. Patrick J. Kelly, 
Rochester, Minn., Marco A. Lazcano, Mexico City, and 
Sanford A. Anzel, Shaw Air Force Base, S. C. 

Anterior Chamber Angle of tire Eye in Patients with Idio¬ 
pathic Scoliosis, Drs. Gunter K. Von Noorden, and Herman 
M. Burian, Iowa City. 

Surgical Instrumentation for Management of Scoliosis, Dr. 
Paul R. Harrington, Houston. 

Hip Pathology in the Patient with Cerebral Palsy, Dr. Richard 
A. Dodelin, Durham, N. C. 

Dr. John R. Moore, Philadelphia, will present the 
presidential address the morning of June 1, and at 
the annual banquet that evening Col. John P. Stapp, 
M. C., U. S. A. F., of the Aeromedical Space Lab- 
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oratory, Wright Patterson Air Force Base, Ohio, will 
be guest of honor. For information, write Dr. Lee 
R. Straub, 535 E. 70th St., New York 21, Secretary. 

Markle Scholarships.-Twenty-five medical seien- 
tists, faculty members of medical schools in the 
United States and Canada, were appointed Markle 
Scholars in Medical Science by the John and Marv 
R. Markle Foundation of New York. Each appoint¬ 
ment carries with it a $30,000 grant, paid to the 
medical school where the scholar will teach and do 
research at the rate of $6,000 a year and used to 
supplement the scholar’s support and to aid his 
research for the next five years. Tiie scholars whose 
appointments began in i960, their fields of interest, 
and the medical schools that will receive grants 
toward their support are: 

Dr. Con-Ailo Enrique Aponte, pathology, Jdi'erson Medical 
College of Philadelphia. 


J.A.M.A., May 14, 


foreign 

Audiology Congress in Bonn-The fifth confess ol 

Sent" SOct™ “ R ‘ ,Clef) ' n 0f Autiioio Sy will be held 
ept._8-Oct_.in Bonn, Germany, at the University 

Ear-N ose-and-Throat Clinic. The theme for the 
program w,1 be “Differential Diagnosis of Ami 
Disorders, for which three round-table discussions 
ai-e planned as follows: (1) Central and Cortical 
Deafness with Adults; (2) Physiology, Functional 
Pathology and the Clinical Significance of “Re¬ 
cruitment ; (3) Adaptation and Aural Fatigue, As¬ 
sociated Symptoms and Their Clinical Signifi¬ 
cance. The official languages of the congress will 
be German, English, French, and Spanish, and 
simultaneous translation and recording services 
will be available. For information, write the Con¬ 
gress Office, Universitiits-Hals-Nasen-Ohrenklinik, 
Bonn-Venusberg, Germany. 


Dr. J. Thomas August, internal medicine, Stanford University 
School of Medicine, Palo Alto, Calif. 

Dr. Dana C. Brooks, anatomy, Cornell University Medical 
College, New York. 


Dr. Lamar E. Crevasse, Jr., internal medicine, University 
of Florida College of Medicine, Gainesville. 

Dr. John Robert Evans, internal medicine, University of 
Toronto Faculty of Medicine, Toronto, Ont. 

Dr. James J. Ferguson Jr., internal medicine, University of 
Pennsylvania School of Medicine, Philadelphia. 

Dr. Robert A. Fishman, neurology, Columbia University 
College of Physicians and Surgeons, New York. 

Dr. John U. G. Gosling, obstetrics and gynecology, University 
of Michigan Medical School, Ann Arbor. 

Dr. Joseph A. Hinke, anatomy, University of British Columbia 
Faculty of Medicine, Vancouver. 

Dr. Charles LI. Hollenberg, internal medicine, McGill Uni¬ 
versity Faculty of Medicine, Montreal, Quo. 

Dr. William D. Hulfines, pathology, University of North 
Carolina School of Medicine, Chapel Hill. 

Dr. Frank L. Iber, internal medicine, Johns Hopkins Uni¬ 
versity School of Medicine, Baltimore. 

Dr. Stanley W. Jacob, surgery, University of Oregon Medical 
School, Portland. 

Dr. Richard C. Lillehei, surgery, University of Minnesota 
Medical School, Minneapolis. 

Dr. James F. Lind, surgery, University of Manitoba Faculty 
of Medicine, Winnipeg. 

Dr. John C. Loesch, psychiatry, University of Illinois College 
of Medicine, Chicago. 

Dr. Frank I. Marcus, internal medicine, Georgetown Univer¬ 
sity School of Medicine, Washington, D. C. 

David S. Maxwell, Ph.D., anatomy. University of California 
at Los Angeles School of Medicine. 

Dr. Richard L. Naeye, pathology, University of Vermont 
College of Medicine, Burlington. . ... 

Dr. Hubert C. Pirkle, pathology, University of Louisville 


(Ky.) School of Medicine. 

Dr. Frank R. Schmid, internal medicine, Northwestern Uni¬ 
versity Medical School, Chicago. . 

Dr. Seymour I. Schwartz, surgery, University of Rochester 
IN. Y.) School of Medicine and Dentistry. 

Dr. Daniel B. Stone, internal medicine, State University ot 

Iowa College of Medicine, Iowa City. 

Dr. Ralph J. Wedgwood, pediatrics, Western Reserve Uni¬ 
versity School of Medicine, Cleveland. .. . 

Dr. G. Rainey Williams, surgery, University of Oklahoma 
School of Medicine, Oklahoma City. 


Emphasis on Preventive Medicine in Western Ni¬ 
geria.—Western Nigeria plans to switch its health 
program from hospital construction to preventive 
medicine during the next five years. The chief aim 
of the new program, according to J. Ola Adigun, 
minister of health and social welfare, is to “reduce 
the incidence of disease and to cut down the need 
for treatment in medical institutions” Mr. Adigun 
pointed out that the preventive medical scheme is 
part of the Western Region’s Five Year Develop¬ 
ment Plan which entails a total expenditure of 
$462 million. In conjunction with its new health 
education program, Western Nigeria also plans to 
encourage the establishment of private medical in¬ 
stitutions. To do this it has allocated over $3 million 
to meet the capital costs of hospitals and medical 
centers that can be operated on a sound basis by 
private concerns or individuals. 


Socialization of Physicians Under Communism.— 
An article appearing in Frankfurter Allgemeine 
Zeitung and reprinted in the January Bayerisches 
Aerzteblatt reports that in November, 1959, a 
Bucharest court sentenced a physician in Fetesti 


five years of “corrective imprisonment” because 
was proved that he accepted fees from private 
itients. Shortly before, a Czechoslovakian physi- 
an in Prague was sentenced to pay a fine of ^three 
onths’ salary because of the same ‘offense. An- 
:her physician, who, “in spite of the explicit pro- 
bition of the Health Office, continued treating 
rivate patients,” was sentenced to IS months in 
,il. In October, 1959, Radio Moscow announced 
resolution by a group of Soviet physicians in 
.ostow: “There shall not be a private practice in 
ur life any longer; this reminder of. the past must 
isappear.” The Bayerisches Aerzteblatt stated tiia 
iie development of socialization of the hea 
-rvice has progressed farthest in Rumania an 
Czechoslovakia. In Hungary 50% of the phys.cn 
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were forced to give up their private practices. In 
Poland, however, the socialization is delayed be¬ 
cause of social and economic difficulties. It was 
reported that 3,300 physicians fled to West Ger- 
manv from East Germany from 1954 to August, 
1959. 

CORRECTION 

Local Injection Therapy for Rheumatic Diseases.— 
An error appeared in the contribution by Drs. 
Finder and Post entitled “Local Injection Therapy 
for Rheumatic Diseases,” in The Journal, April 30, 
page 2021. The first sentence after the side-head 
Choice of Drug, on page 2024, should read, “Equally 
competent reporters were in disagreement about 
the comparative duration of effect of hydrocorti¬ 
sone tertiary butvlacetate (TBA) and prednisolone 
TBA.” 

EXAMINATIONS 

AND 

LICENSURE 



EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 

GRADUATES, INC. 

Educational Council for Foreign Medical Graduates: Sta¬ 
tions around the world. Sept. 21, 1960. Exec. Director, 
Dr. Dean F. Smiley, 1710 Orrington Ave., Evanston, Ill. 

NATIONAL BOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiners: Part I, Various Cities, 
lune 21-22 and Sept. 7-8. Part II. Applications must be 
received at least six weeks before the date of the examina¬ 
tion. Exec. Sec., Dr. John P. Hubbard, 133 South 36th 
St., Philadelphia. 

BOARDS OF MEDICAL EXAMINERS 

Alabama: Examination. Montgomery, June 21-23. Sec., Dr. 
D. G. Gill, State Office Bldg., Montgomery. 

Alaska : 0 On application in Anchorage or Fairbanks. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Arkansas : 0 Examination and Reciprocity. Little Rock, June 
9-10 Sec., Dr. Joe Verser, Harrisburg. 

California: Written. San Francisco, June 20-23; Los An¬ 
geles, Aug. 22-25 and Sacramento, Oct. 17-20. Oral and 
Clinical. Los Angeles, San Francisco, June 19; Los An¬ 
geles, Aug. 21, and Los Angeles, Nov. 29. Oral for Reci¬ 
procity Applicants. San Francisco, June 18; Los Angeles, 
Aug. 20 and Nov. 19. Sec., Dr. Louis E. Jones, Room 
536, 1020 N Street, Sacramento. 

Canal Zone: On Application. Acting Sec., Dr. B. K. Levin, 
Health Bureau, Balboa Heights. 

Colorado: ° Examination. Denver, June 14-15. Sec., Dr. John 
B. Farley, 1612 Tremont Place, Denver 2. 

Connecticut: 0 Hartford, July 13-14. Sec., Dr. Stanley B. 
Weld, 160 St. Ronan St., New Haven. 

Delaware: Examination and Endorsement. Dover, June 12- 
14 and July 21. Sec., Dr. Joseph S. McDaniel, Profes¬ 
sional Bldg., Dover. 

District of Columbia : 0 Examination. Washington, June 
13-14. Deputy Director, Mr. Paul Foley, Department of 
Occupations and Professions, 1740 Massachusetts Ave., 
N.W., Washington 6. 


Florida : 0 Examination. Miami Beach, June 19-21. Sec., Dr. 

Homer L. Pearson, 901 N.W. 17th St., Miami 36. 
Georcla: Examination. Atlanta and Augusta, June 8-9. Reci¬ 
procity. Atlanta and Augusta, June 10. Sec., Mr. Cecil L. 
Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act Sec., Dr. F. L. Conklin, Agana. 
Idaho: Examination and Endorsement. Boise, July 11-13. 

Exec. Sec., Mr. Armand L. Bird, 358 Sonna Bldg., Boise. 
Indiana: Examination. Indianapolis, June 22-24. Reciprocity. 
Indianapolis, fourth Wednesday of each month. Ex. Sec., 
Miss Ruth V., Kirk, 538 K. of P. Bldg., Indianapolis. 
Illinois: Examination. Chicago, July 12-14. Reciprocity. 
Chicago, July 15. Supt. of Registration, Mr. Frederic B. 
Selcke, Capitol Bldg., Springfield. 

Kansas : 0 Examination. Kansas City, June 16-17. Endorse¬ 
ment. Kansas City, June 18. Sec., Dr. F. J. Nash, New 
Brotherhood Bldg., Kansas City. 

Kentucky: Examination. Louisville, June 6-7. Sec., Dr. 

Russell E. Teague, 620 South Third St., Louisville 2. 
Louisiana: Examination and Reciprocity. New Orleans, 
June 9-11. Sec., Dr. Edwin H. Lawson, 930 Hibernia 
Bank Bldg., New Orleans 12. Homeopathic. Examination 
subject to call. Sec., Dr. F. H. Hardenstein, 903 Pere 
Marquette Bldg., New Orleans. 

Maryland: Examination. Baltimore, June 15-18. Sec., Dr. 

Frank K. Morris, 1215 Cathedral St., Baltimore 1. 
Massachusetts: Examination. Boston, July 12-15. Sec., Dr. 

David W. Wallwork, Room 37, State House, Boston 33. 
Michigan : 0 Examination. Ann Arbor and Detroit, June 6-8. 
Sec., Dr. E. C. Swanson, 118 Stevens T Mason Bldg., 
Lansing. 

Mississippi: Examination. Jackson, June 20-21; Reciprocity, 
Jackson, June 16. Sec., Dr. A. L. Gray, Old Capitol, Jack- 
son 13. 

Missouri: Examination. St. Louis, May 27-28. Exec. Sec., 
Mr. John A. Hailey, State Capitol Bldg., P. O. Box 4, 
Jefferson City. 

Montana: Examination and Reciprocity. Helena, Oct. 4. 

Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Nebraska : 0 Examination. Omaha, June 13-15, 1960. Dir., 
Bureau of Examining Boards, Room 1009, State Capitol 
Bldg., Lincoln 9. 

Nevada: Examination and Reciprocity. Reno, June 8, Sept. 7 
and Dec. 7. Sec., Dr. G. H. Ross, 112 North Curry St., 
Carson City. 

New Hampshire: Examination and Reciprocity. Concord, 
Sept. 14-17. Sec., Dr. Edward W. Colby, 61 South Spring 
St., Concord. 

New Jersey: Examination. Trenton, June 21-24. Reciprocity. 
Continuously. Sec., Dr. Royal A. Schaaf, 28 West State 
St., Trenton. 

New York: Examination. Albany, Buffalo, New York City, 
Rochester and Syracuse, June 28-Ju]y 1. Sec., Dr. Stiles 
D. Ezell, 23 S. Pearl Street, Albany. 

North Carolina: Examination and Endorsement. Raleigh, 
June 20-23. Sec., Dr. Joseph J. Combs, 716 Professional 
Bldg., Raleigh. 

North Dakota: Examination and Reciprocity. Grand Forks, 
July 13-16. Sec., Dr. C. J. Glaspel, Grafton. 

Ohio: Reciprocity. Columbus, June 17. Examination. Colum¬ 
bus, June 16-18. Sec., Dr. H. M. Platter, 21 West Broad St., 
Columbus 15. 

Oklahoma : 0 Examination and Endorsement. Oklahoma 
City, May 31-June 1. Sec., Dr. E. F. Lester, 813 Brahiff 
Bldg., Oklahoma City. 

Oregon : 0 Examination. Portland, July. Exec. Sec., Mr. 

Howard I. Bobbitt, 609 Failing Bldg., Portland. 
Pennsylvania: Examination. Philadelphia and Pittsburgh, 
July 5-7. Sec., Mrs. Margaret G. Steiner, Box 911, 
Harrisburg. 
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Abbey, Frank Lincoln, Newton, Kan.; Washington 
Umversity School of Medicine, St. Louis, 1924- died 
March 9, aged 63. 


Baxter, Albert Crum ® Springfield, Ill.; University 
ot Michigan Department of Medicine and Surgery 
Ann Arbor, 1907; served as director of the state de¬ 
partment of public health, health superintendent of 
Springfield, chairman of the county board of super¬ 
visors, and health officer of Decatur; died in the 
Memorial Hospital March 17, aged 79, of coronary 
thrombosis. 


Benson, Oscar lhcodore ® Los Angeles; University 
of Minnesota College of Medicine and Surgery, 
Minneapolis, 1905; for many years practiced in Glen 
Ullen, N. D., where he was president of the school 
board for many years; died March 7, aged SO. 

Bigelow, Charles Tate ® St. Petersburg, Fla.; 
Baltimore Medical College, 1897; formerly prac¬ 
ticed in Oxford, Iowa, and Clinton, Iowa; died 
March 9, aged S2. 

Binkley, Owen Henry ® Hagerstown, Md.; Jeffer¬ 
son Medical College of Philadelphia, 1917; veteran 
of World War I; died in the Veterans Administra¬ 
tion Hospital, Perry Point, March 12, aged 66. 

Bird, Arthur Judson ® New Albany, Pa.; University 
of the South Medical Department, Sewanee, Tenn., 
1895; for many years practiced in Overton; veteran 
of World War I; died in the Robert Packer Hos¬ 
pital, Sayre, March 8, aged 88. 

Bogen, Esther ® Los Angeles; born in Woodbine, 
N. J., March 6, 1901; University of Cincinnati Col¬ 
lege of Medicine, 1927, and received a Ph.D. in 
1935; specialist certified by the American Board of 
Psychiatry and Neurology;, member of the Amer¬ 
ican Psychiatric Association and the Association 
for Research in Nervous and Mental Diseases; cer¬ 
tified by the National Board of Medical Examiners; 
associate clinical professor of psychiatry at the Col¬ 
lege of Medical Evangelists, Loma Linda and Los 
Angeles; formerly associated with the' women’s 
psychiatric division, Longview State Hospital in 
Cincinnati; on the staff of the Los Angeles County 
Hospital; joint author of “Art and Science of Mai- 
riage”; died in Pasadena March 14, aged 58. 

Brown, Marshall Stewart Jr., Sarasota, Fla.; Uni¬ 
versity and Bellevue Hospital Medical College, 
New York City, 1929; formerly practi ced in New 

® Indicates Member of the American Medical Association. 


York City, where lie was associated with the Belle- 
vue and Lenox Hill hospitals; veteran of World 
War II and received the French Croix de Guerre' 
died March 20, aged 56. 


Bryan, Charles Edward, Riverside, R. I. ; Hahne- 
™“" n MedicaI College and Hospital of Philadelphia, 
IJ42; interned at the Homeopathic Hospital in 
Providence; member of the American Academy of 
General Practice and past-president of die Rhode 
Island Academy of General Practice; veteran of 
World War II; served as police surgeon for the 
East Providence Police Department; a staff'member 
and secretary of the medical staff of the Roger Wil¬ 
liams General Hospital, Providence, where he died 
March 9, aged 44. 


Cliarache, Herman ® Brooklyn; New York Homeo¬ 
pathic Medical College and Flower Hospital in New 
York City, 1929; associated with die Cumberland 
Hospital, Jewish Chronic Disease Hospital, and the 
Prospect Heights Hospital, where he died March 
20, aged 63. 


Coburn, Harry Ray ® Bryantown, Md.; Tufts Col¬ 
lege Medical School, Boston, 1908; served on the 
staff of the Tewksbury (Mass.) State Hospital; died 
March 18, aged 77. 

Conduff, Charles Edward ® Roanoke, Va.; Tennes¬ 
see Medical College, Knoxville, 1908; died in the 
Shenandoah Hospital Jan. 27, aged 76, of peritonitis 
following perforation of gangrenous gallbladder. 


Conover, Charles Higbee, Pleasantville, N. J.; 
Hahnemann Medical College and Hospital of Phila¬ 
delphia, 1899; veteran of World War I; served as 
president of the board of education; associated with 
the Shore Memorial Hospital-in Somers Point; died 
in the Hahnemann Hospital, Philadelphia, March 
7, aged 86. 


Cosgrove, Samuel Allison ® Jersey City, N. J.; born 
4 1883; Cornell University Medical College, New 
r ork City, 1907; specialist certified by the Ameri- 
an Board of Obstetrics and Gynecology; member 
>f the American Association of Obstetricians and 
gynecologists and the American Gynecological So- 
:iety; fellow of the International College of Sur¬ 
geons and the American College of Surgeons^ am 
;erved on its board of governors; veteran of B orK 
Aar I; formerly member and president of the state 
joard of health; served on the faculty of Seton Had 
College of Medicine and Dentistry in Jersey L 
md the Columbia University College of Physicians 
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and Surgeons in New York City; associated with 
the Nassau Hospital in Mineola, N. Y., Mountain¬ 
side Hospital, Montclair, Monmouth Memorial 
Hospital in Long Branch, Holy Name Hospital in 
Teaneck, North Hudson Hospital in Weehawken, 
Bayonne (N. J.) Hospital, and the Christ Hospital 
and Margaret Hague Maternity Hospital, where he 
was at one time medical director and superintend¬ 
ent; died Feb. 28, aged 76, of cerebrovascular 
accident. 

Crockett, Melvin Butcher, Tazewell, Va.; Univer¬ 
sity College of Medicine, Richmond, 1895; during 
World Whir I and World War II served on the 
Selective Service examining board; an honorary 
staff member of Bluefield (W. Va.) Sanitarium; died 
March 10, aged 87. 

Crounse, David Ryerson © Passaic, N. J.; Columbia 
University College of Physicians and Surgeons. 
New York City, 1895; associated with the Passaic- 
General Hospital and St. Mary’s Hospital; died 
March 10, aged 92. 

Dabbs, John Taylor, Nettleton, Miss.; Atlanta Col¬ 
lege of Physicians and Surgeons, 1906; died Feb. 
8 , aged 83. 

De Baun, Ralph, Congers, N. \ r .; Columbia Uni¬ 
versity College of Physicians and Surgeons, New 
York City, 1903; served as Clarkstown health officer 
for many years; formerly physician at the Rockland 
County Jail in New City and school physician in 
Congers and New City; died March 20, aged 79. 

Dixon, George Lane ® Tucson, Ariz.; born in Burl¬ 
ington, Iowa, July 13, 1895; State University of 
Iowa College of Medicine, Iowa City, 1922; spe¬ 
cialist certified by the American Board of Ortho¬ 
paedic Surgery; member of the American Fracture 
Association, American Academy of Orthopaedic- 
Surgeons, and the American Rheumatism Associa¬ 
tion; past-president of the Pima County Medical 
Society; fellow of the American College of Sur¬ 
geons; veteran of World War I and received the 
Croix de Guerre from the French government; at 
one time taught at the University of Southern Cali¬ 
fornia School of Medicine in Los Angeles, and 
served on the staff of the Los Angeles County Hos¬ 
pital; associated with the Tucson Medical Center, 
Veterans Administration Hospital, and St. Marys 
Hospital, where he died March 7, aged 64. 

Dorsey, Charles Fleming ® Brookhaven, Miss.; 
Tulane University School of Medicine, New Or¬ 
leans, 1939; interned at the Baroness Erlanger Hos¬ 
pital in Chattanooga, Tenn., and served a residency 
- at the Matty Hersee Hospital in Meridian, Miss.; 
veteran of World War II; died in the King’s Daugh¬ 
ters Hospital Feb. 27, aged 44. 


Dysart, William Patton, Columbia, Mo.; Missouri 
Medical College, St. Louis, 1SS7; veteran of World 
War I; on the staff of Boone County Hospital, 
where he died March 10, aged 94, of acute pneu¬ 
monitis. 

Edwards, Glenn Graham, Willard, Ohio; Starling- 
Ohio Medical College, Columbus, 1909; served on 
the staff of the Gallipolis (Ohio) State Institute; at 
one time member of the board of education; for¬ 
merly an examiner for the Baltimore and Ohio Rail¬ 
road; died in the Willard Municipal Hospital 
March 12, aged 76. 

Eyster, John Augustus English ® Fort Myers, Fla.; 
Johns Hopkins University School of Medicine, Balti¬ 
more, 1905; member of the Association of American 
Physicians; fellow of the American College of Phy¬ 
sicians; served as professor of physiology’ at the 
University of Wisconsin Medical School in Madi¬ 
son, on the faculty of his alma mater and the 
University' of Virginia School of Medicine in Char¬ 
lottesville; veteran of World War I; for a time 
consulting physiologist in the U. S. Bureau of Mines; 
author of “Clinical Aspects of Venous Pressure”; 
died March 5, aged 78. 

Fite, Ped La Fayette, Columbus, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1901; formerly 
practiced in Bylialia, where he was founder and 
first president of the Bank of Bylialia; died March 9, 
aged 79. 

Gilbert, Kramer Martin ® Chandler, Ariz.; Drake 
University College of Medicine, Des Moines, Iowa, 
1908; past-president of the Chandler Chamber of 
Commerce; died in Mesa March 6, aged 78. 

Goyette, Sidney Aloysius, Nicolaus, Calif.; Eclectic 
Medical College, Cincinnati, 1913; died in the John 
C. Fremont Hospital in Mariposa Feb. 11, aged 78. 

Grubbe, Emil Herman © Chicago; the Hahnemann 
Medical College and Hospital, Chicago, 1898; spe¬ 
cialist certified by the American Board of Radi¬ 
ology; last February', the American Cancer Society 
bestowed its national citation for distinguished serv¬ 
ice upon him; underwent 93 operations for radiation 
burns; died in the Swedish Covenant Hospital 
March 85, of cancer of the lungs. 

Hansen, Anthony Hans © Douglaston, N. Y.; Cor¬ 
nell University Medical College, New York City', 
1903; died in the North Shore Hospital Feb. 17, 
aged 81. 

Hausherr, Walter Carl, Staten Island, N. Y.; born 
in Dixon, Ill., March 17,1894; University of Pennsyl¬ 
vania School of Medicine, Philadelphia, 1918; spe¬ 
cialist certified by the American Board of Preven¬ 
tive Medicine; member of the Association of Life 
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Insurance Medical Directors of America; fellow of 
flic Aniencan College of Physicians; from 1919 to 
U_b directed field studies in public health and re¬ 
search for the Rockefeller Foundation in the Brit- 

i^r' IS> America, and the southern 

L tutecl States; veteran of World War I; in 1929 
joined the Prudential Insurance Company’s home 
olfice in Newark, N. J., as medical supervisor, be¬ 
came assistant medical director in 1937, and asso¬ 
ciate medical director and director of the company’s 
laboratory in 1913, retiring in 1959; associated with 
St. Vincent’s and Sea View hospitals; died Feb. 25, 
aged 65, of cerebral hemorrhage. 

Ilinchlilfe, Frederick, Cohasset, Mass.; Tufts Col¬ 
lege Medical School, Boston, 1905; past-president 
of the Norfolk South District Medical Society; 
veteran of World War I; served as a member of 
the board of health, a director and president of the 
Pratt Memorial Library, and physician for the 
Cohasset schools; died March 9, aged S3. 

Hull, Walter Samuel © St. Joseph Mo.; University 
Medical College of Kansas City, 1900; served as 
county health officer; died March S, aged S6. 


Kaizler, Irene Mayer, Topeka, Kan.; Magyar Kiralyi 
Pazmany Petrus Tudomanyegyetem Orvosi Fafcul- 
tasa, Budapest, Hungary, 1950; interned at the 
johnston-Willis Hospital in Richmond, where he 
served a residency; served a residency at the To¬ 
peka State Hospital; died March 4, aged 33. 


Karl, William Crane © Williston Park, N. Y.; Al¬ 
bany, {N. Y.) Medical College, 193S; interned at St. 
Vincent’s Hospital in New York City and the 
Nathan Littauer Hospital in Gloversville; served a 
residency at St. Vincent’s Hospital in New York- 
City; certified by the National Board of Medical 
Examinei's; veteran of World War II; died March 9, 
aged 48. <* 


Kelley, John Edward, Chicago; Northwestern Uni¬ 
versity Medical School, Chicago, 1905; on the staff 
of the Mercy Hospital, where he died March 19, 
aged 77, of bronchopneumonia. 

MacCraclcen, William Benjamin, Huntington, W. 
Va.; born in Mount Vernon, N. Y., Sept. 2, 1907; 
Columbia University College of Physicians and Sur¬ 
geons, New York City, 1932; interned at the Belle¬ 
vue Hospital in New York City, where he served a 
residency; served a residency at the New York 
Orthopaedic Dispensary and Hospital in New York 
City where he also served a fellowship; certified by 
the National Board of Medical Examiners; specialist 
certified by the American Board of Orthopaedic 
Surgery; member of the Southeastern Surgical Con¬ 
gress and the American Academy of Orthopaedic 
Surgeons; fellow of the International College of 




Surgeons; veteran of World War II and \ VK 
awarded the Navy Cross; associated with the Cabell 
Huntington Hospital, Chesapeake and Ohio Ho! 
pitab St. Mary’s Hospital, and the Rowley Clinic 
Hospital; died Feb. 29, aged 52. 


Pullen, Roscoe Le Roy, Spokane, Wash.; born in 
Pnnceville, III., Jan. 6, 1915; Northwestern Univer- 
sity Medical School, Chicago, 1940; specialist eerti- 
fied by the American Board of Internal Medicine 
fellow of the American College of Physicians- 
served as clean and professor of medicine at the 
University of Missouri School of Medicine in Co¬ 
lumbia, professor of clinical medicine at Baylor 
University College of Medicine in Houston, director 
of graduate medicine and vice-dean at Tulane Uni¬ 
versity of Louisiana School of Medicine in New 
Orleans, dean and professor of medicine at the Uni¬ 
versity of Texas Postgraduate School of Medicine in 
Houston, and associate professor of medicine and 
director of hospital planning at the University of 
Washington in Seattle; consultant to the surgeon 
general, U. S. Army, from 1947 to 1953; served as 
director of University Hospitals in Columbia, Mo., 
and medical consultant and executive officer of the 
Missouri State Crippled Childrens Program; in 
1945 was chosen by Knox College, Galesburg, Ill., 
as recipient of the award for the alumnus who did 
the most for humanity during the year; died March 
5, aged 45, of coronary thrombosis. 


Quinn, Francis Michael, Minersville, Pa.; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1912; veteran of World War I; served as 
president of the board of health; on the staff of the 
Lemos B. Warne Hospital and Clinic in Pottsville; 
died in the Jefferson Hospital, Philadelphia, March 
7, aged 70. 

Riess, Carl John ® Pontiac, Ill.; University of Colo¬ 
rado School of Medicine, Denver, 1927; died Feb. 
29, aged 62. 


Riser, Luther Allen ® Columbia, S. C.; University 
of Maryland School of Medicine, Baltimore, 1908; 
for many years head of the county health depart¬ 
ment of the state board of health; in 1945 resigned 
as director of the department of vital statistics of 
the state board of health; retired from the Vet¬ 
erans Administration March 31, 1956; at one time 
associated with the Pilot Life Insurance Company 
in Greensboro, N. C.; died in the Columbia Hos- 


?eb. 29, aged 82. 

thal, Samuel D., Chicago; Chicago College of 
due and Surgery, 1913; for many years 
irector for Coldblatfs stores; on the all o 
ranklin Boulevard Community Hospital, d 
, Albert Merritt Billings Hosptta! March lfc 
69, of cancer of the pancreas. 
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Russell, Charles Richard, Lenoir, N. C.; University 
College of Medicine, Richmond, 1909; died Feb. 
29, aged 76. 

Sayre, Frank Merrick ® Canton, Ohio; Starling— 
Ohio Medical College, Columbus, 1911; for many 
years associated with the city health department, 
serving as health commissioner for 22 years; veteran 
of World War I; died March 1, aged 71. 

Schofield, Elmer Clarke © Orange, Texas; Univer¬ 
sity of Louisville (Kv.) School of Medicine, 1930; 
served in the regular Army; on the staff of the 
Orange Memorial Hospital; died March 3, aged 60. 

Schwarz, Leopold © Wildwood, N. J.; Schlesische- 
Friedrich Wilhelms Universitiit Medizinische Fak- 
ultiit, Breslau, Prussia, Germany, 1915; died in the 
Jackson Memorial Hospital, Miami, Fla., Jan. 2S. 
aged 75, of massive cerebral infarction and cerebral 
arteriosclerosis. 

Sendker, Raymond William © Buffalo, N. Y.; Uni¬ 
versity of Buffalo School of Medicine, 1924; veteran 
of World War I; died in St. Petersburg, Fla., March 
1, aged 60. 

Shadman, Alonzo Jay, Forest Hills, Mass.; Boston 
University School of Medicine, 1905; died March 6, 
aged 82, of heart disease. 

Sherlock, John Hodges, Stockton, Calif.; Indiana 
Medical College, School of Medicine of Pur¬ 
due University, Indianapolis, 1906; died Feb. 28, 
aged 81. 

Smith, Marcus Taylor, Tichnor, Ark.; University of 
Tennessee Medical Department, Nashville, 1900; 
died March 2, aged 85. 

Stewart, Harrison Morton ® Holden, Mass.; Col¬ 
lege of Physicians and Surgeons, Baltimore, 1915; 
veteran of World Wars I and II; served as medical 
consultant to the insurance division of the Veterans 
Administration in Washington, D. C.; died March 
7, aged 71. 

Sutherland, Harry Nicholas, Ely, Minn.; Rush Med¬ 
ical College, Chicago, 1912; served as health officer 
of Ely for many years; died Feb. 28, aged 75. 

Sweeny, Joseph Bernard © Spokane, Wash.; Mar¬ 
quette University School of Medicine, Milwaukee, 
1942; interned at the San Francisco Hospital in San 
Francisco, where he served a residency at St. 
Mary’s Hospital; veteran of World War II; on the 
staff of Sacred Heart Hospital; died March 4, 
aged 46. 

Sybenga, Jacob John, Pella, Iowa; Northwestern 
University Medical School, Chicago, 1911; fellow 
of the American College of Surgeons; veteran of 
World War I; died March 3, aged 73. 


Templeton, Clinton Monroe © Augusta, Ga.; Uni- 
versity of Georgia Medical Department, Augusta, 
1937; interned at the University Hospital in Au¬ 
gusta, where he served a residency; member of the 
American Academy of General Practice; past-presi¬ 
dent of the Richmond County Medical Society; 
veteran of World War II; died near McCormick, 
S. C., Feb. 28, aged 45. 

Turgeon, Leo Victor © Topeka, Kan.'; University 
Medical College of Kansas City, Mo., 1913; for 
many years secretary of the Central Kansas Med¬ 
ical Society, of which he was past-president; served 
as a member of the state board of administration; 
died March 5, aged 69. 

Warrick, Luby Albert © Goldsboro, N. C.; George 
Washington University School of Medicine, Wash¬ 
ington, D. C., 1923; died March 1, aged 60. 

'Whimster, William Caven, Kansas City, Kan.; Hos¬ 
pital College of Medicine, Louisville, 1S9S; also a 
druggist; died March 9, aged 85. 

White, George Douglas, Jersey City, N. J.; Colum¬ 
bia University College of Physicians and Surgeons, 
New York City, 1902; chief chemist for Jersey City 
for many years and was Jersey City plant physician 
for Mutual Chemical Company of America; died 
March 6, aged 81. 

Wiant, Herman Ernest © Haddonfield, N. J.; Jef¬ 
ferson Medical College of Philadelphia, 1931; in¬ 
terned at the Cooper Hospital in Camden; died 
March 14, aged 61. 

Willner, Victor © Woodmere, N. Y.; Universite de 
Paris Faculte de Medecine, France, 1935; special¬ 
ist certified by the American Board of Internal 
Medicine; member of the American College of 
Gastroenterology; an associate, American College 
of Physicians; veteran of World War II; on the staffs 
of St. Joseph’s Hospital in Far Rockaway, Mount 
Sinai Hospital, New York City^ Meadowbrook Hos¬ 
pital in Hempstead, and Long Island Jewish Hospi¬ 
tal in New Hyde Park; died March 12, aged 51. 

Wilson, John Stewart © New Bethlehem, Pa.; Tem¬ 
ple University School of Medicine, Philadelphia, 
1932; veteran of World War II; died March 1, 
aged 55. 

Wyatt, Randall Everett, Nashville, Tenn.; Univer¬ 
sity of Tennessee College of Medicine, Memphis, 
1913; also a pharmacist; formerly on the faculty of 
Vanderbilt University School of Medicine; veteran 
of World War I; for many years a member and at 
one time vice-president of the county board of 
health; associated with the Nashville General Hos¬ 
pital and the Baptist Hospital, where he died Feb. 
29, aged 68, of pulmonary emphysema and in¬ 
sufficiency. 
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Trihydroxymethylaminomethane for Acidosis.- 
Nahas and Ligou (Presse med. 67:1735,1959) gave 
an intravenous infusion of trihydroxymethylamino¬ 
methane (TIIAM) to dogs with hypercapnic 
acidosis. The drug maintained a normal plasma pH 
level in the dogs but did not prevent the accumula¬ 
tion of CO,.. When this buffering agent was given, 
-blood and spinal fluid pressures remained constant 
and a satisfactory diuresis was noted. ITvpercapnic 
acidosis is the result of an increased concentration 
of hydrogen ions rather than of CO.. The system 
may tolerate, with minimal physiological disorders, 
a concentration of CO. more than twice the normal’ 
concentration when the biological neutrality of the 
plasma is insured. In clinical trials TIIAM was well 
tolerated, had a low toxicity, and gave encouraging 
results in combatting acute acidosis. 

Pyrvinium Pamoate for Oxyuriasis.—J. Biguet and 
co-workers (Presse med. 67:1739, 1959) used 
pyrvinium pamoate to treat -15 children who had 
oxyuriasis. A seven-day cure was achieved in 20 
with a daily dose of 2 mg. per kilogram of body 
weight, a three-day cure in 7 with a daily dose of 
5 mg. per kilogram of body weight, and a one-day 
cure in IS with a dose of 5 mg. per kilogram of body 
weight taken in a single draught. All stools were 
negative for pinworms during a six-week follow-up 
period after the treatment. 

Histamine-Globulin Complex for Asthma.—A. Per¬ 
rin and co-workers (Presse med. 67:2013, 1959) re¬ 
ported their results in treating 50 patients who had 
severe asthma with subcutaneous injections of a 
histamine-globulin complex. Excellent results were 
obtained in 22, notable improvement in 14, and no 
improvement in 14. 

Tuberculous Meningitis in Alcoholic Patients.-P. 
Perreau and M. Joulin (Presse med. 67:1816, 1959) 
studied 15 alcoholic patients in a series of 217 
patients with tuberculous meningitis. In 7 of the 
15 the diagnosis was not made until the patient was 
comatose. The clinical signs of meningitis were 
modified by the association of severe liver damage 
and psychic disorders. The prognosis was far more 
severe than in children or patients not addicted to 
alcohol. Nine of these patients died. In others cure 
of the tuberculous meningitis was associated with 

The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


aggravation of pulmonary, osseous, or renal tuber¬ 
culosis in spite of intensive treatment. None of these 
patients was able to resume his work. Delayed diag¬ 
nosis, frequent association with tuberculous visceral 
lesions, and impaired liver function were the main 
causes of the severity of tuberculous meningitis in 
the alcoholic patients. 

Home Treatment of Tuberculosis.—Peumery and 
Le Quebec (Presse med. 67:2015, 1959) studied 53 
patients with early pulmonary tuberculosis who 
were treated at home. The medical supervision of 
these patients was analogous to that in a sanato¬ 
rium. The disease was checked in 39, became less 
severe in 9, remained unchanged in 1, and was 
aggravated in 4. Aggravation was the result of alco¬ 
holism or insufficient treatment. When good socio¬ 
logical and psychological conditions exist, it is 
possible to treat early tuberculosis effectively at 
home even though surgical therapy may be re¬ 
quired later. 


ANP 235 for Disturbances of Consciousness- 
R. Coirault and co-workers (Presse med., Feb. 6. 
1960) gave dimethyl-amino-ethylic ester of para- 
chlorophenoxy acetic acid (ANP 235) to 52 patients 
with mental clouding, stupor, and coma secondary 
to major neurosurgery or trauma. The oral dosage 
varied from 0.4 to 1.2 Gm. a day, but as much as 
4 Gm. was given in a day without untoward effect. 
Intravenous injections were given slowly (1 cc. in 
30 seconds). The drug acted as a neuronic stimu¬ 
lant. In some patients it was given in perfusions 
with hypertonic dextrose-levulose solution. The 
authors divided their patients into three groups: 
those with (1) recent disorders of consciousness, 
(2) disorders of long duration, and (3) syndromes 
involving endocrine complexes. Dramatic results 
were obtained in a 55-year-old patient who during 
the induction of anesthesia for an exploration of 
the posterior cranial fossa was in a critical condi¬ 
tion with cardiovascular collapse which could not 
be controlled. He was given 500 mg. of ANP 235 in 
two intravenous injections in five minutes. One-half 
hour later he was out of danger and had a blood 
pressure of 120/80 mm. Hg and a pulse rate o 
per minute. In the evening he was conscious and 

able to talk. . ... 

In the first group there were 23 patients wit 

postoperative complications of major neurosurgica 
operations. One of these patients had been i 
coma for nine days after the ablation of the n 0 
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frontal lobe and had a temperature of 40 C (104 F). 
Twenty-four hours after the administration of 4 
Gm. of ANP 235 by gastric tube, the patient was 
conscious. The treatment was continued with de¬ 
creasing doses, the patient regained consciousness, 
and his condition became good enough to permit 
an operation on the left frontal lobe. A 11-year-old 
boy who had been in a postoperatwe coma for 
three weeks received a daily dose of S00 mg. of 
ANP 235 by gastric tube; 48 hours later be re¬ 
gained consciousness, and on the fourth day he was 
able to feed himself. Another patient, in a coma for 
nine days after a hemispherectomy, regained con¬ 
sciousness gradually after receiving 400 mg. of 
ANP 235 orally. He became completely conscious 
on the fourth day. 

The second group was composed of 25 patients 
who were in a state of deep obnubilation for 4 to 
12 weeks after a major operation for cranial trauma. 
One of these patients had been in a state of cere¬ 
bral anoxia for two months, with an attitude char¬ 
acteristic of decerebration and hypertonia of the 
extremities. His electroencephalographic tracing 
was fiat. He was given an initial dose of 400 mg. of 
ANP 235, then 600 mg. daily. He regained con¬ 
sciousness and on the fifth day was able to follow 
a radio broadcast. His hypertonia improved. The 
total dose received by this patient, who was in 
excellent health when last seen, was 40 Gm. The 
authors believe that the concept that a flat electro¬ 
encephalogram indicates a bad prognosis for re¬ 
gaining consciousness and obtaining long survival 
should be revised. 

An unexpected result was obtained in a patient 
who remained in a deep stupor for two months 
after a cranial trauma. Under the administration 
of ANP 235, starting with a dose of 1,200 mg. daily 
and gradually decreasing the dosage to 400 mg. 
daily, the patient regained consciousness. His gen¬ 
eral condition was completely transformed within 
one month. 

The third group comprised patients with syn¬ 
dromes associated with complex endocrine disturb¬ 
ances. In these patients, besides the effect on 
consciousness, ANP 235 acted favorably on the 
central mechanisms of endocrine and metabolic 
control at the level of the hypophysis and the 
hypothalamus. One patient in this group had a 
polyuropolydipsic syndrome after a three-week 
post-traumatic coma. After 11 days of treatment 
with a dose of 400 mg. of ANP 235 the diuresis was 
stabilized at 1,500 to 2,000 cc., the mental state 
was improved, and the patient was able to resume 
his occupation. 

A more complex condition was observed in a 
47-year-old man who after an operation for cranio¬ 
pharyngioma was in a deep coma for 30 days, with 
a spontaneous temperature of 32 C (89.6 F). The 
patient’s condition was maintained with ACTPI, 


cortisone, and thyroxin. Then the hormonal treat¬ 
ment was suspended and ANP 235 was given by 
gastric intubation. The patient came out of coma 
on the 5th day of treatment and became conscious 
on the 10th day. The authors stressed the fact that 
ANP 235 did not cause oliguria in patients who 
were free from diuretic disturbances. On the other 
hand, they did not observe hypercorticism. ANP 
235 was also of great value in the preoperative and 
postoperative treatment of patients with paralysis 
agitans. Because of its beneficial effects on the 
cardiovascular plane, even aged patients can now 
have surgical treatment. ANP 235 is not toxic. The 
duration of the treatment reported varied from 
eight days to six months without any untoward 
reaction. This therapy is, however, contraindicated 
for patients with a progressive encephalitic infec¬ 
tion. 


GERMANY 

Prevention of Kemicterus.—Dortmann and co¬ 
workers (Arch. Kinclerh. 159.-25S, 1959) stated that 
until now the only promising treatment of icterus 
gavis neonatorum has been exchange transfusion. 
Failures (when the child’s life could not be saved 
or kemicterus could not be prevented) have been 
associated with the child’s age. The age limit was 
postulated as three to nine hours, but a definite 
limit could not be found, although the prospects of 
success appeared to be the better the earlier the 
child was treated. Knowledge of the pathogenesis 
of kemicterus and of the fact that the pathological 
manifestations of kemicterus clinically correspond 
to a bilirubin encephalopathy have suggested new 
therapeutic measures. Bilirubin encephalopathy 
occurs when pure (indirectly reacting) bilirubin 
exceeds a level of about 20 mg.%. According to 
recent research, an enzyme of the liver cells 
couples the pure bilirubin to glucuronic acid, 
whereby the water-soluble, excretable bilirubin 
diglucoronide is produced. Tins enzyme activity 
becomes fully' effective only after birth, in mature 
neonates on about the fifth day and in premature 
infants on about the eighth day'. 

The aim of treatment must therefore be to tide 
the patient over this period, which shows why a 
single exchange transfusion may' not suffice to 
avert the danger of bilirubin encephalopathy. The 
bilirubin level should be checked at brief intervals, 
every' few hours if necessary', so that a second 
exchange transfusion may' be given as soon as the 
level increases. One of every' five patients required 
a second exchange transfusion, but some infants 
tolerated much higher bilirubin levels without ill 
effect. Since one does not know which infants, 
apart from the premature, are endangered, one 
should not wait but should repeat the exchange 
transfusion. The border level of 20 mg.% of biliru- 
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bin is not valid for the first transfusion. Levels this' 
Ingh are rare in the first hours of life; this value is 
oil y the guide for a further exchange transfusion. 

A further possibility for treating icterus gravis 
would he the conversion by drugs of the pure 
bilirubin into the water-soluble exeretable form. 

Heai t and Circulation in Colds.—J. Schmiclt-Voigt 
(Therapicicochc 9:186, 1959} stated that cardiac 
and circulatory disorders that can be definitely 
ascribed to a simple infection are not important 
but should not therefore be overlooked. Frequent 
sequelae of colds are arrhythmias, postinfective 
myocarditis, hypotension, and transient ortho¬ 
static disturbances. Postinfectious arrhythmias 
should be counteracted to prevent a neurotic or 
hypochondriac attitude. Best results were obtained 
with quinine, belladonna, phenobarbetal, or quini- 
dine. Postinfectious atrioventricular lead disturb¬ 
ances usually subside spontaneously. Apart from 
atropine or belladonna, a pill containing theobro¬ 
mine sodium salicylate, caffeine, sodium benzoate, 
phenylethvlbarbital, strychnine nitrate, and atro¬ 
pine sulfate has proved valuable. 

For a manifest myocarditis occurring in the 
course of a common infection, treatment until com¬ 
plete cure is indispensable. In addition to bed rest, 
strophanthine with a theophylline preparation for 
10 days followed by digitalis until clinical cure 
proved valuable. Patients with severe cases may 
require antibiotics and adrenocortical hormones. 

For hypotension all measures that increase arteri¬ 
olar tone should be used. Central nervous system 
stimulants and analeptics used for a limited period 
may give excellent results. Stimulating physical 
measures may be valuable adjuvants. When ortho¬ 
static disturbances occur, drugs with marked tonic 
effect on the venules should be given and the pe¬ 
ripheral arterioles should be relaxed simultaneously. 

Cortisone Thrombocyte Count.—K. Krug of Halle 
(Medizinische 36:1608-1610, 1959) stated that ster¬ 
oid therapy of thrombocytopenia has become com¬ 
mon. It is generally supposed to inhibit antibody 
formation, which is followed by an increase in 
platelet cells. Rabbits were given a large dose of 
cortisone intramuscularly. Between the third and 
fifth day after injection the thrombocyte counts 
were, on the average, 59% higher (range 7 to 246%) 
than before the drug was given. Megacaryocyte 
counts indicated that a stimulating effect on these 
thrombocyte-forming cells probably takes place. 
Clinical studies also showed a beginning increase 
of thrombocytes a few days after treatment. 

Adains-Stokes Disease.-M.* Ilolzmann {Therapie- 
woche 9:222, 1959) stated that in severe attacks 
of Adams-Stokes disease transthoracic mechan¬ 
ical stimuli, such as blows over the precordial 
region in the rhythm of the normal heart beat, are 
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always indicated. If they are ineffective, intraear 
*“ c °f °-5 to 1.0 cc. of a 1:1,000 soE 

epinephrine, 20 mg. of caffeine sodium b™ 2 * 
or isopropyl levarterenol into the left ventricle k 
leqmred. Cardiac massage, if the patient is m 
already on the operating table, is indicated only in 
exceptional cases. What treatment should be-usei! 
m patients with frequent attacks of Adams-Stokes 
disease depends on whether the patient has total 
cardiac arrest, pancardiac paralysis due to sinus 
node arrest, total sinoauricular block, the ventricu- 
lar form of paralysis with total atrioventriculai 
block, or partial atrioventricular block. 

In total cardiac arrest the aim of treatment must 
he reduction of the vagal tone or stimulation of it 
sympathetic opponent by atropine, Bellafoline 
ephedrine, Sympathol, or isopropyl levarterenol 
For obstinate cases local coeainization, local alco 
hoi injections, and eventually extirpation of tin 
reflex-conducting nerve fibers are indicated. Tin 
form of ventricular paralysis with total or partia 
atrioventricular block is now successfully treater 
with isopropyl levarterenol and the electric de 
fibrillator. In clinical treatment injections or in 
fusions of sodium lactate have also proved valuable 
The tachysystolic form of Adams-Stokes diseasi 
is treated with such frequency-lowering drugs a 
quinidine, quinine, and procaine amide. Ventricula 
flutter can also be relieved by them, but ventricula 
fibrillation proves refractory to them and the elec 
trie current presents the last recourse. A difficul 
problem is presented by the mixed forms. Not ai 
frequency-lowering drugs are suitable. Isoprop) 
levarterenol and electrical control have been fouw 
best. Prophylaxis must be directed against all activ 
ities that are likely to elicit the attack. Attack 
associated with the premenstrual phase are conn 
teracted by hormonal treatment. Continuous dr uj 
prophylaxis is hardly suitable for patients in whon 
attacks are infrequent, but it is indicated for thos 
in whom attacks occur several times a year. Ii 
such patients isopropyl levarterenol is most suit 
able. 

Fluorescent Cytological Test.—L. von Bertalanfe] 
(Klin Wchnschr. 37:469-471, 1959) stained vagina 
smears with acridine orange. On histological differ 
entiation, the desoxyribonucleic acid had a green 
fluorescence and ribonucleic acid of the cytoplasm 
and of the nucleolus had a red fluorescence. Owing 
to their content of ribonucleic acid, cancer cells 
were easilv recognized on only slight magnification. 
A comparative examination of 598 selected fenrn i 
patients, including 390 with atypical epithe mm 
and 58 with carcinoma, with the acridine ora L 
method and the use of the Papanicolaou ted m 

showed that the two are equally accurate. 

group of 1,750 randomly selected patients ^ 
were 1 checked by biopsy, the acridine S 
proved superior as far as false-positive results u«i 
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concerned. Further advantages of the acridine 
orange test were that it was cheap, simple, clear-cut, 
and quick. It seemed to he preferable for mass 
examinations and gynecologic office consultations. 

Prednisolone for Tuberculosis.—U. Baldamus and 
E. G. Ewert of Berlin (Deutsche med. Wchnschr. 
84:1625, 1959) stated that steroid hormone in 
addition to standard treatment may be of great 
value in the treatment of patients with active pul¬ 
monary tuberculosis." As in other infectious diseases, 
the decisive factors are the potent anti-inflam¬ 
matory effect and the prevention of undesirable 
reactive tissue changes. The main indications for 
steroid treatment in pulmonary' tuberculosis are 
disseminated hemotagenous tuberculosis such as 
meningitis and miliary' tuberculosis, acute pul¬ 
monary' tuberculosis with severe hyperergic reac¬ 
tion, treatment-resistant progressive tuberculosis of 
the lungs, and extensive exudative pneumonic 
processes. 

The authors gave prednisolone to S5 patients 
with extensive pulmonary tuberculosis, to S of 
them immediately after the disease had been diag¬ 
nosed and to 57 with acute exacerbations of older 
processes. All had extensive bilateral tuberculosis 
with a poor prognosis. An initial dose of 20 mg. 
intramuscularly was repeated daily. After five days 
it was decreased by 2.5 mg. daily to a maintenance 
dose of 5 to 10 mg. usually given by mouth. The 
average duration of treatment was three months. 
In 25 patients the temperature returned to normal, 
and in 7 hemoptysis ceased. Radiographic results 
showed excellent regression of the tuberculosis in 
35, good in 29, and poor in 21 patients. The sedi¬ 
mentation rate declined in 56 patients; the sputum 
became negative for acid-fast bacilli in 28 and 
remained negative in 7; in 50 it remained positive. 
The average increase of weight was 3.7 kg. (about 
8 lb.). The prednisolone treatment hacl no essential 
effect in 28 of the patients. None of 14 patients 
who were given the drug to save their lives died. 
Tlie ideal indication for hormone treatment was 
present in a second group of 18 patients with dis¬ 
tinct clinical and radiographic evidence of progress 
of the disease after several months of chemother- 
apy; 16 of them were markedly improved while the 
prednisolone was being given. 

In a third group of 38 patients in whom tuber¬ 
culostatic treatment had not effected definite im¬ 
provement, 23 were definitely improved. Local 
treatment with prednisolone gave less convincing 
results; in most of the 10 patients thus treated it 
was not possible to differentiate clearly the hor¬ 
monal effect from that of standard treatment. 
Sixteen patients were resistant to isoniazid before 
steroid treatment was started. Prednisolone had 
no effect on the bacterial resistance. Undesirable 
effects of the hormone on the course of pulmonary' 


operations were not observed, but the preparation 
was discontinued five days prior to operation. 
Adrenocortical stimulation by ACTH was not re¬ 
quired. In 21 patients operability was achieved 
only by pretreatment with prednisolone, at least 
in a shorter time than with chemotherapy alone. 
All 21. survived, and tins success was ascribed to 
the prednisolone. No conclusion could be drawn 
with regard to reactivation of quiescent foci, since 
in all patients the disease was active. Tolerance 
was excellent to both oral and parenteral treat¬ 
ment. Euphoria observed in a few patients proved 
favorable. Chemotherapy should not be discon¬ 
tinued soon after the end of steroid treatment, and 
ambulant adjuvant treatment with the steroid 
should not be attempted. The poor response to 
prednisolone in some patients w'as probably due 
to concomitant diseases or to bacterial resistance. 

Smallpox Vaccination.—W. Ehrengut of Munich 
(Off. Gesundh.-Dienst 20:458-461, 1959) reported 
that, because of the danger of postvaccinal enceph¬ 
alitis in those being vaccinated at a later age than 
usual, all children coming for revaccination w’ere 
checked for the presence of vaccination scars. In 
a series of 9,511 children 751 had no visible first 
vaccination scar, and of these 171 had a valid 
certificate of vaccination. These 171 children w'ere 
vaccinated with the following results: 71 had a 
first vaccination reaction, 80 an immunity' reaction, 
and 10 each an accelerated vesicular or pustular 
reaction. It w’as found out from the parents that 
580 children without first vaccination scar (i. e., 
6% of those coming for revaccination) had never 
been vaccinated. Some of them w'ere exempted 
from vaccination, and the others were vaccinated 
with the parents’ consent. 

The fact that 80 of 171 children without a first 
vaccination scar had an immunity reaction after 
revaccination was surprising. The children had 
apparently retained sufficient immunity from the 
first vaccination nine years earlier, although it had 
not left a scar. The accelerated vesicular and 
pustular reactions in 20 other children also indi¬ 
cated a revaccination. The absence of a first vacci¬ 
nation scar in children who had been vaccinated 
before might be explained as follow's: (1) the inocu¬ 
lation incision was very small either for cosmetic 
reasons or for fear of neurological complication; 
(2) because of a delayed reaction only very small 
vesicles formed, since either the vaccine had but 
little virulence or the child possessed a high de¬ 
gree of resistance; or (3) scar formation varied 
greatly from one child to another and did not 
parallel the degree of immunity'. 

The German statistics on smallpox showed that 
scarless children coming for revaccination pos¬ 
sessed a certain degree of protection, as was con¬ 
firmed by the low r mortality' among them during 
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the smallpox epidemic in World War I. In Munich, 
only of the children coming for revaccination 
Had fraudulent vaccination certificates. The author 
recommended vaccination of children coming for 
reyaccination hut having no first vaccination scar 
ouly after the parents have been asked about the 
success of the first vaccination. 


NORWAY 

Group Treatment of Asthmatics.-Lange-Nielscn 
and Retterstbl ( Non!. med ., Dec. 17, 1959) re¬ 
ported on their experiences with group treatment 
of asthmatics. They avoided taking a leading part 
in the sessions. At first the attitude of the asthmatics 
was reserved and expectant and lacked spontaneity. 
Later on they became more communicative and 
admitted that these meetings helped them to escape 
from a sense of social isolation. With only one ex¬ 
ception, admission to hospital clue to relapse was 
avoided. All of the patients succeeded in reducing 
their consumption of drugs, and their attitude to 
life became more harmonious. In another article 
Dr. R. Christensen stated that asthmatics suffer 
more from neuroses than their fellow beings. 


Scarlatina.—Scarlatina had become so rare and had 
run so mild a course in Bergen that it came as an 
unpleasant surprise in the latter half of 1959 when 
this disease assumed epidemic proportions. Two 
cases were reported in July, 11 in August, 76 in 
September, 559 in October, 925 in November, and 
821 in December. Though the disease still ran a 
mild course, its complications from time to time 
occasioned questions as to suitable treatment. Prof. 
J. Boe ( Tidsskr. norske lacgef., Feb. 15, 1960) de¬ 
plored the tendency of a large section of the public 
to chew penicillin tablets constantly. At the out¬ 
break of the epidemic, the cases were so rare and 
ran so mild a course that such tablets seemed un¬ 
necessary. Later there was a justifiable call for them 
in view of public health considerations even in mild 
cases, but there was no need for large doses as the 
offending hemolytic streptococci had not become 
penicillin-resistant. Once penicillin lias been given, 
treatment should be continued for 7 to 10 days in 
the hope of averting complications and spread of 
the infection to others. The patient who is intolei- 
ant of penicillin should be treated with a tetra¬ 
cycline, the action of which is more reliable than 
that of the sulfonamides. Isolation at home is pief- 
erable to admission to hospital because of the 
danger of cross-infection. 


rgical Treatment of Peptic Ulcers.-A series of 
J patients (153 men and 27 women) who under¬ 
in t resection for peptic ulcers were sent ques- 
.nnaires by Dr. E. Dingsor (Non/, meet, Feb. IS, 
60). The 159 replies revealed that the mean pie- 
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operative duration of the ulcers was 108 years n 
operation was a modified Billroth 2 with Vs] ! 
afferent loop to the lesser curvature after closure o 
the upper third of the stomach. Retrocolic anastc 
mosis was effected in most patients. There wer 
some serious postoperative complications but n 
deaths. After a mean observation period of 4.2 veai 
good results could be claimed in 91.4% of the n 
Bents. The two patients whose ulcers recurre 
underwent a second resection with excellent K 
suits. All of the 14 patients found to be anemic, fiv 
of whom had a hemoglobin level under 70%,« 
sponded well to iron given by mouth. There h 
been a steady rise in the frequency of resections k 
peptic ulcers, but the 5 to 15% failure rate, irrespe< 
tive of the choice of technique, exposes tin's p 
cedure to the criticism that its rationale is sti 
obscure. 


SWEDEN 

Refugees.—In the past 40 years Sweden has ri 
ceived 201,768 refugees, according to statistics pul 
lished by the Swedish Labor Market Board. A 
refugees who have so desired have been allowed t 
stay in the country, and practically all who arrive 
since 1950 are now Swedish citizens. The numbf 
of refugees entering Sweden during World War 1 
and the years immediately after totaled 1S5,OOI 
Among these were 40,000 Finns who were eva< 
uated to Sweden during the German retreat froi 
Finland and 33,700 per sons from Nazi concentn 
tion camps who were brought to Sweden in 191 
through the relief work organized by Count Folk 
Bernadotte. A total of 9,921 refugees have bee 
transported to Sweden since 1950, among whoi 
were 1,011 with active tuberculosis and 1,946 rels 
tives of theirs. Sweden was the first country t 
accept such refugees and, according to the Swedish 
Medical Board, their treatment has had satisfactor 
results. In December, 1958, only 69 of them wer 
still under the supervision of the Board. Most ha 
recovered and were active on the Swedish labo 
market. 


lyestradiol Phosphate.—A new preparation of tin 
^-molecular substance, polyestradiol phosphate 
rs used with good results to treat carcinoma o. 
e prostate in men and the menopausal syndrome 
cl amenorrhea in women. Dr. Gosta Jonsson used 
to treat a series of 175 patients with carcinoma ot 
e prostate. Only one injection a month is reqime , 
hereas previous treatment methods required >e 
itient to take a tablet every day. Profe ; s0 ^‘ 
'estman used it to treat 80 patients with severe 
menopausal symptoms. The advantage of e ^ 
reparation is its comparative y on 0 _ I j 
lectiveness; one injection remains active m 
atients for three or four months. 
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UNITED KINGDOM 

Medical Advice for Industry.—A North of England 
Industrial Health Advisory Service, based on the 
Royal Victoria Infirmary, Newcastle-on-Tyne, was 
formed under the direction of a small committee 
representing the University of Durham, industrial 
management, and the Trades Union Congress. It 
is linked with a teaching and research unit and the 
outpatient department of the infirmary, which is 
part of the University of Durham. The object of 
the service is not to treat casualties but to give 
general ad%-ice to industry on health problems. 
Advice will be given concerning patients absent 
from work for more than a month, and in such 
cases the general practitioner will be integrated 
in the scheme. There will also be an environmental 
service, covering investigations on health within 
the factor)', hygiene, laboratory investigations, and 
information on relevant literature. The cost to the 
firms using the service will be about 30 cents per 
year per employee, which is estimated to be about 
5% of the cost of an industrial casualty service. To 
make such a service pay it would need to cover 
50,000 to 100,000 workers. 

The Nuffield Provincial Hospitals Trust has do¬ 
nated $32,200 and King’s College Students’ Rag 
Trust has donated $8,400 to finance the scheme 
initially. The staff members of the Nuffield depart¬ 
ment of industrial health are giving their services 
in an honorary' capacity. This aid should put tire 
new service on its feet. It is estimated that an in¬ 
dustrial hygiene laboratory will cost $35,000 a year, 
but this expense will be offset somewhat by charg¬ 
ing fees for laboratory' services. It is hoped that ul¬ 
timately' the service will cover a large part of the 
north of England. A similar service which has been 
in existence for several years at Slough, near Lon¬ 
don, has been a great success. 

Unorthodox Treatment Not Negligence.—A doctor 
called to see a 15-year-old boy in a residential 
school diagnosed a mild attack of infective hepa¬ 
titis, although the boy' said that he felt well. A 
fat-free diet and bed rest were prescribed, and as 
the patient’s condition improved he was allowed 
to get up after a week. Improvement continued, 
and as the boy felt well he was allowed to go home 
for a few days. On his return to school a week- 
later he had a relapse which necessitated hospitali¬ 
zation. In spite of expert treatment the boy’s con¬ 
dition deteriorated, and three years later he died 
from cirrhosis of the liver. The boy’s father sued 
the hospital and the doctor for negligence, alleging 
that the doctor had treated the case too lightly', 
had allowed the patient up too soon, and had run 
unjustifiable risks by' departing from orthodox treat¬ 
ment. 


Expert witnesses appeared for both sides. For 
the plaintiff it was argued that the current text¬ 
books and articles on the subject stated that a 
patient with infectious hepatitis should be kept in 
bed until the symptoms had disappeared. The 
judge said that writers of textbooks were dealing 
with the subject in general, not until a particular 
patient, and that they described the treatment of 
the average case. Something must be left to the 
discretion and judgment of the doctor on the spot. 
He is not dealing with an abstract case, but with 
a patient, and he has to bear the whole clinical 
picture in mind. The judge held that a general 
practitioner was entitled to use his common sense, 
experience, and judgment in dealing with a patient 
and that he should not be bound to the literal 
interpretation of what he read in a textbook. Any 
disease could start mildly- and become serious, but 
if a case had an unfortunate end a doctor was not 
negligent if he did not form the opinion that it 
would be serious. Statements in textbooks were no 
substitute for the judgment of the physician in 
charge. Considering all the evidence, the judge 
ruled that the doctor was not negligent and that he 
was not guilty of an error of judgment. It was un¬ 
fortunate that the patient’s condition turned out to 
be as severe as it was. 

Cardiac Status at Birth.—Due to the recent ad¬ 
vances in cardiac surgery', early recognition and 
accurate diagnosis of congenital heart disease have 
become increasingly important. Hallidie-Smith 
(Brit. Med. ]. 1:756, 1960) evaluated die cardiac- 
status of 230 infants just after birdi, with particular 
reference to die incidence and character of cardiac 
murmurs. Fifty-five of the infants were reexamined 
when they were between the ages of 6 weeks and 6 
months. 

The mean sleeping heart rate showed a signifi¬ 
cant increase between the 2nd and die lldi day', 
from 113 to 130 beats per minute. Splitting of the 
first and second heart sounds was clearly audible 
from the time of birdi, and phonocardiography 
showed that the average interval between the two 
was 0.024 second. The incidence of heart murmurs, 
which were all ‘systolic, increased as each day- 
passed. By the eighth day the incidence was 77.4%, 
and systolic murmurs were stiff heard in 48 of the 
55 infants (87%) studied. Most murmurs were short, 
of low or medium pitch, and soft or very soft. 
Systolic murmurs were detected in most infants 
examined antenatally- by- phonocardiography-. It is 
thought that most of diese murmurs persist into 
childhood and are functional In nature. Transient 
cardiac murmurs were heard in infants .who were 
anoxic at birth or who had a severe respiratory- 
infection. As fetal systolic murmurs were frequently- 
recorded during pregnancy it seems that these are 
rarely- due to congenital heart disease. 
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CORRESPONDENCE 


TREATMENT OF POSTOPERATIVE ILEUS 

To the Editor:—' Your abstract of Motta Maia’s pa¬ 
per (/. A. M. A. 172:384 [Jan. 23] I960) is most 
timely since it sheds light on an old but seldom 
used 'method, the treatment of postoperative ileus 
with drugs. Results obtained in the past with sev¬ 
eral peristalsis stimulating drugs, such as hyper¬ 
tonic saline solution, vasopressin, and neostigmine, 
were so poor that the procedure was claimed to be 
of dubious value. Now Motta Maia brings back the 
same old recipe with a new powerful ingredient, 
ambenonimn chloride; I cc., containing only 62.5 
meg. of the drug, produces a better response than a 
fulf milligram of the old neostigmine preparation. 

Prophylaxis or treatment of postoperative ady¬ 
namic ileus or urinary retention are so easily ob¬ 
tained with amhenoniitm chloride that after trying 
it one wonders if intubation is ever needed in the 

treatment of such conditions. 

Our work, which followed the same lines as that 
of Motta Maia, has established the value of the old 
method of using ambenonimn beyond any reason¬ 
able doubt (Arch. hosp. unio. 10:262 [May-June] 
1958, and Surgery 46:1043 [Dec.] 1959). 

Culso Bilbao, M.D. 

J #554 entre 25 v 27 

Vedado 

I-Iabana, Cuba. 

URINARY CONTROL IN CHILDREN 

T . thp Editor—In Tim Journal, March 19, page 

Dv S Whard Mnellner, in Ins instructive 

12001 D r>lJ ‘Thr Development of Urinary Con- 
paper entitled The tbat child ren who 

tvol in Children, their bladder 

fail by the age of 3 ycMS to eni. g described a . 

capacity become he bladder capacity 

rational method for t children, 

and thus stopping the " ^L..; uus disturbance 
Enuresis has always reel ■ f , seating and 

"■« f t; n : s: I""; ^ 

wYneVi they have ti e understand the 

made treatment instead of hymg“ nature. 

cause which seems to be . 

£££ a^XUopment, unknowingly interfere 

with it. £ ,. 1 , interest of the child is 

In the first year of life the ycar of 

centered around its mou y svstem and the 
life this changes to . ti(m Toward the end 
activities i»volyiOfe 1 observes a child closely, 
of the second year. 


one sees that the interest is directed towards the 
genital region. It is through the inhibition of this 
latter stage that enuresis becomes chronic and 
growth is inhibited, which results in the lack of 
development of the bladder which Dv. Muellnet 
has observed. 

It has been my observation that children who 
develop enuresis have had excessive stimulation by 
the significant parent (the boy by the mother, the 
girl by the father) and, at the same time, complete 
inhibition by the mother of any genital masturba- 
tory activity, which one can observe in the child be¬ 
tween the age of 2Vz and 3 years. It is necessary to 
have both of these factors present in order to pro¬ 
duce an enur etic child. To test this six mothers 
whose children were enuretic were treated. The 
only treatment given tire children was a suggestion 
to the mothers that they should reassure their chil¬ 
dren that they would outgrow their enuresis. Treat¬ 
ment of the mothers was directed toward the inves¬ 
tigation of their excessive stimulation of their 
children and their attitudes about masturbation. 
Within a period of three to six months all the 
children developed bladder control. 

David Rest, M.D. 

Suite 2421, Prudential Plaza 

Chicago 1. 


erability 

the Editor-May I presume up on your precious 
e to point out a few salient facts? Your excellent 
:ion labeled Correspondence has it «emstcpm 
n overflowing with controversial but often in. 

^ letters of late. 1 am sure it is your wish to 

,se; i t, ecco b , t0 Haagensens criteria 
fc is * e !S had five-year cures. 

radiation, **<«£ 

I remain, etc. j ^ t. 

I guess that I remain * ls0 ~ El> New york C itv. 
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INTERNAL MEDICINE 

The Most Harmless, Most Practical, and Most Effec¬ 
tive Method in the Prevention of Tuberculous In¬ 
fection: Repeated BCG Vaccination of the Infant 
(Oral Impregnation) and Systematic Annual BCG 
Skin Test (Microrevaccination). M. Fourestier, 
J. Marsault, A. Blacque-Belair, and R. Robert. 
Semaine hop. Pirns 36:S4-90 (Jan. 12) 1960 (In 
French) [Paris]. 

The authors report observations made between 
1955 and 195S in Montreuil, France, on 56 infants 
who were given BCG vaccine in the prevention of 
tuberculosis. The infants were given BCG vaccine 
orally in a single dose of 50 mg. before their first 
feeding in the morning on the 30th day of life. The 
vaccine was diluted in several cubic centimeters of 
boiled sugared water and given to the infant by 
spoon or bottle. No previous skin test for allergy 
was performed. This dose was repeated once a 
month for the following 5 months, the total dose 
being 300 mg. Thirty days after the last administra¬ 
tion of the BCG vaccine, double skin tests for 
allergy, i. e., one ordinary tuberculin test on the 
right arm and a BCG test with 10 mg. of live 
tubercle bacilli applied to a scarification, 1 cm. 
long, on the left arm, were carried out. This double 
test is repeated systematically once every year. 
Eighteen of the 56 infants have been retested 3 
times; 20, twice: and the remaining IS, once. The 
BCG test is considered an annual booster micro¬ 
revaccination, while serving as a most sensitive test 
for the investigation of postvaccinal sensitivity to 
tuberculosis. 

The double skin tests for allergy performed 30 
days after the last administration of the BCG vac¬ 
cine showed a negative tuberculin test and a posi¬ 
tive BCG test in 20 of the 56 infants; both tests 
yielded positive results in 32 and negative results 
in 4. In 22 of the 32 infants with simultaneous posi¬ 
tive results, the positive reaction of the tuberculin 

The place of publication of the periodical appears in brackets pre¬ 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi¬ 
zation and by persons in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files 
cover 1956 to date for English language and 1958 to date for for¬ 
eign language journals. No photoduplication services are available. 
No charge is made ^o members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals pub¬ 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 
property of authors and can be obtained for permanent possession only 
from them. 


test was less intense than that of the BCG skin test; 
in 10 infants the reaction was equally intense, and 
the reaction of the tuberculin skin test was never 
more intense than that of the BCG skin test. In 6 of 
the 18 vaccinated infants who were reexamined for 
the 3rd time, the tuberculin skin tests were negative, 
and the BCG skin tests positive. In 11 infants both 
tests were positive, and in 1 both tests were nega¬ 
tive. Up to date no case of tuberculosis occurred 
among the vaccinated infants. The authors believe 
that this method of vaccination is the least harmful, 
the most practical, and the most flexible of all the 
methods which have been suggested for the pre¬ 
vention of tuberculosis. The vaccination was well 
tolerated, and no side-effects were observed. 

Acute Rheumatic Fever in Young Men: A Clinical 
and Epidemiological Study. J. D. H. Slater and S. 
Rosenbaum. Ann. Rheumat. Dis. 18:285-291 (Dec.) 
1959 [London]. 

A clinical and epidemiologic study in young sol¬ 
diers was undertaken to ascertain the incidence of 
initial and recurrent attacks of acute rheumatic 
fever; the pattern, frequency, and persistence of 
heart damage; and the importance of the preceding 
upper respiratory tract infection. Information was 
obtained from or about 379 soldiers who had had 
an attack of acute rheumatic fever while in the 
army. Ninety per cent of the patients were 17 to 
21 years of age, and all except 3 were under 30 
years old. Detailed reports were available on 2 
groups, one (of 51 men) being treated by one of 
the authors and the other (of 67 men) being treated 
at the Cambridge Military Hospital. Information 
about the remaining 261 patients was obtained by 
examining official medical documents at the War 
Office. As a control group, a total of 1,179 soldiers, 
aged 17 to 22 years, were questioned personally to 
assess the frequency of a past attack of acute rheu¬ 
matic fever as might be typical of such a general 
military population. 

The average frequency of first attacks of definite 
rheumatic fever was found to be 0.59 per 1,000 
young men living in a military community'. A pre¬ 
vious attack increased the risk of an attack about 
42 times. Susceptible persons contracted rheumatic 
fever .within the first few months of community’ 
living, w'hich provides evidence that service condi¬ 
tions increase the risk of rheumatic fever. Why this 
should be is difficult to explain, for increased risk 
of the development of rheumatic fever cannot be 
adequately explained by greater contact with hemo- 
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lytic streptucocd. New heart lesions were detected 
m <31 10 of the patients with rheumatic fever; per¬ 
sistent murmurs developed in 11%, being particular¬ 
ly common in patients who had had a previous 
attack. 


Long History of Heavy Smoking as a Factor Caus¬ 
ing Obstructive Pulmonary Emphysema. K. A. J. 
Jarvinen and K. Thomander. Ann. med. int. Fenniae 
-18:211-217 (no. 4) 1959 (In English) [Helsinki]. 

The incidence of long-continued smoking and cer¬ 
tain other factors causing chronic bronchiolar irri¬ 
tation was studied in 2 carefully selected groups. 
The test group consisted of 42 persons with diffuse 
obstructive emphysema; the control group was com¬ 
prised of 50 persons with healthy lungs. Besides 
the similarity in the method of selection, the 2 
groups corresponded in age and sex distribution. 
Of the 42 persons in the test group, <‘36 were chronic 
heavy smokers (who had smoked a minimum of 
15 Gm. of tobacco [15 cigarettes] per day regularly 
for not less than 10 years); of the 50 persons in the 
control group, only 19 were chronic heavy smokers. 
The correlation between obstructive pulmonary 
emphysema and chronic heavy smoking was even 
more striking among the women; 6 of the 11 women 
with obstructive pulmonary emphysema were 
chronic smokers, whereas only 2 of the 17 healthy 
women in the control group were smokers. Thirty- 
five of the 42 persons with obstructive pulmonary 
emphysema had chronic bronchitis, while none of 
the 50 persons in the control group had chronic 
bronchitis. Seven persons in the test group had a 
history of bronchial asthma for 10 to 46 years, and 
2 had severe asbestosis. 

Although the material studied was relatively 
limited, it does warrant the conclusion that long- 
continued and heavy smoking is one of the factors 
predisposing to the genesis of obstructive pul¬ 
monary emphysema. The correlation between 
chronic bronchitis and cigarette smoking has been 
found to be so close that even the frequency of 
bronchitis increased with the number of cigarettes 
smoked. Irritation of the bronchioles because of 
continual and heavy smoking leads to obstruction 
of the lumen and to the development of obstructive 
pulmonary emphysema. 

The Magnesium-Deficiency Tetany Syndrome in 
Man. B. L. Vallee, W. E. C. Wacker, and D. D. 
Ulmer. New England J. Med. 262:155-161 (Jan. 28) 
1960 [Boston]. 

Magnesium is second only to potassium in abun¬ 
dance as in intracellular cation, but while great 
strides have been made in the recognition of ab¬ 
normalities in the metabolism of sodium and potas¬ 
sium, the same could not be said about magnesium. 
The development of a multichannel flame spectrom- 
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eter, capable of measuring magnesium simply 
accurately, and rapidly, has provided the mean f 
overcoming this obstacle. The present paper de¬ 
scribes a new specific clinical entity, human mae- 
nesium-deficiency tetany. This syndrome is virtually 
identical to that of hypocalcemic tetany, from which 
it can be distinguished only by chemical means. Its 
manifestations correspond almost exactly with those 
seen in magnesium-deficient animals. 

The authors describe clinical and laboratory ob¬ 
servations on 5 patients with tetany due to mag¬ 
nesium deficiency. Sustained losses of gastrointes¬ 
tinal secretions, prolonged parenteral fluid therapy, 
or severe infection acted as conditioning factors tc 
produce the syndrome in previously malnourishec 
persons. The clinical manifestations of the disease 
consist of tetany with carpopedal spasm or positive 
Chvostek and Trousseau signs, convulsions, athe 
toid movements of the extremities, and marked re 
action to mechanical and auditory stimulation. Ii 
each case the concentration of magnesium in serun 
was markedly depressed, whereas the serum cal¬ 
cium concentration was normal. In all 5 patients 
with magnesium-deficiency tetany, parenteral ad¬ 
ministration of magnesium sulfate promptly and 
completely reversed the symptoms, signs, and chem¬ 
ical changes of the disease. 

Diabetic Acidosis: An Evaluation of the Cause, 
Course and Therapy of 73 Cases. J. W. Runyan Jr. 
and D. Hurwitz. Ann. Int. Med. 52:55-86 (Jan.) 1960 
[Lancaster, Pa.]. 

In the medical emergency presented by diabetic 
acidosis, a team effort and an organized approach 
has reduced the mortality. At a 2,000-bed municipal 
hospital, an approach to treatment based on cur¬ 
rent concepts was printed on a standard form, and 
was made available by the diabetes unit to all the 
medical and pediatric services. This report is based 
on observations on 52 patients who were admitted 
73 times for episodes of diabetic acidosis. In 21 
patients diabetes was recognized for the first time 
on admission. Among the remaining 31 patients, 16 
had had previous episodes of acidosis, and 15 were 
acidotic for the first time. Not one of the patients 
had had control that could be classified as excellent 
or good. Most were casual in their approach to the 
disease. Five of the 31 patients with known diabetes 
had control classified as fair; none of these had had 
previous episodes of acidosis. The remaining -6 ia 

poor control. ... 

The most common precipitating factor of acidosis 

in those with known diabetes was the omission o 
insulin. This occurred in 20 patients; in one- la 
of these, emotional disturbances were rew 
the omission of insulin, and in the other ha , a 
gence was at fault. The second most freque 
cipitating factor was infection, present m 
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The infections were diverse in nature. Although in¬ 
fections were present on admission in many of the 
patients, the majority complained of symptoms di¬ 
rectly referable to their uncontrolled diabetes. 
Twenty-six patients came to the hospital because of 
severe nausea and vomiting; 25 patients were 
brought in because of varying degrees of stupor or 
coma; 11 patients were completely unresponsive to 
external stimuli at the time of admission. Severe 
abdominal pain was the chief complaint in 9 pa¬ 
tients. 

Although fever was not uncommon in the pa¬ 
tients with associated infections, a number, par¬ 
ticularly those who were severely dehydrated and 
in shock, were found to be hypothermic. Tachy¬ 
cardia (pulse rate over 100 per minute) was usually 
present, and was more marked in the patients with 
severe acidosis. Overbreathing is a well-known ac¬ 
companiment of diabetic acidosis. A review of the 
physical findings disclosed that the signs of dehy¬ 
dration were prominent. Dry skin was observed in 
93%, flushing of die face in 74%, and soft eyeballs 
in 34% of the patients in whom note was taken of 
diese findings. The odor of acetone was found on 
the breaths of 41% of the patients. True Kussmaul 
respiration was recorded in almost half of the pa¬ 
tients, and again, like acetone odor, was twice as 
frequent among the patients with severe acidosis. 

Immediately upon completion of urine and blood 
tests, patients were given 100 to 200 units of reg¬ 
ular insulin subcutaneously. Intravenous adminis¬ 
tration of insulin was resorted to in patients in 
shock. Subsequent doses were 50 to 200 units of 
regular insulin subcutaneously at hourly intervals 
until improvement ensued. This program was modi¬ 
fied according to the needs of the individual pa¬ 
tients. Patients with moderate acidosis received an 
average of 560 units of ordinary insulin during the 
first 48 hours; patients with severe acidosis received 
almost double these amounts. For fluid replace¬ 
ment, hypotonic solutions were utilized. For initial 
hydration, 1 to 3 liters of the hypotonic solution, 
containing sodium (100 mEq. per liter), chloride 
(60 mEq. per liter), and lactate (40 mEq. per liter), 
were used. If there was sufficient improvement, 
5% dextrose was added after from 4 to 6 hours. If 
improvement in blood and urinary sugar had not 
occurred after 3 liters of hypotonic solution, iso¬ 
tonic sodium chloride solution was administered, 
depending upon the electrolyte status. Less than 
half of the patients received potassium intravenous¬ 
ly, and no severe hypopotassemia was observed. 
Potassium by mouth was added when it could be 
tolerated. The early use of long-acting insulin and 
early ambulation shortened hospitalization. Four 
deaths occurred in patients over 65 years. There 
were 9 instances of new or recurrent urinary tract 
infections associated with indwelling catheters, and 
the dangers of catheterization are highlighted. It 


became clear that tire prophylactic use of antibi¬ 
otics is useless, and that they should be used only 
for specific infections. 

Observations on Erythrocyte Sodium and Potassium 
Concentrations in Patients with Kidney Disease. 
G. Manganelli and L. Pinto. Sett. med. 47:527-533 
(Nov. 30) 1959 (In Italian) [Florence, Italy]. 

The authors measured serum sodium, chlorine, 
and potassium concentrations, as well as erythrocyte 
sodium and potassium concentrations, in 26 pa¬ 
tients with kidney disease and compared them with 
those of 50 healthy persons. The nephrotic syn¬ 
drome was present in 5 patients; chronic glomerulo¬ 
nephritis, in 14; and active or regressive acute 
nephritis, in 7. The changes of erythrocyte sodium 
and potassium concentrations took place more often 
and were more marked than the changes of serum 
sodium and potassium concentrations in this series 
of patients. It also appeared that the changes of 
erythrocyte sodium and potassium concentrations 
varied independently from the changes of serum 
sodium and potassium concentrations, and vice 
versa. It was not possible to establish a correlation 
between the changes of erythrocyte sodium and 
potassium concentrations and the type of kidney 
disease. There was no relationship between 
changes of the electrocardiographic patterns and 
the serum-erythrocyte electrolytic balance. There 
were no significant changes of chlorine with re¬ 
spect to sodium, except that hyperchloremia was 
observed in a few instances of the nephrotic syn¬ 
drome. It appears from this study that the changes 
of erythrocyte potassium and sodium concentrations 
are a better index of the electrolytic balance in a 
patient with kidney disease than are the changes 
of serum potassium and sodium concentrations. 

Positive Stool Guaiac Test After Meat Ingestion in 
Patients Who Have Undergone Gastrectomy. H. M. 
Spiro and H. L. Frucht. New England J. Med. 262: 
18S-1S9 (Jan. 28) 1960 [Boston], 

In a patient who had undergone subtotal gastrec¬ 
tomy some years ago, the authors observed a per¬ 
sistently positive guaiac test while the patient was 
taking a regular diet; the test became negative 
when the patient stopped eating meat. Accordingly, 
they present studies demonstrating that after sub¬ 
total gastrectomy a rapid transit time or poor diges¬ 
tion may lead to the presence of meat in the feces 
and to a test for blood that is ‘Talsely positive'' in 
that it does not reflect intrinsic gastrointestinal dis¬ 
ease. They conclude that, in the evaluation of a 
patient with subtotal gastrectomy for the presence 
of bleeding by the guaiac test, a meat-free diet is 
essential if occasional false-positive tests due to 
dietary intake are to be excluded. 
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Restenosis of the Mitral Valve: An Account of 50 
Second Operations. J. R. Belcher. Lancet 1:181-184 
(Jan. 23) i960 [London]. 

1 he author reports on 50 patients with mitral 
•stenosis, who had undergone commissurotomy and 
m whom reexploration of the mitral valve was ear¬ 
ned out. There were 29 patients with “false” re¬ 
stenosis, the condition being defined as that which 
might follow inadequate commissurotomy; in these 
patients, although considerable improvement often 
followed enlargement of the orifice, the cups re¬ 
mained in apposition; as a result, the valve orifice 
was likely to decrease in size again, and so lead to 
the return of symptoms. In 17 patients “true” re¬ 
stenosis was observed, which might occur when at 
least one commissure had been fully opened at the 
1st operation. In the remaining 4 patients the size 
of the orifice had changed little since the 1st opera¬ 
tion. In 31 of the 50 patients the author had per¬ 
formed the original commissurotomy; these patients 
"'ere derived from a series of 294 patients, sub¬ 
jected to valvotomy and followed up for a period 
ranging from 1 to 7 years, an incidence of 11%. Of 
the 50 patients, 46 were followed after the 2nd op¬ 
eration from 6 months to 3 Ms years. The operative 
mortality for the reexploration was S%, which was 
a little higher than that of 5.5% for the primary 
valvotomies. Of the 42 surviving patients, 8 ob¬ 
tained excellent results; 17, good results; 10, fair re¬ 
sults; 4, poor results; and there were 3 late deaths. 
Thus, more than 50% of the patients obtained a 
satisfactory increase in exercise tolerance, a result 
almost as good as that from the 1st operation, and 
in 11 this has been maintained for more than 2 
years. In the diagnosis of restenosis, a detailed re¬ 
port of the 1st operation is important. The traus- 
ventricular method of valvotomy has proved ad¬ 
vantageous. 

One Hundred Cases of Intracavitary Thrombosis in 
Patients Operated on for Mitral Commissurotomy. 

P. H. B. de Anda, M. J. Reinhold, and P. Fiamberti. 
Gac. med. Mexico 89:905-918 (Nov.-Dee.) 1959 (In 
Spanish) [Mexico, D. F.]. 

Among 759 patients who underwent commissur¬ 
otomy at the Institute Nacional de Cardiologia de 
Mexico between 1952 and 1958, 100 (7.6%) had 
intracavitary thrombosis ascertained during the op¬ 
eration. These 100 patients were studied as to the 
presence of cardiomegaiy, preoperative complica¬ 
tions, and diagnosis and course of the disease. Four 
hundred ninety-six patients without intracavitary 
thrombosis at the time of the operation were stud¬ 
ied as a contratest group. The following conclusions 
were drawn: The diagnosis of intracavitary throm¬ 
bosis may be suggested, but not made with cer¬ 
tainty, on the basis of atrial fibrillation and caidiac 


J.A.M.A., May 14, lgg 0 

insufficiency of long duration. Atrial thrombosis a 
nutral onfice smaller than 1 sq. cm., and absence oi 
rheumatic activity were observed in the great nu 
Jonty of the patients. About 50% of them had a 
favorable long-term course, which in itself is 
indication that a suspected intracavitary thrombosis 
should not prevent surgical treatment, in spite of 
t re greater risk involved in . the presence of this 
complication. Eighteen patients in this series died. 
Only 7 deaths were a consequence of surgical acci¬ 
dents. Most deaths occurred as a result of cerebral 
or aortic embolism, or of mitral tamponade. 

A Follow-up Study 14 to 20 Years After Ventriculo¬ 
cisternostomy. A. Torkildsen. Acta psychiat. et 
neurol. scandinav. 35:113-121 (no. 1) 1960 (In Eng¬ 
lish) [Copenhagen]. 

4 lie author performed the first ventriculocis¬ 
ternostomy in Oslo in 1937. Since then, 3 groups of 
patients—the 1st with tumors in the pineal gland, 
the 2nd with tumors in the 3rd ventricle or infil¬ 
trating the walls of this ventricle 1 outside the pineal 
gland, and the 3rd with occlusion of the aqueduct of 
Sylvius—were subjected to ventriculocisternostomy, 
Fourteen of these patients were alive by July 1, 
1945; 3 were patients in the 1st group, 5 in the 
2nd group, and 6 in the 3rd group. One patient in 
tire 1st group, surviving in 1945, is still alive 20 years 
after the operation; he is in good health, working 
as a teacher. The 2nd patient in this group died 10 
years after the surgical intervention, apparently 
because of the neoplasm, but was capable of work¬ 
ing until the last year of life. The 3rd patient died 
4 years after the ventriculocisternostomy because 
of metastases from a pinealoma. 

Two of the 5 patients, surviving in 1945 in the 
2nd group, are alive now, 20 and 17 years, respec¬ 
tively, after the operation; both are in excellent 
health. One patient lived 8 years after the opera¬ 
tion and was capable of working until shortly before 
death; another patient apparently was in good 
health during the 7-year period prior to death; a 
3rd patient who died after 5 years was seriously 
disabled during most of the postoperative period. 
Of the 6 patients in group 3 who were alive in 
1945, 3 are alive now, 18, 17, and 14 years, respec¬ 
tively, after the ventriculocisternostomy. All are in 
good condition, are capable of working, and have 
not had symptoms of recurring intracranial hyper¬ 
tension, although one has some mental retardation. 
The remaining 3 patients have died since D»- 
Cerebrospinal rhinorrhea occurred in one who died 
4 years after the operation; a few days belore 
death there were symptoms which may have xm 
due to intracranial hypertension. Autopsy ievea e 
occlusion of the drain which had been mtroduu 
at the time of operation, this being the only 1 ■ 
in the series known to have such postopen ^ 
occlusion. The cause of death, however, w. 
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betes mellitus. One patient died of bilateral pul¬ 
monary tuberculosis 10 years after the operation, 
and another died of unknown cause 4 years after 
the operation. 

Thus, 6 of the 14 patients surviving in 1945 are 
still alive, and all of them are in good condition. 
Concerning the technique used in ventriculocistern¬ 
ostomy, the author now passes the tube extradural- 
ly, but intracranially, down to the cistema magna. 
No other changes in the operative technique have 
been made. 

Catheterization of the Left Side of the Heart: A 
Key to the Solution of Some Perplexing Problems 
in Cardiovascular Diagnosis and Management. E. R. 
Kelly, A. G. Morrow, and E. Braunwald. New Eng¬ 
land J. Med. 262:162-167 (Jan. 28) 1960 [Boston]. 

This report is concerned with the usefulness of 
catheterization of the left heart in the clinical man¬ 
agement of 6 patients with unusual manifestations 
of relatively common forms of heart disease. In 
each, the definitive diagnosis and a rational thera¬ 
peutic plan could be established only with the help 
of catheterization. The 1st patient presented with 
severe congestive heart failure, and no apical dia¬ 
stolic murmur was audible. There was electrocar¬ 
diographic evidence of hypertrophy of the right 
ventricle, and it was assumed that the failure was 
primarily of myocardial origin. After catheteriza¬ 
tion, severe pulmonary hypertension, pulmonary 
vascular disease, or occult mitral stenosis appeared 
more likely. The presence of circulatory shunts was 
excluded by inert gas and indicator-dilution studies. 
However, the presence of pleural effusions and 
miliary pulmonary nodules suggested a systemic 
disease, and the relatively small size of the heart 
reinforced this belief. Catheterization of the left 
heart proved the presence of severe mechanical ob¬ 
struction at the mitral valve, and the patient was 
benefited by mitral commissurotomy. There were 
5 other patients in whom catheterization proved 
useful: one with hemodynamically mild mitral 
stenosis; one with “mixed” mitral lesions; one with 
myocardial disease simulating valvular disease; one 
in whom the severity of aortic stenosis was in ques¬ 
tion; and one with unusual hemodynamic sequelae 
of aortic valve disease. 

The Ivalon Sponge Procedure for Myocardial Re¬ 
vascularization. A. Vineberg, T. Deliyannis, and 
G. Pablo. Surgery 47:268-289 (Feb.) 1960 [St. Louis], 

The possibility that the myocardial network of 
vessels could rearrange themselves within the myo¬ 
cardial framework to form a sponge-like network 
of spaces and vessels, communicating not only with 
one another but also with extracardiac vessels, with 
coronary arteries and veins, and with the ventricular 
lumen itself, has been experimentally studied by 
the authors since 1956. The Ivalon-sponge opera¬ 


tion was developed and tested on 54 dogs, 25 of 
which were contratest animals and 29 were treated. 
Myocardial ischemia was produced by placing con¬ 
strictors around the origins of the anterior descend¬ 
ing and circumflex branches of the left coronary 
artery. Removal of the epicardium and serous peri¬ 
cardium was done with a Beck scraper. Then 
sheets of Ivalon sponge, 1/16 in. (1.6 mm.) thick, 
were placed upon the front and back of the heart, 
where they were held in place by a few stitches of 
interrupted silk sutures. Twenty-two Ivalon-sponge- 
treated and 20 contratest animals were left for 
evaluation of the results, after excluding those that 
had had complications. Only 2 of the contratest 
dogs survived an 18-day period, the others appar¬ 
ently dying of myocardial ischemia. Nineteen of 
the 22 Ivalon-sponge-treated animals survived for 
3 months or longer. Some of them were studied 
before and after being killed. It was obvious that 
the Ivalon-sponge sheets, applied directly to the 
bared myocardium, had in certain animals resulted 
in the development of a type of extracoronary blood 
supply sufficiently large to relieve the ischemia 
caused in the left ventricle by the constrictors. 

The Ivalon-sponge operation was applied to a 
group of poor-risk patients with coronary artery 
insufficiency. Four of these patients had severe left 
ventricular failure and enlargement, and 4 were 
over 60 years of age. Eight patients underwent only 
the Ivalon-sponge operation, and 6 also had an 
artery implanation. There was no mortality in this 
series. The Ivalon-sponge-treated patients were out 
of bed on the 5th postoperative day, and'at home 
within 2 or 3 weeks. The majority of the patients 
were free of pain at the time this article was writ¬ 
ten and seemed to be improving every day. 

Diagnosis and Surgical Treatment of Constrictive 
Pericarditis. F. G. Uglov. Surgery 47:247-259 (Feb.) 
1960 [St. Louis]. 

The numerous and varied symptoms of constric¬ 
tive pericarditis result from limited diastole, which 
is responsible for the stasis in systemic circulation 
and the subsequent development of decompensa¬ 
tion. Arrhythmia and tachycardia are common in 
the early stage, when they occur only on exertion. 
Physical examination frequently reveals cyanosis 
and edema of the face and swollen jugular veins. 
Ascites is often massive. The rise of venous blood 
pressure, enlargement of the liver, electrocardio¬ 
graphic findings of fall of curve voltage and low 
T waves, and indistinct outlines of the cardiac 
shadow in roentgenograms are among frequent 
signs and symptoms of constrictive pericarditis. 
The clinical picture is completed by increasing 
dyspnea, weakness and easy fatigability, and pain 
in the epigastric region. Kymographic findings are 
helpful in the diagnosis and selection of the proper 
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• operative approach to the heart. Operative inter- 
vention is imperative once the diagnosis has been 
made. 

1 he author performed 50 operations for constric¬ 
tive pericarditis with the following approaches: 
intmcostnl transpleural (1); parasternal with rcsec- 
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proach obtained good results, and 4 obtained 
marked improvement. These results were main¬ 
tained for periods of 6 months to 6 years. Four pa¬ 
tients died one month after the operation. Most of 
the 22 patients who underwent resection by the 
flap incision technique were poor surgical risks. 
I en of them showed considerable improvement, S 
made good recovery, 3 had slight improvement, 
and 1 died. Evaluation of early and late operative 
results indicates that the Hap incision is superior to 
other methods. This type of incision, which was 
developed by the author, begins at tbe level of the 
midelavicular line, extends along the lower margin 
of the 2nd rib to the right of the midsternai line, 
then goes along the right border on the midsternai 
line downward as far as the 6th intercostal space, 
and along the latter to the left up to the midaxih 
buy line. A musculocutaneous (lap is dissected, 
exposing the sternum, rib cartilages, and distal 
sections of the 2nd to 6th ribs. 

The author’s experience suggests that the results 
of operative intervention in constrictive pericarditis 
are in direct relation to the amount of the resected 
pericardium and the completeness of the decortica¬ 
tion of large vessels from the pericardial ring con¬ 
stricting them. The transbipleural approach affords 
vast possibilities for the surgeon, since he can re¬ 
move the whole pericardium, although in extensive 
denudation of the heart acute cardiac dilatation is 
a potential danger during the early postoperative 
period. This approach should be used mostly on 
patients with scarring deformation about the in¬ 
ferior vena cava necessitating resection, for the 
access to the inferior vena cava is difficult from the 
left flap incision. For all other sections of the heart 
the method of Hap incision is advocated, because it 
is less traumatic and provides good results in both 
the early and the late postoperative periods. 

The Influence of Clorpactin VVCS-90 on the Bac¬ 
terial Complications of Surgery. M. K. DuVal and 
F. H. Howard. Surgery 47:210-216 (Feb.) 1960 

[St. Louis]. 

A study of the effects of Clorpactin VVCS-90, a 
nontoxic, nonallergic, water-soluble monoxychloro- 
sene, in preparing the skin and irrigating the woun 
at the time of operation, was made over a period 
of one year and included 1,000 patients. The series 
comprised 533- males and 467 females of all ages, 
from newborn infants to octogenarians. The experi¬ 


mental group was composed of 489 patients in 
whom the skin at the site of operation was scrubbed 
for 5 minutes with a 4% Clorpactin WCS-90 soln 
turn in distilled water; as the operation proceeded 
the wound was irrigated for a full minute with 
eSUU ce. of the Clorpactin solution once, every hour 
and again at the time of wound closure. .In some 
cases irrigation of the peritoneal or the pleural 
cavity was done. Nondrained operative wounds 
were covered with sterile dressings for 4S to 72 
hours, and then left exposed. The control group 
was composed of 511 patients, who underwent the 
same procedure, with use of a surgical soap con¬ 
taining hexaehlorophene for scrubbing the skin and 
a sterile sodium hydrochloride solution for irrigat¬ 
ing the wound. 

There were 262 “clean” and 249 “contaminated” 
patients in the liexachlorophene-treated group, 275 
clean” and 214 “contaminated” patients in tbe 
Clorpactin-treated group. The incidence of wound 
infection was 4.6% in the clean and 9.8% in the 
contaminated patients of the control group, while 
in the experimental group these percentages were, 
respectively, 1.8 and 7.5%. Although the difference 
is not statistically significant, there is evidence of a 
protective effect of Clorpactin. Further observations 
showed that, when the contact time with Clor¬ 
pactin during the irrigation of the wound is in¬ 
creased from 1 to 3 minutes, the rate of protection 
also increases. One significant difference was that 
in the Clorpactin series 75% of the infections oc- 
ciured either in cases of peripheral vascular sur¬ 
gery, in which the blood supply was insufficient, or 
in cholecystectomies. This limitation of infection 
was not noted in the control group. The failure of 
preventing infection in peripheral vascular opera¬ 
tions justifies the inference that no agent can be a 
substitute for good surgical technique and gentle¬ 
ness in handling tissue, especially in situations of 
compromised blood supply. 

Results Obtained by Superficial Femoral Vein Liga¬ 
tion. H. W. Keisker and R. F. Bowers. Surgery 
47:224-229 (Feb.) 1960 [St. Louis]. 

A group of 158 patients underwent 308 superficial 
femoral vein ligations as an emergency procedure 
in different circumstances, such as clinical evidence 
of phlebothrombosis, indication that pulmonary em¬ 
bolus had arisen from leg thrombosis, and need for 
a prophylactic measure when there was a history 
of venous disease or when there were signs of im¬ 
minent thrombosis. Ligations in patients receiving 
anticoagulant therapy were reserved for emeigen- 
cies, such as failure of the therapy, recurrence of 
pulmonary embolus of thrombosis disease, presence 
of large granulating areas, or imminence o: req 
eration. There were 2 postoperative f 

Follow-up studies of 2 to 10 years were conduc^ 
on 124 patients from the original groni 
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Thirty-eight patients had died of unrelated causes, 
and 34 could not be contacted. Fifty-seven of the 
remaining 86 patients were interviewed personally, 
and 29 were checked by a questionnaire letter. 

Three patients demonstrated nonfatal pulmonary 
emboli, occurring, respectively, at 3 months, 7 
months, and 9 years postoperative])'. Vena cava 
ligation prevented any further pulmonary incidents 
in these 3 patients. Postligation pulmonary infarcts, 
occurring, respectively, at 3 months, 4 months, 5Vi 
years, and 8 years after the operation, were sug¬ 
gested by observation of 4 other patients. Thirty- 
eight patients complained of severe swelling of the 
legs, and 10 complained of mild swelling. The great 
majority stated that they had no difficulty in walk¬ 
ing as much as 1 or 2 miles. Ulcers of the legs were 
found in 10 patients, 3 of whom already had ulcers 
prior to the ligation. Induration was present only 
where there was severe swelling, or when it was 
associated with ulcers. Only 2 of the patients who 
were able to work normally before the operation 
became unable to resume a gainful occupation. 
Femoral ligation appears to be safe, has a low mor¬ 
tality and morbidity rate, and in this series was not 
followed by fatal pulmonary embolism. 

NEUROLOGY & PSYCHIATRY 

The Married Mental Defective: A Follow-up Study. 
C. H. Shaw and C. H. Wright. Lancet 1:273-274 
(Jan. 30) 1960 [London]. 

The authors selected a random sample of 242 
persons (120 men and 122 women, including 10 
couples whose partners were both known mental 
defectives) in a study of the married mental defec¬ 
tive in Sheffield, England. These persons were 
followed up systematically to see what success they 
had made of marriage, 197 (Sl%) of them even¬ 
tually being traced. Of 122 defectives in whom 
the intelligence quotient (IQ) was recorded, 93 
(76%) had an IQ of between 50 and 69; the IQ 
of 13 (11%) was above this range, and that of 
16 (13%) was below. The mean age of marriage 
among the men was 22.2 years, compared with 25.2 
years among the women. Twenty-six infants born 
of these marriages died, an infant mortality rate of 
about 73 per 1,000 live births. Thirty-eight divorces 
or permanent separations were met in the survey, 
equivalent to 20% of the total families traced; 9 
marriages were obviously unsatisfactory even to 
the outsider. Nevertheless, most of the marriages 
seemed to be reasonably happy and stable, even 
when the families presented problems to others. 
Twenty-six families could be described as problem 
families in the sense that they had presented prob¬ 
lems to several social agencies. The home environ¬ 
ment seriously jeopardized the physical and mental 


development of the children. In 15 families one or 
more children had to be removed from the care of 
the parents, though the family was not necessarily 
split up at the time of the survey. Of the 10 families 
in which both husband and wife had been ascer¬ 
tained mental defectives, 5 were regarded as prob¬ 
lem families; of the other 5 families, only 2 could 
be considered satisfactory, 1 of these, being a child¬ 
less couple. 

The impression from the survey was that mental 
defectives tend to choose, or be chosen by, a partner 
of approximately their own intelligence level. 
Though families existed in which all the members 
were obviously mentally subnormal, usually they 
(the members) tended to show ranges of ability not 
so very different from the average. A little extra 
effort, if the ability were there, could make all .the 
difference in enabling a family to manage its affairs 
in a way acceptable to the community. The size of 
these subnormal families was larger than the av¬ 
erage, though the additional births were to some 
extent balanced by the number of infant deaths. 
The employment record of the defectives was fairly 
good, despite a hard core who contributed little or 
nothing to the support of themselves and their fam¬ 
ilies. The proportion of men who had fallen foul 
of the police was rather high. Most had been dealt 
with under the normal penal procedure, though 13 
apparently were admitted to an institution as a di¬ 
rect result of the offence. A fairly high proportion of 
the children found neglected were the offspring of 
defective parents who themselves had an unsatis¬ 
factory upbringing. Patience and forbearance will 
be necessary if the mentally handicapped are to 
live in the community in peaceful coexistence. 

Follow-Up Study of 849 Men Admitted for Mental 
Disorders to the Psychiatric Ward of a General 
Hospital. H. Forssman and 13. Jansson. Acta psy- 
chiat. et neurol. scandinav. 35:57-72 (no. 1) 1960 
(In English) [Copenhagen], 

The authors report on 849 men, 459 of whom had 
been admitted for mental disorders to the psychi¬ 
atric ward of the main general hospital in Goteborg, 
Sweden, in 1947; the remaining 390 were admitted 
in 1952. In 1957 a 10-year follow-up study was 
made on 3S5 patients (84%) of the 1947 series, and 
likewise a 5-year study on 358 patients (91%) of 
the 1952 series. Of the 385 patients, 283 (62% of the 
original 1947 series) were given a personal psychi¬ 
atric examination, and of the 35S patients, 298 (76% 
of the original 1952 series) were given such an 
examination. An attempt was made to study the 
mental conditions of the patients at the time of the 
reexamination and to trace back the course of any 
disability during the years since discharge from the 
psychiatric ward. The results were evaluated on 
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social grounds, mainly on work capacity. An exten¬ 
sive objective social study was made of all the men 
covered by the follow-up. 

ft was found that, of the 385 patients from the 
ser ! es > 32 ? were alive and, of the 358 from the 

iv^\' SCrieS> 335 werc alive - the 329 patients, 216 
(66.o) were mentally healthy, or at least capable of 
working, and so were 245 (73%) of the 335 patients. 

Ihese results correspond with similar results re¬ 
ported in the literature. Of the 329 patients 132 
(40%) and, of the 335 patients, 159 (48%) had a 
favorable outcome insofar as they had not been 
readmitted to any psychiatric ward or had had no 
mental symptoms that prevented them from work¬ 
ing during all, or practically all, the time since 
their discharge. As would be expected, the patients 
admitted for the first time in 1947 or 1952 showed 
a better outcome than those who had been ad¬ 
mitted before. This was clearly demonstrated by a 
study of the course of any disability. The final re¬ 
sults in the alcoholic addicts, who represented 35% 
of the 1947 series and 23% of the 1952 series, did 
not differ much from those in the total series or 
from those in the total series minus the alcoholic 
addicts. Patients with alcoholism, however, ap¬ 
peared to be more prone to recurrences than the 
other patients. 

The final results in patients with a reactive de¬ 
pression were distinctly better than those in the 
total series, while those in patients with endogenic 
depression did not differ from the final results in 
the total series. The patients hospitalized when they 
were of middle age or older had final results which 
were slightly worse than those obtained by pa¬ 
tients admitted to the psychiatric ward when they 
were young. 

Effect of Menstruation on Schoolgirl’s Weekly 
Work. K. Dalton. Brit. M. j. 1:326-328 (Jan. 30) 

1960 [London]. 

The author collected data on the effect of men¬ 
struation from a boarding school for girls in south¬ 
east England during the autumn term. A total of 
1,560 weekly marks of the schoolwork were avail¬ 
able for analysis from 217 menstruating girls, be¬ 
tween the ages of 11 and 17 years. The adverse 
effect of menstruation on the normal schoolwork 
of these girls was evidenced by the finding that one 
in every 4 girls had a fall in weekly maik diuing 
the premenstrual period, followed by a rise aftei 
menstruation. It is appreciated that in times of 
stress the premenstrual symptoms are increased. It 
would appear, therefore, that on occasions of im¬ 
portant examinations the handicap imposed by men¬ 
struation will be proportionately increased. About 
one girl in 6 in any examination entry will be in 
her premenstrual period and thus at her lowest in¬ 
tellectual ebb. 


J.A.M.A., May ;5 C!) 
GYNECOLOGY & OBSTETRICS 
Relationship of Hysterectomy to Chronic Arthritis 
[Lond^nf^ 01 ’' R leumatisni (Jan.) I960 

In the course of a statistical investigation for 
different purposes, it was found that --- - 


inn , —m a series of 

1U0 women with a rheumatoid type of arthritis 1% 
had had to be subjected to hysterectomy. A figure 
of 3% was derived from 2 series of 100 women each 
of similar age groups, who had consulted general 
practitioners and had undergone various types of 
operations. On the other hand, of a similar group 
of 100 women who had osteoarthrosis, 21 had un¬ 
dergone hysterectomy. All groups consisted of a 
consecutive series of women who attended a clinic 
for rheumatic complaints, and who were unselected, 
apart from being over 45 years of age. The author 
was unable to find in the literature any mention 
that the absence of the uterus or pelvic surgical 
disorders has any activating influence on the de¬ 
velopment of osteoarthrosis, as these figures might 
suggest. The relationship of rheumatoid arthritis to 
hysterectomy is of no apparent significance, as the 
figure is not significantly different from the ones 
derived from 2 samples of normal population, al¬ 
though an abnormality in progesterone metabolism 
in rheumatoid arthritis has been reported. 

In consideration of the possibility of a general 
constitutional derangement as a result of the hyster¬ 
ectomy, the series of cases were reanalyzed on 
the basis that the presence of clinically palpable 
Heberden’s nodes on the terminal joints of the 
fingers might be some evidence of a generalized 
degenerative osteoarthritic condition. From the find¬ 
ings obtained, it would appear that some constitu¬ 
tional or metabolic change is induced by hysterec¬ 
tomy, which may have a positive relation to tire 
pathogenesis of osteoarthrosis. Literature reports 
related to this problem are discussed, and the au¬ 
thor points out, among others, that the constitu¬ 
tional changes brought about by hysterectomy may 
lead to the activation or induction of arthritic 
changes in persons genetically susceptible by lea- 
son of an inherited autosomal gene dominant in 
females. The endocrine shock, or, in fact, the re¬ 
moval of the uterus, has also to be considered in 
the light of the experimental arthritis produced by 
the anterior pituitary growth hormone, and the 
overactivity of the pituitary inferred from the over¬ 
production of the gonadotropins after the age of 
50. The possible disturbances induced by hysterec¬ 
tomy in the related endocrine systems should also 
be considered. The interrelationship of the hypo¬ 
physis, the thyroid, and the suprarenal glands: to 
menstruation is well known, and thus a dis tance 

may be induced by the sudden remoja of the 

uterus. The author remarks that diere is htt^^^ 
dence in generalized osteoarthrosis of ^ 

features of a hypoestrime state, especially* 
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sis is characterized by dense hypertrophic bone 
tissue in distinction to the generalized osteoporosis 
associated with a deficiency in estrogens and andro¬ 
gens. Further investigations of these endocrine re¬ 
lationships in the pathogenesis of osteoarthrosis 
seem warranted. 

Pudendal Block Anaesthesia in Obstetrics: A Re¬ 
view of 510 Operative Deliveries. J. A. Goldman. 
Brit. J. Anaesth. 31:53S-542 (Dec.) 1959 [Altrincham, 
England]. 

Goldman presents observations on 510 patients 
who were delivered operatively of 525 babies in the 
obstetric department of the Beilinson Hospital, 
Petach-Tiqvah. Israel, between 1955 and 1959. The 
complications of pregnancy or labor in which pu¬ 
dendal block was used included heart disease, pul¬ 
monary disease, diabetes, toxemia of pregnancy, 
severe myopia, blood dyscrasia, recent thyroidec¬ 
tomy or nephrectomy, previous cesarean operation, 
premature delivery, prolonged labor, fetal distress, 
deep transverse arrest, and persistent occiput pos¬ 
terior position. The methods of delivery used under 
pudendal block were: low forceps in 460 cases; mid 
forceps in 14; assisted breech delivery in 39; and 
breech extraction in 12. 

The parturients were carried through labor un¬ 
der anesthesia induced by an intravenously admin¬ 
istered analgesic “cocktail'’ of meperidine, pro¬ 
methazine, and levallorphan, or by intramuscularly 
administered meperidine alone. With this form of 
analgesia, when delivery was about due, many of 
the parturients were relaxed and drowsy, sleeping 
during intervals and waking slightly during con¬ 
tractions. A mixture of 1" lignocaine with hyalu- 
ronidase, 1,500 1. U., and 0.5 ml. of 1:1,000 epi¬ 
nephrine solution was used to produce anesthesia 
in the form of a pudendal nerve block. About 50 ml. 
of this solution was injected with the aid of a 10-ml. 
Luer-Lok syringe with a 6-in. lS-gauge spinal 
needle. A wheal was made in the skin on each side, 
and the needle was introduced about midway be¬ 
tween the anus and the ischial tuberosity. Two 
fingers in the vagina located the ischial spine, and 
the course of the needle was guided toward it. 
About 10 ml. of the anesthetic solution was de¬ 
posited near the inferior aspect of the ischial spine 
and around it, in order to anesdietize the pudendal 
nerve as it enters Aleock’s canal alongside the pu¬ 
dendal vessels. The needle was withdrawn, and 
5 ml. was injected under the skin along die inner 
aspect of the labium majus, to include branches 
from the ilioinguinal nerve. Five milliliters of the 
mixture was injected near the tuberosity, where 
branches from the posterior femoral cutaneous 
nerve pass. Finally, the perineum in the region of 
the fourcliette and the episiotomy site were infil¬ 
trated with another 5 ml. This procedure was re¬ 
peated on the other side. The plunger of the syringe 


was withdrawn each time before injection, in order 
to avoid accidental injection of the solution into a 
blood vessel. The whole procedure took about 5 
minutes. 

The results achieved with this form of pudendal 
block anesdiesia were graded as excellent in 4S5 
women, satisfactory in 15, and poor in 10. During 
and after injection of die anesthetic mixture the 
pulse rate, blood pressure, and respiratory rate 
were not altered. No significant increase in post¬ 
partum bleeding was noted. Secondary uterine in¬ 
ertia and uterine atony were rare. There were no 
local infections, and only one minor hematoma of 
the perineum was found, which, however, did not 
impair healing of die episiotomy. No odier side- 
effects or complicadons occurred, but in one pa¬ 
tient a short psychotic reaction supervened, most 
probably due to an overdosage of lignocaine. No 
maternal deaths occurred. There were 7 fetal 
deaths. 

PEDIATRICS 

Primary Carcinoma of the Liver in Infancy and 
Childhood: Report of 11 Cases and Review of the 
Literature. R. G. Shorter, A. H. Baggenstoss, G. B. 
Logan, and G. A. Hallenbeck. Pediatries 25:191-203 
(Feb.) 1960 [Springfield, Ill.]. 

The authors report on 7 girls and 4 boys with 
primary carcinoma of the liver, whose ages at the 
onset of symptoms and signs varied from 5 months 
to 13 years, and who were admitted to the Mayo 
Clinic between 1905 and 195S. The main presenting 
features in all the padents was a mass in the upper 
portion of the abdomen, and in 5 it was associated 
with an increase in the size of the abdomen. Loss 
of appetite and weight was noted. Pain was a 
factor in 5 padents, vomiting occurred in 4, and 1 
patient had had an episode of black, tarry feces 
during die week before admission. In 2 patients the 
spleen became palpable during the terminal phase 
of the disease. Anemia of the normochromic and 
normocytic types occurred as a complication in 9 
patients and was an outstanding feature in 3. Two 
of the patients had jaundice at some time during 
the course of the disease. Chest roentgenograms 
showed the presence of pulmonary metastasis in 2, 
and elevation of the right side of the diaphragm in 
the other patients. 

The duration of life after the onset of symptoms 
varied from 2 months to 2 years in 10 patients who 
died. In one patient excision of the tumor was at¬ 
tempted at another hospital, and the child died 4 
days after the operation of necrosis of the liver. 
Resection of the right lobe of die liver was per¬ 
formed in one patient. This child made good prog¬ 
ress initially, but one month after the operation he 
was found to have multiple metastatic lesions in the 
left lung. Roentgenodierapy was used after thora¬ 
cotomy had shown that resection was impossible. 
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Resection was performed in another patient who 
died L months later. In 6 patients irradiation of the 
tumors with roentgen rays resulted in initially good 
response in 4. No treatment was advised in 2 pa¬ 
tients. Only one patient had a history of previous 
disease of the liver; this child had had a heman¬ 
gioma of the right lobe of the liver 6 years before 
admission. No common factors of possible etiolog¬ 
ical significance were found in these patients. 

In 10 patients the diagnosis was established by 
suigieal exploration and biopsy' of a wedge-shaped 
section of tissue from the tumor. In one patient the 
diagnosis was established by’ needle aspiration of 
tlie right lobe of the liver. Microscopic examination 
of the specimens revealed that 7 of the 11 tumors 
were primary' carcinomas and 4 were mixed tumors, 
lhe presence of a sarcomatous-like stroma is con- 
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parenterally administered fluids is an apparent 
safe and effective means of enhancing salicyh 
excretion. The importance of starting^ treatment 
em y is stressed. The reason for using aoetazola- 
mide is that alkalinization of the urine greatly 
enhances urinary excretion of salicylate. Raisin^ 
the pH of urine by means of alkalinizing solution 
alone is cumbersome because of the time lag and 
is possibly dangerous because of the large loads of 
sodium that must be given. The alkalinizing action 
of acetazolamide on the urine is prompt and can 
be coupled with the administration of larger 
amounts of sodium lactate or sodium bicarbonate 
than might otherwise be safe. Conflicting evidence 
from animal experiments suggests caution in the 
application of this type of therapy. 


sidered necessary for the diagnosis of a mixed 
tumor in the absence of osteoid tissue, cartilage, 
bone, or muscle. It is also contended that the pres¬ 
ence of osteoid tissue in any amount precludes the 
diagnosis of primary carcinoma and necessitates a 
designation of mixed tumor. All the tumors were 
considered to be malignant, and extrahepatic me¬ 
tastasis was observed in 7 patients. The tumors 
caused the deaths of 10 patients within 2 years from 
the onset of symptoms. In the remaining patient, 
although the child is alive, multiple pulmonary 
metastatic lesions are present. 


Early Medical Care of Delinquent Children. B. W. 
Deisher and J. F. O’Leary. Pediatrics 25:329-335 
(Feb.) 1960 [Springfield, HI.]. 

In an attempt to investigate the role of the pedi¬ 
atrician and other physicians in the lives of a se¬ 
lected group of delinquent children, and to study 
the types of problems observed during the pre- 
school period and the kind of medical care received, 
the authors interviewed the parents of 102 juvenile 
delinquents at the King County Juvenile Court in 
Seattle. The ages of the children ranged from 9 to 
17 years, with an average of 14 years. There were 


The Use of Acetazoleamide in the Therapy of Sali¬ 
cylate Poisoning. R. C. Feuerstein, L. Finberg, and 
E. Fleishman. Pediatrics 25:215-227 (Feb.) 1960 
[Springfield, Ill.]. 


22 girls and SO boys; all were Caucasoid, except 5 
who were Negroid and 1 Mongoloid. By means of a 
structured questionnaire-type interview, an effort 
was made to determine: (1) whether these delin¬ 
quent children had developmental problems which 


Forty-five children, between the ages of Vh and 
12 years, were treated for salicylate poisoning on 
the pediatric service of the Baltimore City Hospitals 
between 1950 and 1959. A group of 27, whose av¬ 
erage age was 2.7 years, were treated with a regi¬ 
men consisting of acetazolamide and fluids admin¬ 
istered intravenously. As soon as the patient was 
admitted, an infusion of a solution containing one 
part 1/6 molar sodium lactate in 5 parts of 5% 
dextrose in water (1/36 molar sodium lactate) was 
started intravenously. When a diuresis had been 
produced, usually within 2 hours, the patient re¬ 
ceived 5 mg. of acetazolamide per kilogram of body 
weight intramuscularly. Two more similar doses 
were given at 4-hour intervals. The solution of l/'o6 
molar sodium lactate was given in quantities of 100 
to 200 ce. per kilogram of body weight during the 
first 24 hours of hospitalization. Supplements of 
potassium in the form of potassium chloride (2 to 
4 mEq. per kilogram) were added to the solution 
given intravenously. Fluids were given orally ad 
fibitum when tolerated. The remaining group of 18 
patients, whose average age was 3.5 years, weie 
treated with parenterally administered fluids alone. 

A comparison of the results from the 2 groups 
showed that the regimen of acetazolamide ancl 


could be diagnosed; (2) whether the parent or 
parents were actively aware of existing problems; 
(3) whether professional guidance was sought in 
the attempt to remedy the problems; and (4) what 
type of patient-physician relationship existed. The 
parents were questioned specifically about the type 
of medical care received by their children, the 
guidance obtained from physicians, and the active 
interest displayed by physicians toward develop¬ 
mental problems. Objective data depicting the 
early home life of the children were also obtained, 
including the incidence of working mothers, and of 
fathers who were absent from home for consider¬ 
able lengths of time, during the child’s formative 


eschool years. 

There was no significant correlation between me 
pe of emotional or developmental problem and 
bsequent juvenile delinquency, which would 
rve as an early diagnostic clue to the predelin- 
lent child. In general, it was found that Dot 
irents and physicians showed little apprecia io 
: emotional and developmental aspects of ear 
lildhood. Moreover, even when such pob 
ere recognized, there was a signifiesm lea**) 

, take no definitive therapeutic action to re JJ 
ie problems. The parents were apparent!) s. - 



Vol. 17a, No. 2 


MEDICAL LITERATURE ABSTRACTS 


213 


fled only with medical care given for specific illness 
or injury. The most prominent deficiency in the 
parent-child-physician relationship appeared to be 
related to the lack of interest shown by some physi¬ 
cians in problems of child development, and the 
lack of time for discussion about the specific prob¬ 
lems involved. Varying degrees of parental rejec¬ 
tion of the children were believed to be present in 
many of these cases. The authors received the sub¬ 
jective impression that in many families the chil¬ 
dren had been deficient in love and/or attention 
during the early years of development. 

A parallel control study, in which the parents of 
nondelinquent children within the same age range 
and from similar environmental backgrounds were 
used, was not possible because of limitations of 
time and the difficulty in obtaining an adequate 
contratest group; consequently, definite conclusions 
cannot be drawn. It must be emphasized, however, 
that, as the physician in most cases sees the child 
and his family throughout the preschool period, he 
could be of considerable assistance in the early de¬ 
tection of behavioral difficulties, and could provide 
the help that is indicated. 

Relationship Between the Concentration of Neu¬ 
tralizing and Complement-Fixing Antibodies in the 
Mother and the Newborn Infant. E. Segagni, 
N. Ansaldi, N. Nigro, and others. Minerva pediat. 
11:1385-1389 (Dec. 8) 1959 (In Italian) [Turin, Italy]. 

The values of complement-fixing and neutralizing 
antibodies of 3 types of poliomyelitis virus were 
studied in the serum of 35 pregnant women just 
before labor and in the serum of their respective 
babies within the first 12 hours of life. None of the 
mothers had ever been vaccinated against polio¬ 
myelitis, and none of them in infancy had suffered 
from a clinically manifested form of acute anterior 
poliomyelitis (Heine-Medin’s disease). Considering 
first the 3 types of neutralizing antibodies, the fol¬ 
lowing conclusions are drawn from this study. The 
neutralizing antibodies, considered independently 
from the immunological values of their titers, were 
found present in a large number of mothers and in 
some of the infants. For type 1 poliomyelitis virus 
the maternal titers presented variations from a 
minimum of 1:2 to a maximum of 1:128, the most 
frequent value being 1:16 and the average value 
1:29.6; the neonatal values varied from a minimum 
of 0 to a maximum of 1:16, the most frequent value 
being 1:8 and the average value 1:7.6. All the moth¬ 
ers and 33 of the babies presented neutralizing 
antibodies for type 1 poliomyelitis virus. Neutraliz¬ 
ing antibodies were present in 33 mothers and 22 
babies for type 2 poliomyelitis virus, and in 26 
mothers and 23 babies for type 3 poliomyelitis vi¬ 
rus. There was no simultaneous absence of neu¬ 
tralizing antibodies for all 3 types of poliomyelitis 
virus in any of the mothers or their children. The 
neonatal titer for each type of poliomyelitis virus 


was always the same as, or lower than, the maternal 
titer. There were many instances in which a mother 
with measurable titer of neutralizing antibodies had 
a baby with nonmeasurable titer. 

The complement-fixing antibodies were present 
in a few cases only, and the titers were very low. 
Complement-fixing antibodies were absent simul¬ 
taneously for all 3 types of poliomyelitis virus in 
many instances. Most of the mothers and infants 
with measurable titers of antibodies presented a 
partial type-specific immunity. The neonatal titer 
for each of the 3 types of poliomyelitis virus was 
the same as, or lower than, the maternal titer, and 
in some cases the positive maternal values corre¬ 
sponded to the negative neonatal values. The au¬ 
thors believe that vaccination of pregnant women 
against poliomyelitis would provide immunity for 
the mother as well as for the newborn infant. 


THERAPEUTICS 

Hypocholesteremic Effect of Benzmalecene. I. H. 
Page and R. E. Schneckloth. Circulation 20:1075- 
1078 (Dec.) 1959 [New York], 

One approach to the problem of prevention of 
atherosclerosis is the prevention of hyperlipemia 
and, more specifically, hypercholesteremia. The 
authors report studies on a new compound that 
has been synthesized for this purpose, Benz¬ 
malecene [N-(2,3-di-p-chlorophenyl-l-methylpro- 
pyl)-maleamic acid (a-form)]. They investigated the 
effects of Benzmalecene on the serum cholesterol 
levels in 6 women and 13 men. Of the 19 patients, 
10 had severe essential hypertension, and 2 pre¬ 
sented the syndrome of malignant hypertension; 
7 other patients exhibited hypercholesteremia or 
hyperlipemia. All hypertensive patients were on 
free diets at home except for moderate salt restric¬ 
tion. Five of the 7 patients with abnormal serum 
lipid patterns had followed a carefully controlled 
diet, containing 50 to 80 Gm. of fat as vegetable 
oil, for periods’ ranging from 6 to 18 months; the 
remaining 2 patients had eaten freely chosen foods. 
The dose of Benzmalecene was 250 mg. given by 
mouth 2 to 4 times daily after meals; the average 
daily dose was 750 mg. 

It was found that Benzmalecene effectively low¬ 
ered blood cholesterol levels in most hypertensive 
patients but with some weight loss. Cholesterol 
was lowered in some hypercholesteremic patients 
but not in all, and this occurred without weight 
loss. In 2 hypercholesteremic patients a sharp rise 
in triglycerides occurred, while the cholesterol- 
phospholipid ratio fell and the free-total choles¬ 
terol ratio rose. Liver function, as measured by the 
Bromsulphalein test after 4 months’ treatment, had 
. deteriorated in 8 of the 12 patients studied. Nausea, 
epigastric discomfort, and diarrhea were on occa¬ 
sion sufficiently severe to require withdrawing the 
drug. The authors believe that drugs such as Benz- 
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- mg. daily. After the basic medication the pempi- 
dme tartrate treatment was instituted. The daily 
dosage, ranging from about 5 to 30 mg., was di 
\ided into 3 or 4 doses. In these clinical tests 
pempidme tartrate was found to he an effective 
ganglion-blocking agent, which reduced the blood 
pressure on oral administration. In most eases there 
was an improvement in the electrocardiograms 
witli satisfactory fall in blood pressure, especially 
m tile diastolic pressure in the standing position 
and distinct improvement in the general'condition.’ 

I he side-effects were the same as with other gang¬ 
lion-blocking agents, even with the careful dosage 
applied. The combination of pempidine tartrate 
and chlorothiazide was, on the whole, particularly 
successful, only small doses of each substance being 
necessary. The addition of a ramvolfia preparation 
and hydralazine was desirable in some eases. 

The Use of Dithiazanine as a Mass Treatment for 
Intestinal Helminthiasis. L. Guerrero, J. Holguin, 
and D. Botero. Am. J. Trop. Med. 9:37-38 (Tan.) 
I960 [Baltimore]. 

The authors mention earlier reports on the use 
of dithiazanine in intestinal helminthiasis, then pre¬ 
sent their own studies carried out in Barrio Castilla, 
in the city of Medellin, Colombia, because it is a 
poor section with deficient sanitary conditions. 
Families were selected at random, and one stool 
examination was performed by the Stoll quantita¬ 
tive method, prior to treatment, in order to deter¬ 
mine the degree of parasitic infection in each per¬ 
son. After the drug had been given to the infected 
person, another stool examination was made (by 
the same method) after the passage of 4 to 6 days 
to determine the effectiveness of the treatment. In¬ 
tolerance to the drug was observed and noted. A 
group of patients primarily infected with Strongy- 
loides stercoralis were selected at a hospital, and a 
special study was made in them. Helminths were 
found in the stools of 316 (87.2%) of the 362 persons 
examined for their presence. The 4 commonest 
species were Trichuris trichiuria, Ascaris lumbri- 
coides, S. stercoralis, and Necator americanus. Al¬ 
though 98 of the 273 patients whose feces contained 
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in only 8 were abdominal pain and vomiting so 
seveie that it was impossible to give the full course 

of nT l ment rna , n th ® other parents the symptoms 
of intolerance either disappeared spontaneously or 

could be counteracted with sedatives and antacids, 
i lie authors conclude that dithiazanine is effective 
tor mass treatment of intestinal helminthiasis. 

Iproniazid (Marsilid) in Cancerology. F. Brancu 
[Lblironf' 31:451 ' 466 {Nov - } 1959 ( In French) 

The author used iproniazid (Marsilid) as a thera¬ 
peutic aid in the treatment of patients with cancer 
because of the antidepressive, analgesic, and ana¬ 
bolic properties of this drug. The results obtained 
in 40 patients show that iproniazid improves the 
patient s general condition and vitality, relieves' the 
pain, stimulates the appetite, and leads to weight 
gain in a short time. In many cases it was possible 
to eliminate the administration of analgesics for 
more or less extensive periods. Eight cases of ma 
lignancy treated with iproniazid are reported. Fivi 
patients had Hodgkin-Sternberg disease, 2 hac 
multiple myeloma, and one had malignant mela 
noma. The results were satisfactory in the 5 pa 
tients with Hodgkin-Sternberg disease and in th< 
one with malignant melanoma. No relief was ob 
tained for the patients with multiple myeloma 
Secondary reactions were observed in 2 patients; 
they consisted of mild euphoria in one, and of 
temporary overexcitement in the other. 

Clinical and Pharmacological Studies with a 
New Diuretic: Benzydroflumethiazide. A. Cassano, 

C. Costa, C. Cordova, and L. Nuzzolo. Riforma 
med. 73-.I41S-1420 (Dec. 5) 1959 (In Italian) 
[Naples]. 

Single normal doses of benzydroflumethiazide 
were administered orally to 4 groups of patients 
with heart disease, totaling 48 in number and aged 
between 15 and 68 years. Valvular cardiac disease 
was present in 22 patients; coronary myocardio- 
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sclerosis, in 20; and cardiorespiratory insufficiency 
associated with sodium and water retention, in 6. 
Single doses of 2.5 mg. of the drug were given to 
tire 1st group of S patients, of 5 mg. to the 2nd 
group of 22 patients, and of 10 mg. to the 3rd 
group of S patients. Single successively increasing 
doses of 2.5 mg., 5 mg., and 10 mg., administered 
every 6th or 7th day, were given to the 4th group 
of 6 patients. Increased urinary output, being con¬ 
siderable in- most instances, was observed in 3S 
patients. Diuresis was accompanied by a loss of 
body weight, ranging from 500 to 2,200 Gm. (ap¬ 
proximately 1 to 5 lb.). The optimum single diuretic 
dose was 5 mg. The diuretic effect took place with¬ 
in the 1st hour of drug administration, reached its 
peak between the 6th and the 12th hour, and lasted 
for at least 24 hours. The optimum drug-free period 
between 2 successive doses was 5 to 7 days. 

Hydrochlorothiazide in single doses of 50 mg., 
in alternation with single doses of 5 mg. of benzy- 
droflumethiazide, with a drug-free period of 6 or 
7 days in between, was administered to 6 cardiac 
patients who had retention of sodium and water. 
It was observed that the diuretic effect was similar 
in the 2 drugs and that the optimum dose of benzy- 
droflumethiazide was much smaller than that of 
hydrochlorothiazide. Diuresis of sodium chloride 
was also copious, but that of potassium and car¬ 
bonates was moderate. Benzydroflumethiazide was 
well tolerated, and no significant side-effects were 
observed. 

Treatment of Barbiturate Intoxication, with a Sur¬ 
vey of 311 Cases. L. E. Bottiger and J. Ostman. 
Acta med. scandinav. 165:437-444 (no. 6) 1959 (In 
English) [Stockholm]. 

No fatality from barbiturate intoxication occurred 
among 311 patients treated for this condition in the 
medical department of the Karolinska Sjukhuset in 
Stockholm during the 5 years from 1954 to 1958. 
The group included 146 mild and 165 moderately 
severe or severe cases. (Intoxication was classified 
as mild when patients were conscious on admission, 
and as moderately severe or severe when they were 
admitted unconscious.) All the patients were treated 
according to the method introduced by Nilsson in 
1951 and often referred to as the “Scandinavian 
method.” This treatment stresses the importance of 
a free airway and of the prevention and treatment 
of shock, but it does not include the use of central 
analeptics. 

Bemegride was used as an adjuvant during a 
21-month period, the admitting physician deciding 
which patients should be so treated. Eleven of the 
20 patients who received the drug had the severe 
form of barbiturate intoxication. The adjuvant 
treatment consisted in injecting, intravenously every 
5 minutes, 50 mg. of bemegride and 15 mg. of 
amiphenazole in a 5% dextrose solution. The highest 


total dose was 1,800 mg. of bemegride and 570 mg. 
of amiphenazole. Available data do not give a clear 
picture of the mode of action of bemegride, but it 
apparently acted as a central analeptic without 
specific antibarbiturate properties. The patients’ re¬ 
flexes frequently returned, only to disappear if the 
treatment became less intensive. The effect was 
the same as the one obtained with other analeptics, 
e. g., picrotoxin and amphetamine, but the patients 
did not seem to regain consciousness earlier when 
bemegride was used. The authors regard bemegride 
as a central analeptic with a certain value for respir¬ 
atory stimulation, but not as a specific antibar¬ 
biturate agent. 

Intensive Treatment of Intestinal Schistosomiasis 
with Antimony Preparations. P. Carvalhaes and 
V. Carone. Bev. Hosp. din. 14:46 7-474 (Nov.-Dee.) 
1959 (In Portuguese) [Sao Paulo, Brazil], 

Twelve patients with intestinal schistosomiasis 
were treated with 2 antimony preparations, stibo- 
phen (Fuadin) and antimony lithium thiomalate 
(Anthiomaline), administered during 2 alternate 
periods of 10 days. During the 1st period each pa¬ 
tient received an intramuscular injection of 2.5 cc. 
of stibophen on the 1st day, then a daily injection 
of 5 cc. until the 10th day. During the 2nd period 
each patient received a daily intramuscular injec¬ 
tion of 2 cc. of Anthiomaline. Feces were examined 
before and after the treatment, and rectal biopsies 
were taken after completion of the therapy, their 
number varying from 2 to 7 for each patient. A 
treatment designed to protect the hepatic function 
(with methionine, choline, and vitamin B complex)' 
was associated with the specific treatment, together 
with a diet rich in proteins, carbohydrates, and 
vitamins and low in fat. Bed rest was required dur¬ 
ing the entire 20 days of therapy. Electrocardio¬ 
grams, blood tests, and liver function tests were 
obtained for each patient. The criterion of recovery 
was absence of live eggs of Schistosoma mansoni 
in the feces and at least 2 negative biopsies after 
completion of the treatment. 

The patients were followed up for periods that 
varied from 2 to 5 years. Eleven patients were 
cured. The only patient whose rectal biopsy still 
showed live eggs after the antimony treatment had 
received only half the dosage given the others. 
Leukopenia was observed in 5 patients, leukocytosis 
in 2, and eosinophilia in 7. Slight electrocardio¬ 
graphic changes were observed in 7 patients. Gas¬ 
tric disorder, anorexia, and general malaise were 
die main side-effects. The authors believe tiiat in¬ 
testinal schistosomiasis should always be treated, 
although several investigators disagree. They con¬ 
sider the antimony therapy satisfactory but believe 
ffiat the drugs should be administered during hos¬ 
pitalization because untoward reactions have oc¬ 
curred. 
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With the growing application of radioactive ma¬ 
terials in medical practice, this short book on the 
safe handling of radioactive isotopes is of great 
value. Although it is not intended as a complete 
manual on radiation safety but merely as a supple¬ 
ment to the work of the radiation protection offi¬ 
cer, it contains much useful information. After a 
biief discussion of the nature of radioactivity and 
radiation, diagnostic and therapeutic uses of radio¬ 
isotopes are described. This section is followed bv 
a discussion of radiation hazards, maximum per¬ 
missible closes, monitoring, safety in a “hot labora¬ 
tory’ and hospital, waste disposal, and decontami¬ 
nation. This book was written for technicians, 
nurses, doctors, or anyone else working with radio¬ 
isotopes in a hospital or medical setting. It should 
help to put radiation hazards associated with the 
medical uses of radioisotopes into proper perspec¬ 
tive for radiation workers. 

Joseph Royal, Pu.D. 


Recent Advances in Public Health, By J. L. Bum, M.D., 
D.Hy., D.P.H., Medical Officer of Health and Principal 
Sdwut Medical OlRccr, City of Salford. Second edition. 
Cloth. $10. Pp. 370, with 54 illustrations. Little, Brown & 
Company, 34 Beacon St., Boston 6; J, & A. Church ill, Ltd,, 
104 Gloucester PL, Portman Sq., London, NY. I, England, 
1959. 

This title is not misleading provided the author 
had his tongue in his cheek. The book, written in 
textbook style, presents the story of the National 
Health Service. The ideal public health team is 
described vividly. Any active practitioner of medi¬ 
cine can well understand and often sympathize 
with the health team idea. Give the author credit. 
He does state the objections to certain phases of 
the British plan in this textbook of socialized medi¬ 
cine. For the doctor needing assistance in organiz¬ 
ing the health facilities of his community this book 
offers many useful ideas. In general the author 
describes public health as a concept including t le 
study of the total environment of man and any 
modifications necessary to meet the needs of man. 
There are many provocative statements and quota¬ 
tions from learned observers over the years. 


Nearly 100 years experience has confirmed the 
opinion expressed by Lord Derby in 1866 that 
health instruction is move essential than health 
legislation, for the best laws are a waste of paper 
n they are not appreciated and understood.” Good 
health certainly cannot be imposed bv statute. The 
World Health Organization made the follow®* 
observation: “Very often the start for any scheme 
has to be made slowly and indirectly-by finding 
out what they are prepared to accept anti do fct 
themselves. The belief that people of all levels of 
education, of all races and creeds, can do much to 
solve their own problems is a fundamental factor 
in World Health Organization work/’ It is one 
we should not forget in our own approach to pub¬ 
lic health. A quotation from John Donne cited in 
this book should suffice to interest all of us in the 
British experiment: “And therefore never send to 
know For whom the bell tolls; It tolls for thee.” 

Herman N. Bundesen, M.D. 

o 

Diseases ol the Chest-Including the Heart. Edited by 
J. Arthur Myers, Ph.D., M.D., Professor of Internal Medi¬ 
cine and Public Health, Medical, Public Health and Gradu¬ 
ate Schools of Medicine, University of Minnesota, Minne¬ 
apolis. Cloth. $34.50. Pp. 1015, with illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
ill.; Blackwell Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ttyerson Press, 299 Queen St., W., To¬ 
ronto 2B, Canada, 1959. 

No period in history has seen the development 
of such an effective armamentarium to prevent 
suffering and untimely death as has the past two 
decades. Drugs have become available to control 
most bacterial and fungal infections of the respira¬ 
tory tract. Advances in bacteriology, and cytology 
have improved diagnosis and made prompt specifii 
treatment possible. Surgeons now repair cardiac 
abnormalities, both congenital and acquired, and 
bring about a return of the person’s working capac¬ 
ity and essentially normal life expectancy. Anat¬ 
omists have learned that pulmonary lobes are di¬ 
vided into individual segments, each of which can 
be removed as conditions warrant. Advances in 
anesthesiology have made the anesthetist the sur¬ 
geon’s most important ally. The chest specialist w to 
did all diagnostic and therapeutic work alone no 
longer exists. Specialities have developed wllm 
specialties, which make team work necessary. 10 
all specialists are necessary in every case, bu e. 
one must be available on call. 
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Thus no one physician can grasp all that is known 
or can write more than a fraction of a volume on 
the thorax. Most of the contributors to this volume 
have had long experience in the subjects on which 
they have written. Each contributor is cognizant 
of the fact that nothing is final and that much re¬ 
mains to be done. Consequently, no single reviewer 
could accurately judge the massive content except 
to catalog it as a valuable textbook for anyone 
interested in the broad subject of diseases of the 
chest and heart. 

Part 1 is concerned with diseases of the chest 
and incorporates 24 chapters with references. Part 2 
covers diseases of the cardiovascular system. The 
editor justly pays tribute to tile publishers and 
their staff. This book should find a valued place 
for the progressive student and practicing physi¬ 
cian as it is well prepared and illustrated. 

H. J. Corper, M.D. 

Lymphocytes and Mast Celts. By Margaret A. Kelsall, 
B.A., M.A., Pli.D., and Edward D. Crabb, B.A., M.A., 
Ph.D., Professor of Biology, University of Colorado, Boulder. 
Cloth. $8. Pp. 399, with 31 illustrations. Williams & Wilkins 
Company, 428 E. Preston St., Baltimore 2, 1959. 

Much has been written about lymphocytes, but 
relatively little is known about them. The same 
applies to a greater extent to mast cells. This 
monograph is an attempt to gather between the 
covers of a small book what has been written about 
these cells. The authors are well qualified for the 
task. They have been contributing to the subject 
individually and jointly for many years. The lym¬ 
phocytes, plasma cells, mast cells, and certain 
other cells (eosinophils, neutrophils, monocytes, 
and glia cells) supply nutritive materials and regu¬ 
late protein metabolism. The feeding function of 
these cells, the trephocytes, is the subject of the 
book. The general principles are presented in the 
introduction. The second chapter deals with lym¬ 
phocytes and plasma cells. The mast cell is dis¬ 
cussed in the next five chapters; the specific topics 
are structure, staining methods, distribution, hista¬ 
mine, capillary permeability, heparin, and hya¬ 
luronic acid. The following chapters pertain to the 
thymus, spleen, marrow, intestinal lymphoid tissue, 
inflammation, and wound healing. There is a bibli¬ 
ography of 1,142 items and a well-organized index. 
The black and white illustrations are instructive. 

The authors have succeeded in amassing a wealth 
of information on a highly complex subject. A par¬ 
ticularly valuable feature is that much of the ma¬ 
terial deals with information on animals which is 
not easily available. It is to be regretted that the 
organization of the material is not as good as it 


could be. One has the impression that the data have 
been thrown together in review fashion without 
sufficient cohesion and synthesis. Other minor short¬ 
comings are the use of terms which, though used 
in the original publications, are not in use any more: 
for example, splenomedullarv leukemia; references 
to antiquated editions- of books; occasional lapses 
of style (for example, “young rats often made ap¬ 
preciable growth” [page 282]; and “several cells in 
inflammations include lymphocytes, plasma cells, 
mast cells”). There are occasional typographic er¬ 
rors; for example, repetition of a whole phrase at 
bottom of page 281. All these are minor and easily 
corrected details. The book should prove useful to 
students of the subject as an up-to-date compilation 
of our knowledge of this highly specialized field. 

Israel Davedsohx, M.D. 

Bone as a Tissue. Editors: Kaare Rodahl, M. D., Director 
of Research, Lankenau Hospital, Philadelphia, Jesse T. 
Nicholson, M.D., Chief, Division of Orthopedics, Lankenau 
Hospital, and Ernest M. Brown, Jr., M.D. Proceedings of 
conference held at Lankenau Hospital, October 30-31, 1958. 
Cloth. $16. Pp. 358, with illustrations. Blakiston Division, 
McGraw-Hill Book Company, Inc., 330 W. 42nd St., New 
York 36; 96 Farringdon St., London, E. C. 4, England; 253 
Spadina Rd., Toronto 4, Canada, 190(T. 

This compilation is divided into four parts. Part 
1 thoroughly reviews the problem of osteoporosis. 
The authors and chairman of this section do not 
agree as to the cause of the condition, but the 
vast amount of investigative research that is pre¬ 
sented permits an intelligent clinician to attain 
a better understanding of the etiology of osteoporo¬ 
sis as well as a sound clinical approach. Part 2 cov¬ 
ers the current understanding of the chemistry and 
morphology of bone. Part 3, “Ultrastructure of 
Bone,” is of special interest to clinicians and to in¬ 
vestigators because of the excellent illustrations of 
electron-micrographs and of the use of autoradiog¬ 
raphy in the study of bone. Part 4 reviews and 
brings up to date the present status of parathyroid 
and vitamin D physiology'. The chapter on citrate 
metabolism is of special interest as the importance 
of such metabolism has not received much recog¬ 
nition in the clinical journals. 

This book contains a vast amount of documented 
scientific information, but there are not many con¬ 
clusions. The discussions at the end of each sec¬ 
tion greatly enhance the value of the publication 
and present many’ leads for. further investigation. 
The volume should be of value for instructors, 
students, and clinicians who are interested in the 
physiology and development of the osseous and 
collagen systems. 

Cllvtox L. Compere, M.D. 
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QUESTIONS AND ANSWERS 



CAUSE OF ASCITES 

To rnis Editor :—What is the cause of ascites in a 
patient who has acute necrosis of the liver? At 
autopsy there was no definite cirrhosis of the 
liver, malignancy, or heart disease. The serum 
albumin level was normal , but the kidneys showed 
cloudy swelling, and there were many bile casts 
in the tubules. Clinically, the patient had 
azotemia and oliguria, but neither peripheral 
edema nor pleural fluid was present. 

M.D., Quebec. 

Answer.— Ascites in liver disease is caused by an 
interplay of many physiological and anatomic 
aberrations. The factors which, in various combina¬ 
tions, influence the pathogenesis of ascites are as 
follows: portal hypertension, decreased plasma 
osmotic pressure due to hypoproteinemia, increased 
lymphatic exudation from the liver,' increase of anti¬ 
diuretic hormone, and increase of (sodium-retaining) 
adrenocortical hormone. If the serum albumin level 
was determined by the Howe technique its measure 
includes the alpha globulin in the albumin fraction, 
in which case some hypoproteinemia may actually 
have been present in this patient. 

The major defect may be hormonal. An increase 
of aldosterone has been demonstrated to occur in 
patients with liver disease with ascites, and there 
can also be an increase of antidiuretic hormone. 
Both would combine to produce oliguria and 
sodium retention. 

Renal failure accompanying hepatic disease has 
been termed “hepatorenal" syndrome (a cholemic 
nephrosis develops in patients with severe, pro¬ 
longed jaundice). The degree of azotemia does not 
correlate well with either the degree or the dura¬ 
tion of hyperbilirubinemia. Thus, the bilirubin may 
not be the primary damaging agent to the kidney. It 
is likely that a preexisting renal defect, perhaps 
vascular in nature, is present in a patient with the 
so-called hepatorenal syndrome. 


DETERGENTS AS ALLERGENIC 
SUBSTANCES 

To the Editor:—A patient appears to be alleigic 
to detergents but not in the usual fashion. His 
difficulty seems to he related to inhalation of 
the allergenic substance , as in a person who is 


T\w answers Ucyc jwbU&hed Uave been prepared by competent au¬ 
thorities. They do not. however, represent the opinions of any medical 
or other organization unless specifically so stated m the reply. Anony- 
mou^'communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


allergic to the feathers in pillows. Exposure to 
the detergent substance retained in bed linen 
causes the patient to have intestinal distress 
winch keeps him awake. Practically all soap 
powders and flakes contain detergents , and bed 
linens, if not thoroughly rinsed after being 
washed, retain small amounts of the clean$in« 
agent on the fibers. The patient is allergic fo 
many other substances, including certain foods. 
Do detergents cause allergic reactions by an in¬ 
halant type of allergen? If so, have other physi¬ 
cians encountered similar problems? 

A. E. Taft, M.D., Haverford, Pa. 

Answer.— There appear to be no authenticated 
instances of patients having true inhalant allergic 
reactions to detergents. The possibility exists, how¬ 
ever, since many simple chemical compounds (as¬ 
pirin for example) can act as allergens, probably 
through the haptene mechanism. The patient de¬ 
scribed sounds more like a person who has severe 
ringing in the ears because of an intolerance to 
small doses of quinine which is not an allergic 
reaction but a hypersensitivity to the drug. Deter¬ 
gents in powder form may also act as nonspecific 
irritants to nasal or bronchial mucous membranes. 


CHOICE OF BLOOD OR PLASMA 
FOR INFUSION 

To the Editor:— Is it permissible or desirable to 
treat a patient who has lost a great amount of 
blood by giving plasma rather than whole blood? 
What are the indications for the use of plasma? 

M.D., Wisconsin. 


Answer.— A patient usually can withstand the 
oss of 1,000 cc. of blood, because the body can 
:emporariIy adjust to the lowered blood volume 
and the decrease in systolic blood pressure. When 
amounts of blood greater than 1,000 cc. are lost, the 
blood pressure is no longer maintained, and the 
oxygen supply to the vital centers is no longer ade¬ 
quate. A sudden hemorrhage of about 2,500 cc. may 
be fatal. Blood volume can be restored rapidly by 
the administration of whole blood, serum, plasma, 

or a suitable plasma volume expander. 

The choice of plasma rather than of whole bloo 
may be disadvantageous, however, because the vol¬ 
ume of circulating erythrocytes may be insutbcien 
for adequate transportation of oxygen. It is mmse 
to allow the content of hemoglobin to decrease 
less than 9 Gm. per 100 cc.^ 
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After administration of whole blood the erythro¬ 
cytes remain in the blood stream longer than any 
other component of the transfusion and thus pro¬ 
duce a sustained increase in blood volume. Whole 
blood also increases the oxygen-carrying power of 
the blood. 

If a supply of compatible whole blood is not 
available, a patient suffering from acute loss of 
blood must receive plasma or other fluid to support 
him until whole blood becomes available. The ideal 
procedure is to administer about the amount of 
whole blood that has been lost by the patient. 

The chief indication for giving plasma is acute 
loss of plasma without the loss of erythrocytes, 
which occurs in conditions such as burns, acute ob¬ 
struction or strangulation of the small intestine, 
and crushing injuries in which there is consider¬ 
able local loss of plasma. Whole blood also must 
be administered to victims of bums to replace the 
loss of erythrocytes by way of hemorrhage, toxicity, 
and normal destruction. 

CORONARY THROMBOSIS AND SMOKING 
To the Editor.-— When patients who used to smoke 
have recovered from coronary thrombosis, are 
attacks more likely to occur in (1) those who re¬ 
sume smoking compared to those who do not, (2) 
those who confine themselves to cigarettes, (3) 
those who use only cigars, or (4) those who smoke 
pipes only? M.D., South Carolina. 

Answer. —There are, apparently, no statistically 
supported studies which might serve as the basis for 
a reply to the above cpiestions. Information on these 
topics belongs in the category of opinion rather than 
that of statistically substantiated conclusions based 
on adequately controlled clinical observations. 

EXERCISE AFTER INTRAVERTEBRAL 
DISK HERNIA 

To the Editor:—A 48-year-old man has had three 
episodes of ruptured intervertebral disk. Each 
time he was treated conservatively, with good re¬ 
sults. Because of his sedentary work he would 
like to engage in some form of routine setting-up 
exercises. What restrictions on physical activity 
are usually recommended to patients with this 
condition? 

Richard A/. Dawes, M.D., Gramercy, La. 

Answer.—' The conservative management of a pa¬ 
tient with a herniated intravertebral disk, once the 
acute stage has been treated and the patient is rela¬ 
tively symptom-free, is divided into three parts, 
which are as follows: 1. Prophylaxis. The patient 
should refrain from all heavy lifting and from any 
sudden twisting and bending movements. Since 
many routine setting-up exercises consist of twist¬ 
ing or bending movements, they should not be done. 
The patient should be taught, when lifting objects. 


first to bend the knees and hips while he stoops to 
reach the object and thereafter to keep his back 
straight during the entire lifting process. Another 
activity to be avoided is driving long distances. The 
patient should be shown how to adjust his automo¬ 
bile seat to prevent excessive straight leg raising. 
2. Physiotherapy. In place of routine setting-up ex¬ 
ercises, the patient should be given a detailed ex¬ 
ercise routine designed to strengthen the glutei, hip 
muscles, and spinal and abdominal muscles without 
the ordinary torsional and flexibility motions that 
are present in the setting-up routine. This selective 
exercise regimen should-be carried out daily to the 
point of intolerance. It should not be a hit-or-miss 
program. 3. The use of'a support to the back is 
often helpful and will remind the patient what not 
to do. 

INFLAMMATORY CARCINOMA OF 
THE BREAST 

To the Editor:— IF/mt treatment is recommended 
for localized inflammatory carcinoma of the 
breast? A patient has had an area of inflamma¬ 
tion in her left breast for about three months. The 
area surrounds the nipple; it is about 6 cm. in 
diameter, warm, and red, and it causes the skin to 
have a “ pigskin” appearance. A biopsy specimen 
of the mass showed “highly anaplastic, poorly 
differentiated carcinoma, type undetermined, 
compatible with inflammatory carcinoma.” 

John McCain, M.D., Wilson, N. C. 

Answer.— The consensus is that inflammatory car¬ 
cinoma of the breast should not be treated surgi- 
cally. A recent exception to this rule was taken by 
Fitts ( Surg. Gynec. i- Obst.' 107:95 [July] 1958). 
Usually the local lesion is treated by irradiation, 
and occasionally favorable results are obtained 
from oophorectomy, adrenalectomy, or hypophvsec- 
tomy. Administration of androgenic or corticoster¬ 
oid agents might be tried if ablative therapy is 
refused. 

URETHRITIS AND TRIGONITIS IN WOMEN 
To the Editor:— A 42-year-old woman has chronic 
urethritis and trigonitis which has resisted all 
treatment. Dilation, with instillations of a mild 
silver protein preparation and of nitrofurazone. 
and therapy with urethral suppositories gave the 
patient only temporary relief. Can you suggest 
any further therapy? 

Gordon D. Anderson, M.D., Harvey, A 7 . D. 

Answer.— This condition affects a large number 
of women. The most common cause of resistant 
urethritis and cystitis is obstruction, with or with¬ 
out infected urethral glands, which accounts for 
the frequency of recurrence after dilation and other 
usual treatments. Infected urethral glands and 
hypertrophic changes in the urethral mucosa, in 
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both the anterior and the posterior-portion at' the 
vesteai neck, contribute to the trigonitis and cys¬ 
titis Urethral meatotomy, with excision of infected 
urethral glands and hypertrophic mucosa as well 
as transurethral resection of the vesical neck, has 
given effective relief in most instances. 

PHYSIOLOGICAL JAUNDICE IN 
NEWBORN INFANT 

To the EditorT he answer to the question in The 
Journal, Dec. 5,1959, page 2035, on Physiologi¬ 
cal Jaundice in the Newborn Infant appears to be 
conservative ., but one may disagree with the rela¬ 
tively rigid recommendations made with regard 
to the indications for exchange transfusion re¬ 
gardless of the cause—if the bilirubin concentra¬ 
tion exceeds 4 mg.% at birth, 10 mg.% in the first 
24 hours of life, 14 mg.% in the second 24 hours 
of life, or 17 mg.% at any time in the second to 
fourth day of life 

A large percentage of babies falling into the 
above categories will spontaneously have a de¬ 
cline in the bilirubin concentration, and an ex¬ 
change transfusion need iiot be carried out, if the 
physician is patient and evaluates the entire 
story, makes a physical examination, and obtains 
consecutive bilirubin concentrations of plasma at 
appropriately spaced intervals. 

There arc no convincing data showing that the 
full-term baby who has a bilirubin concentration 
even as high as 23 mg.%—but who otherwise 
appears normal—suffers risk of brain damage 
which is greater than the risk of an exchange 
transfusion. Unfortunately, all convincing eoi- ^ 
deuce of the occurrence of brain damage in full- 
term infants whose bilirubin values extend from 
20 to 30 mg.% is grouped together. Complications 
of exchange transfusion include acute hemolysis, 
infection, cardiac arrest, and death. 

The physician who attends newborn infants is 
advised to have full knowledge of all factors 
which may influence the decision about the need 
for an exchange transfusion. The ratejtf rise of the 
bilirubin concentration is frequently one of the 
chief factors to be considered. The monograph 
by Allen and Diamond (Erythroblastosis Fetalis, 
Including Exchange Transfusion Technic, Boston, 
Little Brown & Co., 1958) contains an extensive 
bibliography. It should be kept in mind that new 
data and other forms of treatment may soon 
settle some of the present controversies. 

Hans C. Keitel, M.D. 

Jefferson Medical College of Philadelphia 

1025 Walnut St. 

Philadelphia. 

The above comment was referred to the const¬ 
ant who answered the original question, and his 
reply follows.— Ed. 
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To the Editor :—The physician states correctly that 
he rate of rise of the bilirubin level is one of the 
principal diagnostic factors. The criticism of t 
ugid recommendation may be due to the fact that 
it was not made entirely clear that jaundice oc¬ 
eaningin the first 48 hours of life is in no sense 
a physiological jaundice. It is the symptom of 
a grave hemolytic process which is due to incom¬ 
patible antibodies, infections, or deleterious 
substances that endanger .the life of the baby. 
The immediate danger of hyperbilirubinemia 
must be treated first and the etiological factors 
later. 


Not all the factors causing nuclear icterus arc 
known. One factor is a bilirubin concentration 
(indirect) of over 20 mg. per 100 ml, although 
instances of its occurrence have been reported 
below this level. Furthermore, not all infants 
(possibly under 10%) will develop nuclear icterus 
above this level of bilirubin. There is no prognos¬ 
tic means to determine which 10 of 100 infants 
are going to develop the condition. Hence, it is a 
matter of extreme importance to treat all infants 
whose bilirubin concentration rises above this 
level. 


It is true that it is seldom necessary to resort to 
an exchange transfusion, if the rate of rise of 
indirect bilirubin is less than 0.23 mg. per hour 
on estimations made on the infant’s blood drawn 
at 8-hour to 12-hour intervals. Nevertheless, phy¬ 
sicians are not justified, in delaying treatment, 
because it is much more difficult to treat a patient 
for a high serum bilirubin level than to keep it 
from occurring. It must be remembered that the 
infant’s entire body has been saturated with this 
pigment, while the exchange transfusion removes 
only that bilirubin which is present in the blood 
circulation. An early exchange transfusion, there¬ 
fore, removes the principal source of bilirubin 
before it can accumulate in the tissues by remov¬ 
ing the source of the bilirubin and the damaged 
circulating red blood cells (already made incom¬ 
patible by the attached antibody). The earlier an 
exchange transfusion can be given, the less chance 
that higher concentrations of bilirubin will ac¬ 


cumulate in the body. 

The criteria for replacement transfusions can 
be accurately determined by bilirubin levels 
measured at various hours of life. It will be found 
that the danger levels as stated are well within 
their “zone of obligatory exchange transfusion 
(Allen and Diamond, ep.cit.). Some babies later 
will show a decrease in bilirubin below the pre¬ 
dicted level, but they are few in number. Wheeler 
and Ambuel (Pediat. Clin. North America W, 
1957, p. 395) stated that, in their hospital, 8 } 

those babies who had a cord bilirubin eve a oi 
4 mg. per 100 ml. eventually needed an exchai 0 

transfusion. 
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Forand Bill . . 

Backs Trade Name Prescriptions . . 
Drug Warning Label Guide . . 


COMMITTEE DELIBERATES COURSE 
ON AGING ISSUE 

Behind closed doors, the powerful House Ways 
and Means Committee began its crucial task of de¬ 
ciding what type of aged health care measure to 
approve, if any, this session. 

The two major plans before the paijel were the 
administration’s 1.2-billion-dollar program of a vol¬ 
untary, federal-state 4 aid scheme, and the Forand- 
type compulsory approach through the social 
security system. In addition, there was some con¬ 
sideration given to expanding the existing federal- 
state public assistance programs for the aged to 
spur further help for indigent persons in the 
medical-hospital care field. 

While the House awaited the decision of the 
Ways and Means Committee, whose bills are seldom 
rejected by the full House, there were developments 
in the Senate. 

Sixteen Democratic senators, including presiden¬ 
tial hopefuls Senators John Kennedy (Mass.), Stuart 
Symington (Mo.), and Wayne Morse (Ore.), intro¬ 
duced identical legislation proposing a broad medi¬ 
cal aid program, most of it under social security. 

The bill would provide hospitalization and health 
care for all of the nation’s retired older citizens. 
Most of tlie estimated cost—1.6 billion dollars— 
would be financed through a 0.25% hike in the 
Social Security tax on the employee and the em¬ 
ployer, and 0.375% for self-employed persons. Sur¬ 
gical services would not be included, though these 
would be financed under the Forand bill. 

Retired aged persons not eligible for Social Se¬ 
curity benefits would receive similar benefits. Cost 
of this program would be borne from regular 
government appropriations to a federal medical 
insurance trust fund. 

Chief sponsor of the legislation was Sen. Pat 
McNamara (D., Mich.), chairman of a special Senate 
subcommittee on problems of the aging. The Sena¬ 
tor has advocated a compulsory government medi¬ 
cal program for many months. 

Vice-president Richard M. Nixon expressed his 
vigorous support of the administration’s plan, and 
charged that the Democratic Social Security^ bills 
would “open the door for socialized medicine.” 

In a formal statement^he emphasized that tire 
over-all difference between the two proposals “goes 
to the fundamental nature of our free society.” 

The Forand bill and similar plans would set up a 
great state program which inevitably would head in 
the direction bf herding the ill and elderly into 
institutions whether they desired this or not,” he 
said. “Such a state program would threaten the high 
standards of American medicine." 

'Meanwhile, Rep. Thomas B. Curtis (R., Mo.), a 
member of the House Ways and Means Committee, 
contended that members of both parties were push¬ 


ing for an unneeded federal program of health 
insurance for the aged. The lawmaker said he was 
convinced from detailed studies that there are no 
indigent persons who need medical attention who 
cannot get it on a charity basis. As for elderly per¬ 
sons, “there is good health insurance available at 
reasonable rates.” 

Senate GOP Campaign Chairman Barry Gold- 
water (R., Ariz.) denounced the administration’s 
plan as “socialized medicine” and a “dime store 
new deal.” 

Goldwater told the Senate the ultimate cost of the 
new plan will be “staggering” and prevent future 
balanced budgets. 

Goldwater said Arthur S. Flemming, Secretary of 
Health, Education, and Welfare, could better have 
solved the medical problem by proposing “full de¬ 
ductions for taxes for any amount spent for medical 
care of anyone,” plus full tax deduction of the costs 
of health plans by either an individual or corpora¬ 
tion. 


URGES DELAY ON AGED HEALTH 
CARE ACTION 

A key member of the House Ways and Means 
Committee urged that action on all proposed fed¬ 
eral health benefit plans for the aged be postponed 
until next year. In the meantime. Rep. Burr Harri¬ 
son said the committee should conduct an exhaus¬ 
tive study of the various proposals during the 
congressional recess. 

Harrison declared, “It is obvious from recent 
<aevents that the nation will adopt a new and revolu¬ 
tionary expansion of the welfare state through the 
inauguration of a program of medical benefits. 

“The Congress now has before it the Forand bill 
for limited hospital and surgical aid to persons re¬ 
ceiving social security benefits; a proposal for limit¬ 
ed hospitalization only; the plan of the President, 
endorsed by Vice-president Nixon, for sweeping 
medical benefits for the needy aged, financed out of 
the general treasuries of state and federal govern¬ 
ment; the Aifierican Medical Association proposal; 
and half a dozen other variations of the foregoing 
proposals. 

“The only features which these proposals have in 
common is that they are all tremendously expensive; 
they all propose revolutionary change, and they are 
* all complicated, uncertainly based and little under¬ 
stood by the prospective beneficiaries. 

“The only one of these plans on which there has 
been a hearing, and on which the public has been 
allowed to express an opinion, is the Forand bill, 
which the committee rejected by a vote of 17 to S. 

“Any such vast new permanent program, costing 
billions a year, if drafted and launched in haste, 
without opportunity for public expression and in an 
atmosphere supercharged with election year poli¬ 
tics, would be certain to be a monstrosity. 

“I propose that the Committee on’Ways and 
Means conduct full public hearings during the 
recess of the Congress this fall in which all of the 
(Continued on next page) 
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sii^Lcstions may be subject to careful examination, 
and that the enactment of a program be the first 
order ot business of the committee in January.” 


TRADE NAME PRESCRIBING 
DEFENDED AT HEARINGS 

A prominent pharmacist strongly defended the 
use ot trade name prescribing of drugs by physi¬ 
cians in testimony before the Senate antitrust sub¬ 
committee studying drug pricing practices. 

Charles O. Wilson, Dean of the School of Phar¬ 
macy at Oregon State College, said it would be 
’ extremely shortsighted” for physicians to prescribe 
solely by generic name due to the differences in 
potency, absorption rates, and quality standards of 
many drugs classified under a single generic name. 

Sen. Estes Kefauver (D., Tenn.), chairman of the 
subcommitttee, has repeatedly expressed the idea 
that generic name prescriptions would save patients 
money and would make no difference in the quality 
and efficacy of the drug. 

However, Wilson refuted this concept. For ex¬ 
ample, he said, an aspirin tablet could be manu¬ 
factured that could be sold for nine cents a hundred 
tablets, “but it would pass right through you and 
you would still have your headache.” 

Wilson urged that some system be set up to 
achieve a consistency in the nomenclature of generic 
terms. “We in the practice of pharmacy and medi¬ 
cine should have some control over which generic 
names and which chemical names are going to be 
used.... There should be designated for each phar¬ 
maceutical agent, one official chemical name and 
one official generic name.” 


WARNING LABEL GUIDE FOR DRUGS 

The Food and Drug Administration has issued a 
list of label warning statements for the guidance of 
drug manufacturers who are required by law to 
provide “such adequate warnings ... as are neces¬ 
sary for the protection of users.” 

FDA Deputy Commissioner John L. Harvey 
noted that with relatively few exceptions the drug 
manufacturer is responsible for choosing the lan¬ 
guage of the warning. Exceptions include habit¬ 
forming drugs and antibiotics. The guide was 
published to state what FDA considers to be one 
way of complying with the law. 

The new service should be helpful to any drug 
firm planning to begin distribution of an over-the- 
counter drug not previously in its line; should make 
it easier for all drug firms to review theii labels, for 
them to change those not appearing to meet legal 
requirements, and avoid possible future litigation, 
said the FDA. 

Typical suggested warnings were as follows: 
“Don't apply to broken skin”; “Do not exceed 
recommended dosage”; “Do not drive or operate 
machinery while taking this medication , iscon 
tinue use’ if rapid pulse, dizziness, or blurring ot 
vision occurs”; and “If pain persists for more than 
10 davs or redness is present, or m conditions uttect 
ing children under 12 years of age, consult a physi¬ 
cian immediately.’ c 

The report, issued in looseleaf form for any farms 
or persons desiring it, includes suggested warnings 
for P more than 140 drugs or drug classes, including 


those for animal use, and several theraneutio , 1 , 
vices. Requests for the service, which Sh^ \ 

“P ‘° n date Changes ’ be ™ade to th/rS 

and Drug Administration, Division of Public In 
foimation, Washington 25, D, C. n 


CANCER INCIDENCE REPORT 

The director of the National Cancer Institute re 
ported that stomach cancer has been rapidly de 
creasing m this country but at the same time then 
Has been a jump in the number of cases of lun< 
cancer. ; 

The director, Dr. James R. Heller, told a Housi 
appropriations subcommittee that mortality fron 
stomach cancer as well as its occurrence was de 
creasing for both men and women. The decreasi 
was more spectacular as it affected men, he said 
because it had been the greatest cancer killer ii 
men. 

The incidence of stomach cancer “has diminishet 
in some areas to the point where it has been diffi cul 
for surgeons in some of our studies to find enougl 
stomach cancer cases to run a complete series,” Di 
Heller testified. Pie said scientists have been un 
able to establish the cause for the decrease of tin 
disease. 

Offsetting this decrease has been an increase ii 
lung cancer, he noted. Asked whether be believe: 
excessive cigarette smoking increased the likelihoo: 
of lung cancer, Dr. Heller said he believed that thi 
was one of the causes. Pie added that he did no 
think there was any doubt that air pollution alsi 
played a role. 

As for all types of cancer, Dr. Heller said tin 
over-all national incidence was increasing and tin 
mortality slightly decreasing. 

Some time in the future drugs may be able ti 
cure all cancers, he predicted. 


MISCELLANY 


The Food and Drug Administration announced ; 
program for the reporting of unusual or adversi 
reactions to drugs. A limited number of hospitals 
selected to represent a cross section of modern 
specialties, will conduct the study initially. The pro¬ 
gram is an expansion of a voluntary pilot study 
carried out during the past four years in coopera¬ 
tion with the American Medical Association, the 
American Association of Medical Record Librar¬ 
ians, the American Society of Plospital Pharmacists, 
and the American Hospital Association. 

The Public Health Service awarded $1,900,000 for 
the construction and operation of a monkey re 
search center near Portland, Ore. The funds went o 
the Medical Research Foundation of Oregon, Inc. 
Heart Research will be emphasized in the colon) 


DO rhesus monkeys. , 

utual of Omaha plans to build an Internationa 
;ing home and education center m V* aslw » > 
3. Dr. Charles W. Mayo, a member of 
nee firm’s board of directors, declared J 
acing the project that “free enterprise 
her step toward showing ti t blen« 

can provide a solution to health care I 

re aged.” 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION! Dr. F. J. L. Hlasingame, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 

1060 Aiuiu.it Meeting. Miami lkacli, Fla., ]une 13-17. 

1960 Clinical Meeting, Washington, D. C., Nov. 28-Dec, 1. 

1961 Animal Meeting, New l'ork City, June 26-30. 

1901 Clinical Meeting, Denver, Nov. 27-30. 

1962 Annual Meeting, Chicago, June 11-15. 

1902 Clinical Meeting, Los Angeles, Nov. 20-29. 

AMERICAN 

I960 
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Vm,:i,k-.vn Association on Mental Daicirxiv, Lord OaUinune Hotel. 
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May 3()-Jtine i. Dr. Andrew A. Marclietti. Georgetown Univ. ilosp., 
Washington 7, D. C.. Secretary. 

Axu.uw.vs Osvniue.sv.nK-. Association. The 

May 30-Juiie 2. Dr. Lee Rummy Straub, o3> E. 70 St., New lork -l, 
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Dr. George F. Lull. 185 X. Wabash. Chicago, Secretary, 
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■' o.i-25. Mr. liarohi W. llnnm. 19B Lowry Medical Arts Bldg., St. laid 

T.vicutive Sicrit r . ANn Physiological Aspects of 

S 'Sv'sei- 1 Fmgii r*'sorviisvi's'r*llusuaucit Inst, re.:. Hilt™. Hotel. San 
• vniimio lexis Mav 20-27. For infonnation write Mr. jack Iianno , 
£5lK) Colelir.i ltd.. Sail Antonio 6. Tex.. Public Relations Director. 

June 

..... Physicians, Miami Beaeli, Ha., 

American At IJaik-y. P. O. Box "Oil. Denver 0. Secretary. 

AM j»^ 

Director. , neativilie. Miami Beach, 

1 E - 45,h St > Nt "’ V ° rk 17 ' 
Executive Director. „...... Belmont Hotel. Cape 
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H HE changing concepts of the physiologi¬ 
cal role of fibrinolytic systems in the body 
has highlighted a complex enzymatic sys¬ 
tem, which may possibly have wide impli¬ 
cations in the therapy of disease. Numerous inves¬ 
tigators 1 have reported the spontaneous occurrence 
of a low order of fibrinolytic activity in normal 
persons..The nature of this activity, as well as the 
mechanism whereby its action becomes apparent, is 
of some significance in relation to the therapeutic 
use of this system. 

While these concepts have been changing, they 
have all dealt with resultant enzymatic activity; 
either being present in the circulating plasma, be¬ 
ing adsorbed on a fibrin clot, or created within a 
clot. Several mechanisms have been proposed to 
explain these activities. The classic mechanism 
indicated that the enzyme in its active form was 
circulating in plasma. It was then preferentially 
adsorbed to the clot. More recently. Sherry and 
co-workers " have introduced a new concept of this 
activity. They have differentiated between fibrino¬ 
lytic activity and thrombolytic activity. They have 
defined fibrinolytic activity as the action of the 
enzyme. Thrombolytic activity results from the 
action of the activator on proenzyme adsorbed to 
the clot. Thus, in their hypothesis only an enzyme 
produced de novo in the clot is effective in pro¬ 
ducing clot dissolution. 


Critical analysis of existing data demon¬ 
strates that fibrinolysin in conjunction with 
anticoagulant therapy decreases the mor¬ 
bidity in patients with thrombophlebitis. This 
conclusion was the result of comparison of 
data from hospital charts of 20 patients in a 
fibrinolysin-treated series and a control 
group of 22 patients. The comparison was 
made after outlining the necessary criteria ' 
for the arbitrary selection of patients and 
setting up rules to be followed in the inter¬ 
pretation and grading of the clinical informa¬ 
tion. The author also reviews the theories of 
clot lysis that have been put forward, with 
the realization that a final answer has not yet 
been determined. 


Ambrus and co-workers 3 have introduced an¬ 
other approach to the concept of relative affinities 
of inhibitors and clot for the enzyme. These inves¬ 
tigators believe that diere is evidence for the selec¬ 
tive adsorption of the enzyme to a fibrin clot. Thev 
indicate that, when an enzyme is combined with 
circulating inhibitor, the clot has a greater affinity 
for the enzyme than does the inhibitor. As a result, 
the clot can dissociate the combination and selec¬ 
tively adsorb the enzyme. 


Presented at the World Conference of Angiolosy, Atlantic City, June 5-7, 1959. 
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Second, patients selected as control eases were 
those in whom the pertinent history was similar to 
that of the patients in the fihrinolysin-treated group 
and in whom the daily record notes were adeejuate. 

1 bird, patients were classified as seven* or mild 
eases, depending on whether two of the three main 
features, pain, tenderness, and swelling were 
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designated. The condition oi those patients in whom 
the degree of pain, tenderness, anil swelling was 
not specified, was classified as "degree not specified." 

Fourth, the end-point for definitive changes in 
morbidity was taken to be the number of days from 
the start of fibrinoK sin or anticoagulant adminis¬ 
tration to the first day in which swelling or dis¬ 
comfort was absent. 

Fifth, data in those patients with discomfort or 
swelling still present on discharge from the hospi¬ 
tal were not included in the calculation of results. 

Sixth, extremity measurements showing differ¬ 
ences in circumference between- 
vauuhs'nbrinolytic agents on experimental thrombi 

in animals. ^ x , 

Warren and Villavicencio 0 have demonstrated 

the actual lysis with fibrinolysin of a normal clot m 
the femoral vein of a dog. Lysis in their series was 

induced in 11 to 27 minutes. 

Johnson’s and McCarty’s 5 studies on experi¬ 
mental dots in man demonstrated the validity ot 
animal data for at least one agent in the human 

The difficulties in precise diagnosis, etiology, and 
pathology of venous thrombosis have been well 
documented. 10 Similarly, the difficulty m following 
the response to any therapy is due to the limitation 
of specific diagnostic methods. In order to ovei- 
come these limitations, two pathways are open 
namelv (1) use of venograms before and attei 
therapy in patients with clinical evidence of throm¬ 
bophlebitis to demonstrate the re-estabhshmen o 
circulation, and (2) critical analysis of a control 
study of alternate patients demonstrating similai 

clinical histories and findings. 

Venocaphy to been used by_ Evans and 
SmedaP’ and Sokal and co-workers,'- showing the 
dearance of a filling defect after Bbnnolysm 

therapy. 


- pertinent data on the history and stafrr- - 
the patients with thrombophlebitis in both 1' 
are shown in tables 1 and 2. “ 

There were 20 patients in the fibrinolysin^ 
series and 22 patients in the control series (table] 
f he control patients were nearly seven years o!i 
on an average and had nearly the-same age ran- 
and an average duration of the present attack £ 
was three days less than that of those in the fibre 
iysin-treated group. In the fibrinolysin-tres!; 
series, the thrombophlebitis was described as m 
in 13 patients as compared to 6 patients in t! 
control group. 

As shown in table 2, the present attack was® 
eiated with pregnancy in five patients in the fibi 
uolysm-treated group as compared to one patie 
in the control group. The history of thromboerab 
lie disease was about the same in both series. H 
available laboratory data showed that patients 
both groups had reached satisfactory prothromb 
levels during treatment. 

Results 

Table 3 shows the relative effects of treatment 
discomfort and swelling with anticoagulants int 
control patients and with fibrinolysin in the 10 f 
. 'Aicicteilcc U 1 —~ /jdminicMioil ai 

holism also continues to be the most common lung 
disorder in spite of anticoagulant therapy. • 

Two thrombotic diseases, thrombophlebitis and 
pulmonary embolism, have been studied exten¬ 
sively with use of fibrinolysin (human) (Actase) in 
conjunction with standard forms of .therapy. A - 
though it has been reported, without confirmation, 
that a difference exists in the effectiveness of differ¬ 
ent fibrinolytic materials, the unsettled state ot the 
theoretical basis of activity precludes interpretation 
on levels other than clinical measurements. This 
situation is analogous to that in the use of many 
important drugs. The therapeutic response W ad¬ 
ministration of penicillin » well known, while s 
mechanism of action remains, even at this late date, 

unknown. 

Clinical Effects 

The clinical effects of fibrinolysin have - be® 
studied in 400 patients with a variety,oTcnculI. > 
rlicnrrWs With the exception or peisons 

“•dS>se, Aese *^£*££5 

with a diagnosis of cerebral tombM* 
emboli, thrombotic and ernbol. J- » 
peripheral and splanchnic aitenal syste I f 

monary embolism, and venous n . l0 S °^ ' ' pone nts 
the patients showed no changes in the compor 
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to nine days before the first fibrinolvsin infusion. 
The results of treatment are shown to the right of 
the heavy vertical line as time in days for the dis¬ 
appearance 'of discomfort and swelling after the 
start of fibrinolysin treatment. In cases one through 
seven, botlv discomfort and swelling were found to 
have disappeared by the third day after the start 
of ,treatment with fibrinolysin. This was true irre¬ 
spective of the time of the onset of the attack and 
the day on which anticoagulant treatment was 
started. Likewise, in cases S and 10, discomfort 
disappeared within this interval. Discomfort was 
found to disappear within eight days in case S. 

Pulmonary Embolism 

No satisfactory, definitive method of accurate 
diagnosis of pulmonary' embolism exists, nor are 
there adequate procedures for assessing the effec¬ 
tiveness ■ of therapy'. The usual criteria are the 
rapidity' of resolution of roentgenographic findings, 
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■variable intervals of impftjveMKAVi. IUU'J<) N u'ALi’hW 
unselected cases, it must be realized that these 
figures represent patients with organized thrombi, 
in whom we would not anticipate any response. 

Tlie data were then reviewed with respect to the 
age of the thrombus and the response to fibrinolysin 
therapy. This is a difficult point to determine, since 
patients’ histories are sometimes clinically inac¬ 
curate. However, the error is assumed constant for 
all. Here again, if data were not available the case 
was eliminated from the study. In view of the 
usual organization or epitlielization, or both, of 
a clot within a five-day to seven-day period, it was 
decided to assess response by the previously men¬ 
tioned criteria in the clots aged under five and over 
five days. Eighty-three per cent of the group with 
a thrombus under five days of age fell within the 
response criteria outlined previously. Only 62% 
had the indicated response if the clot was over 
five days old. 

\Vhile one might theoretically anticipate an in¬ 
creased incidence of embolization in such ly'tic ty'pe 
of therapy, this has not proved to be the case. 
Actually, 3 in a series of 171 patients with throm¬ 
bophlebitis have developed clinical symptoms of 
pulmonary embolism. No untoward sequelae were 
observed. It is believed that the presence and 


Summary 

While many' theories of clot lysis have been put 
forward, insufficient data are available to achieve 
a final decision at this time. Critical analysis of 
existing data demonstrates that fibrinolysin (human) 
(Actase) in conjunction with anticoagulant therapy 
decreases the morbidity' in patients with throm¬ 
bophlebitis. While a decrease in morbidity' from 
pulmonary' embolism is observed, more exact 
methods of diagnosis and criteria of effectiveness 
are required. 

While the case reports of many evaluators were reviewed, 
the assessment and conclusions are those of the authors. 

Dr. W. P. Chapman, of the Boston Globe, Boston, acted 
as the independent evaluator of the data submitted. 

References 

1. (a) Sherry, S.; Fletcher, A. P.; and Alkjaersig, X.: 
Fibrinolysin and Fibrinolytic Activity in Man, Physiol. Rev. 
30:343-382 (April) 1959. ( b) Astrup, T.: Fibrinolysis in 
Organism, Blood 11:781-806 (Sept.) 1956. (c) Feamley, 
G. R., and Tweed, J. M.: Evidence of Active Fibrinolytic • 
Enzyme in Plasma of Normal People with Observations on 
Inhibition Associated with Presence of Calcium, Clin. Sc. 
12:81-89 (Feb.) 1953. 

2. Sherry, S.; Fletcher, A. P.; and Allcjaersig, N.: Devel¬ 
opments in Fibrinolytic Therapy for Thrombo-embolic Dis¬ 
ease, Ann. Int. Med. 50:560-570 (March) 1959. 

3. Ambrus, J. L., and others: Fate of I 131 Labelled Com¬ 
ponent of Fibrinolysin System, Fed. Proc. 111:364 (March) 
1959. 

4. Coon, W. W., and Duff, I. V.: Effects of Intravenous 
Human Plasmin on Blood Clotting Mechanism of Dog, J. 
Lab. & Clin. Med. 51:381-385 (March) 1958. 

5. Johnson, A. J., and McCarty, W. R.: Lysis of Artificial¬ 
ly Induced Intravascular Clots in Man by Intravenous In- 
fxc.Vms 0 f Streptokinase, J. Clin. Invest. 37:905 (June) 

Re>pon?e to anticouguiutu 

Range <T-»-^- 

Severity of symptoms, days 

Marked . 13 

Degree not specified . «» !•» 

Mild . 1 1 

treated patients also received anticoagulants. In 10 
patients, the administration of anticoagulants 
(heparin, then bishy'droxycoumarin [Dicumarol]) 
and fibrinoly'sin was started on the same day. In the 
others, fibrinolysin was first given from one to nine 
days after the start of anticoagulant therapy. An 
important reason for initiating fibrinolysin treatment 
in certain patients who had already received anti¬ 
coagulant therapy' was that there had been little 
or no improvement in their clinical course. 

Criteria 

The criteria used in the arbitrary' selection of the 
fibrinolysin-treated patients and controls and the 
rules followed in the interpretation and grading of 
the clinical data for this report on morbidity' are as 
follows: 

First, all patients selected were those in whom 
the history and case record notes were satisfactory' 
for the daily appraisal of the main features of the 
acute disease, namely, discomfort, which included 
pain or tenderness, or both, and limb swelling. 


69 






224 FIBRINOLYTIC AGENTS—CHAPPLE AND SINGIIER ■ , 

.... , J -A.M .A., M«y 2I , iseo 

oocontl, patients .selected as control eases were Ninth all eveent four t c 

those in whom the pertinent history was siinilar to were examined and their comlif*° m both Srou P 

tliat of the patients in the fihrinolysin-trealed group aled by the same physician ^ ^ eViil =' 

and.n whom the dady record notes were adequate. Tenth, this report represents an ini , 

Ih.rd, patients were classified as severe or mild evaluation by another pl ly S „ S $?*** 

cases, depending on whether two of the three main data in all patients. X reporid 

features, pain, tenderness, and swelling were so The pertinent data on the history and sht 
, (he patients with thrombophlebitis in hod/ ™ 

I.uiu: -.-Clinical Data an Patients with are shown in tables 1 and 9 0 Upi 

Dec/) / ImnnluinhlehUis Tl,,. .. , , 

Kii.rim.i»in. Coni mi lhue were J) patients in the fibrinolysin-treated 

J::! <ir x/:."' ^; nes antl r p;Lticnts in the control series (table 11 

ViirU’.i,-. 1 wii,.. ., ll,t! C()ntro1 Patients were nearly seven years older 

erm ion;, jihi-i.iii-. i a 0,1 an average and had nearly the-same age ranee 

Puiiiumiiry .'mimii uiu,. a and an average duration of the present attack tk 

loi'i-raeVon 11. T! T T T T1.’ ‘i a svas three days less than that of those in the fibrino- 

1 Ab^iirui'il'ii'u-.;'i t lysin-treatcd group. In the fibrinolysin-treated 

Ini'. I series, the thrombophlebitis was described as severe 

iinii*. m*i\ . - ~ 111 patients as compared to 6 patients in the 

[ . ^ ;1 control group. 

As shown in table 2, the present attack was » 
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to nine days before the first fibrinolysin infusion. 
The results of treatment are shown to the right of 
the heavy vertical line as time in days for the dis- 
• appearance 'of discomfort and swelling after the 
start of fibrinolysin treatment. In cases one through 
seven; both discomfort and swelling were found to 
■have disappeared by the third day after the start 
of .treatment with fibrinolysin. This was true irre¬ 
spective of the time of the onset of the attack and 
the day on which anticoagulant treatment was 
started. Likewise, in cases S and 10, discomfort 
disappeared within this interval. Discomfort was 
found to disappear within eight days in case 8. 

Pulmonary Embolism 

No satisfactory, definitive method of accurate 
diagnosis of pulmonary embolism exists, nor are 
•there adequate procedures for assessing the effec¬ 
tiveness of therapy. The usual criteria are the 
rapidity of resolution of roentgenographic findings. 
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DAYS 

Number of days between initial administration of fibri¬ 
nolysin and onset of attack and initial administration of 
anticoagulant therapy and disappearance of pain and swell¬ 
ing. Time of first fibrinolysin infusion is indicated by vertical 
line in center of chart; this time is indicated as “zero” day. 
O, shows onset of attack; D, indicates absence of discomfort; 
S+ reveals presence of swelling; ACR,, indicates start of 
anticoagulant therapy; S, shows absence of swelling. 

when present, and the reversal of clinical symptoms 
and the infrequency of recurrence. The recent work 
of Robin and co-workers 15 in measuring arterial 
and end-tidal carbon dioxide tension may provide a 
useful clinical research tool in this disease. 

•At present, more experience in the use of 
the fibrinolysin preparation has resulted in patients 
more rapid recovery from pulmonary embolism. 
This has occurred without sequelae. The same 
interval of clot age in relation to therapeutic re¬ 
sponse as in the thrombophlebitis data is present. 
There is an apparent decrease in recurrence rate. 

It is recognized that intravascular thrombotic 
episodes are not confined to the venous tree or to 
the pulmonary system. Clinical investigations of 
thrombotic incidents in the arterial circulation are 
proceeding. 


Summary 

While many theories of clot lysis have been put 
fonvard, insufficient data are available to achieve 
a final decision at this time. Critical analysis of 
existing data demonstrates that fibrinolysin (human) 
(Actase) in conjunction with anticoagulant therapy 
decreases the morbidity in patients with throm¬ 
bophlebitis. While a decrease in morbidity from 
pulmonary embolism is observed, more exact 
methods of diagnosis and criteria of effectiveness 
are required. 

While the ease reports of many evaluators were reviewed, 
tire assessment and conclusions are those of the authors. 

Dr. W. P. Chapman, of the Boston Globe, Boston, acted 
as the independent evaluator of the data submitted. 
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OBSERVATIONS ON FECAL CONTINENCE MECHANISMS 

Garry S. Brody, M.D., J. R. McCorriston, M.D. 

and 

Stanley C. Skoryna, M.D., Montreal 


• J. 1C fu ! lct,<)n (,f the fecal continence mechanisms 
interested many early physiologists and anatomists. 

towevcr, they frequently presumed that function 
can be implied directly from known anatomic struc¬ 
ture. Tins, probably, is responsible for several mis¬ 
conceptions which originated at that time and 
persist today. The mechanisms of defecation and 
continence .must be differentiated. By definition, 
defecation involves the elimination of the contents 
or the gash ointcstinal tract but does not concern 
itself with the form or timing of elimination. All 
control of the bowel, other than direct expulsion, is 
a function of continence rather than of defecation. 
The following discussion will be confined exclu¬ 
sively to the consideration of factors affecting fecal 
continence. 

Many standard physiological and surgical text¬ 
books discuss the defecation mechanisms in detail 
but ignore almost completely any reference to con¬ 
tinence. A careful search of the literature has re¬ 
vealed no publication correlating experimental find¬ 
ings with clinical observations. However, recent 
investigations have brought to light several inter¬ 
esting facts. We have been able to correlate these 
with our own observations made during experi¬ 
mental studies on eradication of abnormal rectal 
mucosa. 

Mechanisms 


Functional Bowel Huffy.—Continence depends to 
a large extent on the conversion of the liquid volu¬ 
minous small bowel contents into a semisolid ma¬ 
terial, of considerably decreased bulk, which can be 
.conveniently stored until evacuation is opportune. 
To accomplish this, the bowel is divided into sev¬ 
eral functional units. The increase in viscosity and 
reduction in volume of the bowel contents are ac¬ 
complished by a high rate of water absorption in 
the terminal ileum and ascending colon and by 
bacterial growth. Both of these phenomena depend 
on a relatively slow movement of the fecal stream 
in this segment of bowel. The descending colon is 
primarily concerned with the storage of the prod¬ 
ucts it receives, until periodically stimulated to 
initiate evacuation. The third functional unit com¬ 
prises the rectum and anal sphincters, which aie 
intimately interrelated in their action. Gaston 1 con¬ 
cluded, after investigation, that the reflex control 
of this latter unit is accomplished by receptors in 
the rectum which transmit stimuli through the 


From tlie Department of Experimental Surgery, McGill University. 
Il Brody is now at the Department of Surgery, Georgetown University 

Iospital, Washington, D. C. ° 


Fecal continence depends an the integrity 
of three intestinal functions. One is the reduc¬ 
tion of bulk by water absorption; another is 
the retention of fecal substance by reservoir 
action in certain parts of the colon; the third 
is the action of sphincters. Sphincteric conti¬ 
nence is not merely a " purse-string " phe¬ 
nomenon but represents a more complex 
anorectal reflex. The receptor areas in the 
rectum were for many years considered to 
be in the mucosa; it is more likely that they are 
in the rectal musculature. Other assumptions 
about the physiology of continence mecha¬ 
nisms must similarly be revised. There is evi¬ 
dence that hitherto unexplained adaptive 
mechanisms enable the body to compensate 
for the surgical removal of some functional 
units. 


parasympathetic nervous system to subcortical 
and cortical centers. The activity of these receptors 
was noted to decrease progressively from the distal 
to the proximal part of the rectum and was entire¬ 
ly absent in the sigmoid colon. The motor limb of 
this reflex arc is transmitted via the somatic tracts, 
through the hemorrhoidal nerves, to the external 
anal sphincter. 

Reservoir ami Sphincteric Continence.—On the 
basis of studies with pressure-measuring balloons, 
Gaston 1 subdivided the mechanisms of fecal con¬ 
tinence into reservoir and sphincteric elements. 

To act as a reservoir organ, the descending part 
of the colon adapts itself to the changing bulk of 
its contents. When a mass of certain critical volume 
is accumulated, or when stimulated by various re¬ 
flexes (e. g., gastrocolic), this portion of the bowel 
propels the colonic contents into the rectum. This 
usually occurs as a unit evacuation of the entire 
descending colon, which has been termed the “co¬ 
lonic rush.” There is some doubt whether this “unit 
expulsion” occurs only during defecation or whether 
it may operate from time to time only to be in¬ 
sensibly inhibited by various reflex mechanisms. The 
reservoir function of continence is well illustrated 
in patients with sigmoid colostomies, who with 
proper care develop a certain degree of control ot 

solid material. 
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Sphincteric continence is not merely a “purse¬ 
string” phenomenon but represents a more complex 
anorectal reflex. The internal anal sphincter plays 
no part in the continence mechanism, for, as Gaston 
showed, it relaxes as soon as the rectum is dis¬ 
tended. This operates via a reflex mediated in the 
spinal cord," and, indeed, the cutting of the internal 
sphincter produces no disability at all. 3 Therefore, 
any further references in this paper to the anal 
sphincter should be considered to include only the 
external sphincter. 

Feces, on entering the rectum, produce the fa¬ 
miliar lower pelvic sensation and stimulate an ex¬ 
pulsive peristaltic wave which reaches its peak in 
a few seconds and quickly subsides. At the same 
time, the anorectal reflex previously described 
stimulates the external sphincter to contract beyond 
its normal tone and resist the expulsive forces. These 
contractions soon diminish (within 50 or 60 sec¬ 
onds) because of muscle fatigue. However, they 
persist well beyond the period when rectal peri¬ 
stalsis subsides, and therefore continence is pre¬ 
served. Central inhibition of this reflex allows 
defecation at the appropriate time. 

The receptor areas in the rectum were for many 
years considered to be in the mucosa, since it was 
noted that local anesthetic agents eliminated the 
ability of the patient to differentiate between solids, 
liquids, and gases and impaired their continence. 4 
However, the present understanding that these 
agents also have a direct paralytic effect on smooth 
muscle throws doubt on this concept. Karlan and 
co-workers 5 showed, in studies with dogs, that com¬ 
plete removal of the rectal mucosa followed by an 
anastomosis of the terminal ileum to the remaining 
muscular tube of rectum does not interfere with this 
reflex. Further confirmation of their results was de¬ 
rived from our experiments with use of similar 
preparations. These authors have also shown that, 
in dogs, complete resection of the rectum and 
colon followed by ileoanal anastomosis destroys 
the anorectal reflex and disturbs continence to such 
an extent that these animals all die of progressive 
inanition. Therefore, one can assume that the re¬ 
ceptor areas are located in the rectal musculature. 
The terms “contraction receptors” or “pressure re¬ 
ceptors” are more accurate than the now common¬ 
ly used term “stretch receptors,” because it is well 
known that the bowel is insensitive to simple 
stretch, as evidenced by the plastic adaptation of 
the large bowel to the fecal contents. It is only 
when an increased intraluminal pressure, produced 
by muscular contraction, occurs that some receptor 
area is activated and made aware of the bowel 
contents. 

The mechanism of differentiation between solids 
and gases is uncertain. It may be related to the 
differences in pressure exerted by these agents 
within the rectum. 3 Liquids are poorly distinguished 
from solids and gases until contact is made with 
the anal skin. 


Clinical Correlation 

Gaston 1 has suggested that cases of total resec¬ 
tion of the rectum offer clinical proof of the nature 
of the anorectal reflex. He described a patient who 
had a total proctectomy with a sigmoid-anal anas¬ 
tomosis. Although tills patient could actively con¬ 
strict her anus at will, she was unaware of the 
proper time to do so and dius really had no more 
than a perineal colostomy with a functionally in¬ 
effective sphincter. Similarly, this explains how an 
elderly person, whose measured voluntary anal 
contractile force is low, retains his continence by 
corresponding decrease in his rectal expulsive 
powers. 

In contradiction to Gaston’s concepts are the re¬ 
sults obtained in the currently popular sphincter¬ 
preserving procedures for carcinoma of the mid¬ 
section of the rectum. Many authors 6 report a high 
percentage of normal continence after removal of 
the entire rectum, with or without anal skin, fol¬ 
lowed by anastomosis of the sigmoid colon to the 
anus. Up to 75% of these patients in a large series 6 ' 
were claimed to have retained the urge to defecate 
with functional sphincter control. Similarly, section 
of the parasympathetic nerves, as reported by 
Schlitt and co-workers 7 and others for the treatment 
of ulcerative colitis, does not seem to interfere until 
continence. Indeed, in these cases continence is 
improved by the decrease in bowel motility. It ap¬ 
pears, therefore, that the anorectal reflex does 
not fully warrant the significance attributed to it, 
or else it is qualitatively replaceable. A third pos¬ 
sibility might be that the receptor area is not al¬ 
ways entirely removed by total resection of the 
rectum. 

Attempts have been made to determine the min¬ 
imum amount of reservoir organ required to main¬ 
tain normal function and the minimum amount 
of residual rectum necessary' to preserve the ano¬ 
rectal reflex. Both of these probably vary 7 with the 
segment involved, necessitating greater length the 
more proximal the segment preserved. Goligher 3 
reviewed 171 patients who had undergone various 
operative procedures; he found that in those pa¬ 
tients who had 7 to 8 cm. of distal rectum retained, 
satisfactory 7 continence invariably 7 resulted. When 
only 7 6 cm. of rectum was preserved, about 80% had 
favorable results. Perhaps the failures were due to 
nerve damage caused by inversion of the rectal 
stump for a pull-through procedure which was used 
for anastomosis with these shorter rectal segments. 
In proximal rectosigmoidectomy for prolapse, in 
which only 1.75 cm. of rectal remnant was left, only 
50% of the patients retained what was described as 
fair continence, and in the other half results were 
poor. These patients, of course, originally 7 had poor 
rectal tone. 
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Ileoproctostomy invariably gave good results, 
but the ileoanostomy described by Ravitch 8 is re¬ 
ported to give variable results by various investi¬ 
gators. ttavitehs procedure consisted essentially of 
•total colectomy followed by dissection of the rectal 
mucosa and submucosa from the muscularis. The 
terminal ileum was then brought through the 
lumen of the muscular rectal wall to be anasto¬ 
mosed to the anus. Ravitch 8 has performed this 
piocedure in many cases to date and reports ex¬ 
cellent results in patients with multiple polyposis 
but indillerent results in cases of idiopathic ulcera¬ 
tive colitis, lie attributes the latter poor results to 
several factors, including the emotional make-up 
of these patients, their debilitated condition at the 
time of surgery, and the results of many previous 
infective episodes involving the bowel wall. 
Ravitch s work has received relatively little sup¬ 
port on this continent" and in England,' 1 after trial 
by various groups. However, many surgeons in con¬ 
tinental Europe and elsewhere 1 " described excel¬ 
lent results with this technique. Of course, in all 
procedures in which large or critical areas of the 
bowel are removed, a period of adjustment is re¬ 
quired before continence returns. The adjustment 
period after Raviteh's ileoanostomy is particularly 
trying, and this may be one of the reasons why 
many surgeons dislike this procedure. 

Although it is fairly well established that the 
terminal 30 cm. of ileum may assume most of the 
water-absorptive function of the excised colon, it 
is a matter of conjecture whether the ileum will 
function as a reservoir organ in the absence of 
large bowel. Those who claim satisfactory results 
with Raviteh’s procedure and its resulting dilatation 
of the small bowel must believe that ileum will 
indeed substitute for colon. Swenson" reported 
that, in children with Hirschsprung’s disease in¬ 
volving the entire colon and part of the terminal 
ileum, a total colectomy and reetosigmoidectomy 
followed by "a pull-through type of anastomosis, 
such as used in the common form of congenital 
megacolon” is the treatment of choice. After a time, 
"growth and development become normal” in these 
patients. Swenson" did not discuss the degree of 
continence achieved but stated only that his series 
of five patients “have done well. By his descrip¬ 
tion, these patients are left with 2 or 3 cm. of rec¬ 
tum, which should be a considerable proportion of 
the child’s rectum. The young age of these patients 
may also explain why results are better than might 
be expected in adults. 

Various techniques have been devised to con¬ 
struct a reservoir from the small bowel. Valiente 
•ind Bacon 1 ' experimented on dogs, with a panta¬ 
loon technique” of side-to-side anastomosis of an 
S-shaned segment of terminal ileum, interposed 
between the anus and the small bowel Their re- 
suits were equivocal. Gilbertas and Blanchaid 
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constructed a pouch from a loop of ileum with a 
side-to-sKle anastomosis, with fair results i„ one 
patient. Karlan and co-workers 3 repeated Valiente 
and Bacon s experiment but left a 4-cm. segment of 
rectum denuded of mucosa. They found that this 
functioned poorly. A side-to-side pouch of isoperi- 
staltically aligned ileum gave excellent results in 
dogs if the rectal cuff was preserved. However 
when attempted on one patient, results were 
equivocal. 

Conclusions.— The foregoing is a discussion of 
most of our present knowledge about the fecal con¬ 
tinence mechanism and indicates many problems 
which remain to be solved. Gaston’s observations 
on continence appear to be valid for physiological 
situations; however, what is yet uncertain is the 
extent to which the body is able to adjust to or 
substitute for these mechanisms in pathological or 
abnormal conditions. Much investigation has yet to 
be carried out into the nature of the anorectal re¬ 
flex and the reservoir component of fecal conti¬ 
nence. More data are necessary before we will be 
able to ascertain which surgical procedures would 
best facilitate removal of any diseased bowel and 
still preserve the important continence function. 

Summary 

The bowel may be subdivided into three func¬ 
tional units with regard to continence. The first is 
the terminal ileum and ascending colon, in which 
considerable water absorption is carried out. The 
descending colon is primarily a storage organ. The 
rectum and external sphincter are interrelated by 
reflexes mediated in cortical and subcortical regions 
functioning to preserve continence until elimination 
is opportune. 

Under physiological conditions the continence 
mechanism can be divided into reservoir and 
sphincteric components. The sphincteric compo¬ 
nent involves the reflex interaction of the rectum 
and external sphincter. Adaptation factors, which 
are responsible for apparently normal function 
after surgical removal of these functional units, are 
as yet unexplained. 

853 N. Woodrow, Arlington 13, Va. (Dr. Brody). 
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EARLY DIAGNOSIS OF CONGENITAL DYSPLASIA AND 
CONGENITAL DISLOCATION OF THE HIP 

VALUE OF THE ABDUCTION TEST 

Lloyd E. Harris, M.D., Paul R. Lipscomb, M.D. 

and 

John R. Hodgson, M.D., Rochester, Minn. 


The purpose of this communication is to present 
our experience in the early diagnosis of congenital 
dysplasia and dislocation of the hip. Inclusion of 
the abduction test in the routine physical examina¬ 
tion of the newborn and older infant, with roent- 
genograpliic studies of those infants exhibiting a 
positive result with the test, has enabled us to re¬ 
duce materially the age at which the diagnosis of 
congenital disease of the hip is made. There has 
seemed to be a universal appeal for early diagnosis 
of the condition, with agreement that early diag¬ 
nosis and early treatment are the sine qua non of 
optimum results. 

We became interested in the early diagnosis of 
congenital dysplasia of the hip when we were priv¬ 
ileged to hear and talk with Dr. Hart, 1 who was 
enthusiastic about the possibilities of early diagno¬ 
sis. We had the opportunity' to examine all newborn 
infants in a community and then follow them in well- 
child clinics. We hoped that inclusion of the abduc¬ 
tion test as part of the routine examination of the 
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To appraise the accuracy and possible limi¬ 
tations of the (thigh) abduction test in the 
diagnosis of congenital hip joint abnormali¬ 
ties the test was specifically used in examin¬ 
ing 11,010 infants. All infants were examined 
during their first day of life, again on the fifth 
day, and 1 90% of them) at regular intervals 
for six years. In children routinely examined 
the average age at the time of diagnosis was 
4 months, with no dislocations being undis¬ 
covered prior to the weight-bearing age; in 
children not routinely examined the average 
age was 14 months. In most infants full 90- 
degree abduction is unusual after the neo¬ 
natal period; during the second through the 
eighth or ninth month abduction is frequently 
in the range of 60 to 70 degrees. With dys¬ 
plasia and dislocation, abduction is usually 
limited to 45 to 50 degrees. Abduction lim¬ 
ited to 60 degrees or less should warrant 
roentgenographic examination. 
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lcwbom infant would make possible the diagnosis 
)t all dysplasias and dislocations of the hip at birth. 
-Therefore, beginning Jan. 1, 1949, the abduction 
test was included and the results recorded in the 
neonatal examinations. All infants were examined 

Abduction Test as a Screening Method in the Diagnosis of 
Congenital Dysplasia of the Ilip: Periods of 
Observation and Residts 
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lion test gave a negative result at birth dislocated 
one of h,s h,ps at the time of weight-bearing. Aha 
this experience, use of the test in the routineer* 
inations at the well-child clinics was strongly «. 
phasized, and since that time (October, 1950) J| 
dislocations have been detected prior to the weight 
bearing age. By the use of the abduction test and 
roentgenographic examination, the average age at 
diagnosis was reduced from 14 months to 4 months 
for dysplasia with dislocation. 

The Abduction Test 
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within the first 24 hours of life and again on the 
5th day. More than 90% of these infants were then 
seen at regular intervals in the well-child clinics. 

In order to detect infants who might have dys¬ 
plasia and who had been born prior to Jan. 1, 1949, 
physicians examining infants in the well-child clin¬ 
ics were encouraged to include the abduction test 
as part of the routine examination at all ages up to 
one year. Within the first year it became evident 
that (1) a normal result with the abduction test 
at birth did not exclude the possibility that dys¬ 
plasia or dislocation might become evident later 
and (2) the test should be part of the examination of 
all infants at monthly intervals through at least 12 
months of age. 

The effectiveness of the routine use of the ab¬ 
duction test as a screening method for detection of 
acetabular dysplasia and dislocation of the hip is 
manifested by the data in the table. In 5,929 pa¬ 
tients first examined as newborn infants, with 90% 
of them being examined regularly in the well-child 
clinics from Jan. 1, 1945, through Dec. 31,1948, the 
diagnosis of congenital disease of the hip was not 
made prior to the weight-bearing age, the average 
age at diagnosis being 14 months. After institution 
of the abduction test as part of the routine neonatal 
examination of 11,010 infants born in the peiiod 
Jan. 1,1949, through Dec. 31,1955, the diagnosis of 
congenital dislocation of the hip was made in two 
newborn infants and that of probable congenital 
dysplasia of the hip without dislocation in three 
newborn infants. All other infants gave negative 
results with the abduction test during the neonatal 


eriod. . ., 

Although encouragement was given to use tlie 
bduction test as part of the physical examination 
,f all infants less than 1 year of age, the point was 
iot stressed until one of the infants whose abduc- 


The abduction test (fig. 1) is simple to perform 
but requires intelligent application. We have had 
no difficulty in interpreting the test in the neonatal 
period when abduction of 80 to 90 degrees is found 
without undue pressure or without special effort 
to achieve “optimum conditions.” When the results 
of the abduction test have been positive, they have 
been quite definitely so, with abduction difficult 
beyond 45 to 50 degrees. 

Interpretation of the results of the test at the 
subsequent age levels requires more experience. In 
most infants, full 90-degree abduction is unusual 
after the neonatal period, and during the 2nd 
through the 8th or 9th month abduction is fre¬ 
quently in the range of 60 to 70 degrees. With'dys- 
plasia and dislocation, abduction is usually limited 
to 45 to 50 degrees. Abduction limited to 60 degrees 
or less should warrant roentgenographic examina- 




Fig. 1.—Abduction test. Top (left), normal at birth to 1 
anth of age, (right) often normal, 1 to 9 months of age. 
Atom (left), suspected significant limitation, (right) den 




i. Abduction may be limited because of other 
ditions, such as arthrogryposis multiplex, mo¬ 
te to severe spasticity, and coxa plana, an 5 
unexplained in some instances. However, we- 
i e that the test offers a valuable, simple sc 
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ing procedure for the detection of congenital dis¬ 
ease of the hip. The exact mechanism of limitation 
of abduction in such disease is not fully understood. 
The limitation that is present in actual dislocation is 
not difficult to understand, but the limitation that 
is present when dislocation cannot be demonstrated 
is of more obscure etiology. Several theories have 
been suggested but definite evidence to support 
these theories is lacking. 

In our well-child clinics, our experience has been 
that about two thirds of the infants who had limi¬ 
tation of abduction of a degree considered by the 
examining physician to warrant roentgenographic 
examination have had “roentgenographically nor¬ 
mal” hips. The infants were examined by pedia¬ 
tricians and pediatric fellows, with varying degrees 
of experience, in interpretation of the results of 
the test. The tendency of the less experienced has 
been to take roentgenograms even when minimal 
limitation of abduction was shown. 

The tendency for greater awareness of the possi¬ 
bility of early diagnosis of congenital dysplasia of 
the hip by use of the abduction test has led to 
some confusion. A physician examining an infant 
may detect what he interprets as limitation of ab¬ 
duction of one or both hips. The infant is referred 
for roentgenographic examination. Unfortunately, 
accurate interpretation of the roentgenograms dur¬ 
ing the neonatal and early-infancv period may be 
difficult, if not impossible. There has been a sur¬ 
prising lack of knowledge of the normal variations 
as well as the limitations of the criteria commonly 
used to diagnose congenital disease of the hip. This 
was aptly pointed out by Caffey and co-workers.' 

Undoubtedly, many infants are being treated un¬ 
necessarily for questionable or nonexistent “con¬ 
genital disease of the hip.” However, it is also 
evident that in many instances the diagnosis should 
be made early but is not, because of failure of 
detection by clinical examination or because of 
difficulty' in interpretation, or misinterpretation, 
of the roentgenograms. Children with frank disloca¬ 
tion of the hip which is not discovered until they 
are 1% to 2% years of age are still being referred 
to the clinic for orthopedic care. All of the infants 
in our study are now at least 316 years of age, and 
in no infant whose progress has been followed with 
regular examinations has dislocation become evi¬ 
dent after weight-bearing age. It would therefore 
seem that no child with dysplasia and dislocation 
lacked the clinical signs to permit early diagnosis. 

Other Clinical Signs 

The other clinical signs that are mentioned in 
relation to the early diagnosis of congenital dys¬ 
plasia of the hip are Ortolani’s sign (jerk), unequal 
thigh creases, unequal gluteal creases, unequal 
length of the legs, external rotation of one leg, and 
a “clicking” sound on abduction of the hips. Limp 
is a late sign of congenital dysplasia of the hip. 


We have not found Ortolani’s sign (jerk of entry' 
and jerk of exit, or either) to be a consistently 
dependable diagnostic sign. Hart 1 stated that this 
sign is pathognomonic of dysplasia. We have not 
infrequently' observed infants in whom both the 
“jerk of entry” and the “jerk of exit” were present 
within the first 24 hours after birth and then ab¬ 
sent in many' by' the 5th day' of life. The progress 
of these newborn infants has been followed- and in 
none has evidence of dysplasia of the hip devel¬ 
oped subsequently'. Many of these infants repre¬ 
sented breech presentations. We have not felt that 
the presence of Ortolani’s sign alone in the new¬ 
born infant warrants roentgenographic examination, 
the diagnosis of dy'splasia, or treatment. 

We have found inequality' of thigh creases both 
as to number and as to depth to be of little value 
in the early detection of congenital dysplasia of 
the hip with luxation. The same may be said for 
the gluteal creases and the length of the legs. Fur¬ 
thermore, these signs may not be present in an 
infant with bilateral dislocation, and certainly the 



Fig. 2.—Drawing to illustrated Hilgenreiner’s measure¬ 
ments. Lines drawn: XY, line drawn through Y cartilages to 
touch visible tips of ilia; BB, line drawn tangentially to 
visible acetabular face and through medial and lateral bony 
edges' of acetabular face—difficult to draw accurately in 
newborn infant because of insufficient roentgenographic defi¬ 
nition at this age; CC, line drawn from most cephalic point 
of femoral diaphysis and perpendicular to YY line. (Note: 
YY, BB, and CC lines designated as such by present authors 
for descriptive purposes.) Hilgenreiner s measurements a— 
angle between BB line and YY' line, known as acetabular 
angle; d, distance between point of transection of YT line by 
BB line and point of transection of YT line by CC line, gen¬ 
erally referred to as d line of Hilgenreiner; h, distance be¬ 
tween most cephalic point of femoral diaphysis and point 
where CC line transects YT line. (Reproduced with permis¬ 
sion from Harris, L. E., Lipscomb, P. R., and Hodgson, J. R.: 
Hilgenreiner Measurements of Hip Roentgenograms in 247 
Normal Infants 6 and 7 Months of Age: Follow-up of Devia¬ 
tions From “Normal”, J. Pediat. 56:478-484 [April] 1960.) 

observations of inequality' of creases and of ap¬ 
parent discrepancy in the length of the legs should 
alert one to the possibility’ of dysplasia of the hip. 
However, in most instances, one need not take 
roentgenograms unless there is also a positive result 
with the abduction test. 
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Roentgenograph i c Criteria 

; VlU by 8 ven in a future report. Howevefd^ 
tern we have used will be briefly noted ’ 
Con^n^/ Dysplasia of Hip tcith Luxation.-We 

dvsDhtT?f\l° ,mU th ? di!l S nos « of congenital 
d\ splasia of the hip to those infants who showed 

loentgonographie evidence of luxation. Hilgen- , 

remers- measurements have been used as de- 








•} muy 



Fig. 3.—Iliac stress line in 4-month-old infant with con* 
genital dysplasia and luxation (incomplete) of hip. 

scribed in figure 2. The characteristics of the group 
designated as having “congenital dysplasia of the 
hip” include the Putti ' 1 triad of upward displace¬ 
ment of the upper end of the femur, sloping 
acetabular roof (that is, increased acetabular index), 
and poorly developed epiphysial nucleus. In addi¬ 
tion, all these infants except those in whom dys¬ 
plasia was discovered in the newborn period have 
shown an iliac stress line (fig. 3). Figure 4 repre¬ 
sents a typical example of this group. We have 
used the term “luxation” to mean displacement, 
complete or incomplete. 


Probable Congenital Dysplasia of Hit) -Tl, • 
fants with probable congenital dysnlasi nfI f 

were those who had fposili^tS 



Fig. 4. Congenital dysplasia of hip with luxation. 


abduction test, increased measurable acetabulm 
angles, and subsequently also a delay in appear¬ 
ance of the ossification of the capital femoral epipliy- 



Fig, 5 .—Probable congenital dysplasia of hip in 3-moiifli- 
old infant. No definite luxation is evident although iliac 
stress line is. 

sis but did not show displacement of the head 
of the femur. Figure 5 represents an examp e 
this category. 
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Comment 

The fact that older children with frank disloca¬ 
tions of the hip continue to be seen seems to 
emphasize the need for continuous and adequate 
physical examinations during the first year of life, 
if congenital dislocation of the hip is to be diag¬ 
nosed early. It is well recognized that most infants 
do not have regular examinations during the first 
year; they receive their medical care through the 
overworked and harassed general practitioner who 
simply does not have the time available for regular 
monthly examinations of the infants under his care. 
Perhaps an effort to educate mothers in the appli¬ 
cation of the abduction test would be justifiable. 
It is a simple test to perform; indeed, in areas of 
Italy 3 where there is a high incidence of congenital 
disease of the hip the mothers have been indoc¬ 
trinated in the signs that may indicate dislocation. 
At present, in addition to constant education of 
physicians in the methods of early diagnosis, public 
education would seem to offer a great opportunity 
for early recognition. Such methods would un¬ 
doubtedly lead to a great deal of confusion for 
some time but they might be worth it. 

We have not discussed methods or results of 
treatment. The problem of diagnosis is the respon¬ 
sibility of all physicians dealing with children, 
while the problem of treatment should be in the 
hands of the orthopedic surgeon. Although results 
of treatment will be presented in detail in a future 
report, it may be stated without hesitation that 
early diagnosis and treatment have greatly improved 
the final outcome of congenital dysplasia of the 
hip with luxation. 

Does the abduction test always give a positive 
result in congenital dysplasia of the hip with luxa¬ 
tion and in congenital dysplasia of the hip before 
luxation? In our experience, the result has always 
been positive when there is luxation, as shown by 
the fact that, apparently, the diagnosis has not been 
overlooked in about 9,000 infants, the youngest of 
whom is now more than 3'As years of age. Our ex¬ 
perience also suggests that the abduction test may 
not give a positive result in many infants in the 
predislocation phase. We arrived at this opinion 
because all the infants having dysplasia and luxa¬ 
tion were examined at monthly intervals and they 
did not have a definitely positive result of this test 
prior to the time of diagnosis (average age, 4 
months). If one might assume that at least some 
of the infants in the category of-those having “prob¬ 
able dysplasia” would have experienced luxation 
at a later age and that the abduction test always 
gave a positive result in the predislocation phase, 
then the group with eventual luxation should have 
been discovered at an earlier age than the average 
of 4 months. The abduction test may not be suc¬ 
cessful in diagnosing dislocation in the retarded 
and extremely hypotonic infant, the infant with 


severe spasticity, or the infant with myelodysplasia 
and flaccid paralysis of the legs. No doubt, some 
infants with dysplasia and dislocation do not dem¬ 
onstrate a positive result with the abduction test, 
but we have not seen such an infant who was other¬ 
wise normal. 

Our study included those infants born from Jan. 1, 
1949, through Dec. 31, 1955. At the time of this 
report (July, 1959), still no infants examined within 
24 hours of birth and cared for by pediatricians in 
the well-child clinics have shown dislocation of the 
hip at the weight-bearing age. The average age at 
diagnosis of those with congenital dysplasia of the 
hip and luxation has remained essentially un¬ 
changed (4 months). 

Summary and Conclusions 

The search for a simple effective means for the 
early diagnosis of congenital disease of the hip 
continues. At present, the abduction test seems to 
be the most easily applied test to accomplish this 
end. It is simple to perform and requires a minimal 
degree of experience for adequate interpretation. 

This report presents the results of use of this 
test as a screening procedure in 11,010 newborn 
infants, about 90% of whom were subsequently ex¬ 
amined regularly in well-child clinics. With this 
test, the average age at diagnosis of congenital dys¬ 
plasia with dislocation was reduced from 14 to 4 
months, with no dislocations being undiscovered 
prior to the weight-bearing age. 

A negative result of the abduction test at birth 
does not rule out potential dislocation of the hip. 
The test should be done regularly during the first 
12 months of life. 

While of limited value, other clinical signs sug¬ 
gestive of congenital dislocation of the hip should 
not be ignored. These signs may be of little value 
in infants with bilateral dislocation. 

On the basis of roentgenograpluc findings the 
infants were classified as (1) those with congenital 
dysplasia of the hip with luxation and (2) those 
with probable congenital dysplasia. 
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CARCINOMA OF THE GALLBLADDER-A REAL HAZARD 


SUMMARY OF TWENTY CASES 


Alec Horwitz, M.D. 

and 

Jacob Rosenswcig, M.D., Washington, D. C. 


A century ago carcinoma of the gallbladder was 
considered an extreme rarity, but today it ranks 
sixth among malignant neoplasms of the digestive 
tract and causes an estimated 6,500 deaths an¬ 
nually m the United Stales. 8 The literature abounds 
with numerous reports based on autopsy findings 
or on collective clinical experience/' Few, however, 
reflect the findings of a single observer. 


Subjects and Procedures 


Om inteiest in the subject stems from our expe¬ 
rience with two patients with gallstones who re¬ 
fused surgical intervention for 9 and 15 years, re¬ 
spectively, only to succumb finally to carcinoma of 
tile gallbladder. We were further disturbed by the 
many authors who minimize the danger of malig¬ 
nancy of the gallbladder. Again, many of our pa¬ 
tients with carcinoma of tile gallbladder harbored 
stones for many years but were advised against 
surgical intervention by their physicians who be¬ 
lieved that the mythical “silent gallstones” should 
not be disturbed. 

We therefore undertook a review of all the oper¬ 
ations on the gallbladder performed bv one of us 
(A. H.) from July 1, 1937, to July 1, i959, to de¬ 
termine whether cancer of the gallbladder oc¬ 
curred frequently enough in our private practice 
to consider it a real threat to life and thus a true 
indication for surgical intervention. 

Incidence .—Of 645 patients who had cholecys¬ 
tectomies performed (stones being found in about 
98%), 4SS underwent elective operations, without 
any postoperative deaths. Of 137 patients with 
acute illness, 6 (4.6%) died postoperativelv. Of 20 
patients with carcinoma, 4, or 25%, died postop- 
eratively. The gross incidence of 20 cancers occur¬ 
ring in 645 cases thus equals 3.1%. Since all the 
carcinomas occurred in patients 50 years of age 
or older (table 1), the more correct incidence is 
20 of 324 persons (50 years or older), or 6.2%. 

Stjmptoms.-As noted in table 2, the symptoms 
were usually those of any patient with gallbladder 
disease. Only two patients denied having symp¬ 
toms, and these were discovered during an explora¬ 
tion incidental to an abdominal hysterectomy. 

Although two-thirds of the patients had had re¬ 
current episodes of right upper abdominal pain or 
epigastric distress, for as long as 30 years in some 


ProtcMOT of Clinical Swgwry (Dr. Howto) u ' u \ K ^r'V 

(Ur. Hoicuswein), Georfie Washington Uiuvcrs.ty School of Mechuoc. 


The authors reviewed 645 gallbladder 
operations performed by one of them during 
a 22-year period to determine whether can¬ 
cer of the gallbladder occurs frequently 
enough in private practice to be considered 
a real threat to life. Of 320 patients who 
were 50 years of age or older having gail- 
stones, there were 20 with carcinoma—an 
incidence of 6 %. Because of delays, removal 
of the gallbladder was possible only in 8 of 
the 20 patients. For 18 of the 20 patients the 
average survival time was 151 days; the 2 
surviving at the time of writing had metas- 
tases. Since 1 in 16 patients 50 years of age 
or older, having gallstones, will develop car¬ 
cinoma, the authors consider carcinoma a 
real hazard in gallbladder disease and plead 
for earlier surgery. 

_ 


cases, the character of the pain in the patients 
with carcinoma had changed to a persistent, severe, 
unrelenting pain. It was the change in character of 
the pain which forced the patient, at long last, to 
seek relief. 

The next most frequent symptoms which per¬ 
suaded the patient to seek surgical advice were 
weight loss and jaundice. The condition of the 
jaundiced patient was usually misdiagnosed as 
common duct stone or malignancy of the head of 
the pancreas. 

On physical examination, a hard mass was pal¬ 
pated in the right upper part of the abdomen in 
45% of the patients. Several had enlarged livers 
and were obviously suffering from metastatic can¬ 
cer. In those patients who were given roentgeno- 
graphic examinations (10, or 50%), calculi weie 
observed in 3 and were not visualized in 7. There 
was nothing in the roentgenographic examination, 
however, that pointed to the diagnosis of malig¬ 
nancy. 

Operative Findings.—At operation, five patients 
had acutely inflamed gallbladders, one with a free 
perforation. One had hydrops. In most patients 
there was direct extension of the carcinoma either 
to the liver or to adjacent organs, such as the stom 
ach, duodenum, pancreas, or omentum. 11 > 
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eight of these carcinomas were in a sufficiently 
early stage to allow performance of a cholecystec¬ 
tomy. Twelve other patients underwent such pro¬ 
cedures as cholecystostomy and biopsy. 

Gallstones were absent in only one case. Of the 
remaining 19 patients, 18 had stones and 1 had 
a very firm, stony-hard gallbladder which was not 
opened. This patient had a nonfunctioning gall- 

Table 1.—Age and Sex of Patients with Carcinoma of 
Gallbladder 


:o-:o 

G0-G9 

70-79 

to-sn 


Age, Vr. 


Sex 

Malt* Female Total 
1 7 S 

1 fi 7 

1 3 4 

11 


Total 


17 20 


bladder at roentgenographic examination and was 
presumed to have stones. All lesions were adeno¬ 
carcinomas; two were papillary tumors, and one 
showed squamous metaplasia. 

Postoperative Course and Follow-up.—There 
were four deaths in the immediate postoperative 
period, on the 2nd, 3rd, 11th, and 16th day res¬ 
pectively. All except 2 of the patients are dead at 
the time of writing. The two living patients have 
metastases. The survival period ranged from 1 
month to 20 months, the average being 151 days. 
One of the survivors is only a few months beyond 
the operation. The other has survived nine years 
postoperatively, and her case is of sufficient inter¬ 
est to warrant a more detailed discussion. 

Report of Cases 

Case 1.—A 63-year-old woman had a 30-year 
history suggestive of gallbladder disease. The gall¬ 
bladder was not visualized on roentgenographic 
examination. Physical examination was noncontrib¬ 
utory. On Aug. 30, 1950, a routine cholecystectomy 
was performed. Pathological examination confirmed 
the presence of stones, but, in addition, revealed a 
small, localized papillary adenocarcinoma in the 
fundus. 

The patient did well until April, 1958, when she 
developed jaundice and on reexploration elsewhere, 
a papillary adenocarcinoma of the right hepatic 
duct was found and removed. In November, 1958, 
she had a recurrence of jaundice, and on reexplor¬ 
ation a recurrence of the tumor, with metastases, 
was found. At the time of writing she is still alive, 
with a T-tube in place. 

Comment.— The 6% incidence of carcinoma of the 
gallbladder in patients aged 50 years or older with 
gallbladder disease should be sufficient reason to 
jolt physicians who are complacent about gall¬ 
stones. No longer may these physicians in good 
conscience shrug off gallbladders with gallstones 


with the casual remark, “If they don’t bother you, 
don’t bother them.” Perhaps the following report 
is a case in point. 

Case 2.— A 57-year-old woman was found to have 
a gallbladder full of stones at routine exploration 
during performance of an abdominal hysterectomy 
for fibroids. After her recover)’ from the operation, 
she was advised to have a cholecystectomy. She 
demurred, denying that she had ever suffered from 
“indigestion” of any kind. After being advised 
against delay, she finally decided three weeks later 
to have a cholecystectomy. 

At operation we were astounded to find that, in 
addition to multiple stones, there was a carcinoma 
in the fundus of the gallbladder. A small, pea-sized 
nodule in the liver, which was thought to be in¬ 
consequential at the time of its removal, proved 
to be a highly anaplastic metastatic lesion. She 
died seven months postoperatively. 

Comment.—The disease was so far advanced 
when first seen that in only 8 of the 20 patients 
with carcinoma of the gallbladder was it possible 
to perform a cholecystectomy. It also accounts for 
the 25% operative mortality. 

When carcinoma of the gallbladder occurs in 1 
of 16 patients aged 50 years or older who suffer 
from a diseased gallbladder, it can no longer be 
termed a rare disease. Perhaps there are a number 
of carcinomas of the gallbladder which escape de¬ 
tection. This happened in one of our arses, in a 
jaundiced patient who at operation was thought 
to have carcinoma of the head of the pancreas. At 
autopsy, however, the primary carcinoma was 
found to have begun in the gallbladder. Hence, 
since life expectancy, once the diagnosis of carci¬ 
noma is made, can be counted in months, we must 
conclude that it most certainly constitutes a real 
threat to life. 


Table 2 .—Symptoms of Patients with Carcinoma of 
Gallbladder 


Ptiin . 

Indigestion . 

Jaundice . 

Weight loss . 

Anorexia . 

Nausea and vouiit.HK 
None . 


Patient** 

Xo. % 

17 Sa 

S 40 

0 GO 

« 30 

2 G 

3 1.7 

2 30 


In a previous communication 4 it was pointed 
out that there is a greater incidence of acute chole¬ 
cystitis, common duct disease, gangrene, and per¬ 
foration, as well as mah'gnancy, in the aging pa¬ 
tient with gallstone disease. As noted before, there 
was no mortality in patients who had elective op¬ 
erations but a 4.6% mortality in those with acute 
cases. This latter mortality can also be avoided 'by 
the early removal of the calculous gallbladder. 
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Summary and Conclusions 

7 

S s ;;r;i; ,,ns °f s f t t e 

■I . f c } um becomes persistent, however 
KK s Sreut danger that a malignant changeZ' 
■ave developed. If, in addition, there Is concomh 
tant weiaht loss and a hard palpable mass ”7,e 
s, *t nppei part of the abdomen, the diagnosis of 
carcinoma is almost certain. (W the 1^0 o 
eaiemoma of the gallbladder is confirmed, the life 
expectancy is but a few months. 

We can only conclude that if this gloomy outlook 

m, t ?) be \ b i ng ltened, i a m ° re a SS ressiv e attitude 
e be *“ ken ; ow : u ' d eradication of gallstone 
disease 1 he only silent gallstone is the one in a 
bottle. W e must repeat our previous statement, 4 
• • - gallbladders with gallstones should be re¬ 
moved before they become vocal. For if they be¬ 
gin to shriek with malignant changes, it is often 
too late. 
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c . Addendum 

cation" J CCei?taaCe ° f this COntr ibution for publ; 
cation, the remaining two nab'ent-c . ' 

operation have died. b P 0 survived 

900 17th St. N. W. (Dr. Horwitz). 
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SURGICAL TREATMENT OF POSTINFARCTION VENTRICULAR ANEURYSMS 

John Y. Templeton III, M.D., George J. Ilaupt, M.D., John J. McKeown Jr., M.D., Richard T. Catheart M D 

and ’ 

William T. Fraimow, M.D., Philadelphia 


The development of a ventricular aneurysm is a 
serious and fairly common sequel of myocardial 
infarction. Schlichter and co-workers ' found ven¬ 
tricular aneurysms at autopsy in 20% of patients 
with myocardial infarction. The seriousness of the 
lesion is indicated by the death of 73% of these pa¬ 
tients within three years and of 88% within five 
years of their infarction. In contrast, Master and 
co-workers 2 found that 50% of all patients having 
myocardial infarctions lived five years and 40% had 
a complete functional recovery. The major cause 
of death of the patients with ventricular aneurysm 
was congestive heart failure. About one-half the 
patients had an additional infarct, usually in the 
area of the aneurysm. One-half had arterial embolic 
phenomena, and in one-third the emboli were a 
main or contributing cause of death. 


From the Department of Surgery and the Cardiopulmonary Physi¬ 
ology Laboratory, Jefferson Medical College. 


The disability caused by ventricular aneu¬ 
rysms and the possibility of repairing them 
by surgical excision are illustrated in these 
case histories of three patients. Two were 
men, aged 44 and 56 years, and one was a 
woman aged 55 years. The operations con¬ 
sisted of open cardiotomy with temporary 
heart-lung bypass, removal of the aneurysm, 
and suturing of the ventricle. The resulting 
improvement of cardiac function was shown 
by clinical tests and physiological measure¬ 
ments, and all three patients have returned 
to their regular occupations. 


The pathological features of the aneurysm help 
to explain its physiological effects. Usually there is 
a thin wall of fibrous tissue, tough but noncontrac- 
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tile and dearly demarcated from the adjacent tra- 
beculated myocardium. It is lined by thrombus, firm 
md well organized at the periphery but soft and 
Friable near the ventricular lumen. Its paradoxical 
motion at each systole greatly reduces the effective 
stroke volume, thus placing an increased burden on 
the remaining functional myocardium. Rupture of 
r ventricular aneurysm is infrequent, perhaps be¬ 
cause its tough fibrous wall is usually supported by 
ldherent pericardium. 

The most important diagnostic finding is the 
presence of a bulge with paradoxical pulsations, 
rsually on the anterolateral wall or apex of the 
'eft ventricle. The electrocardiogram shows evi- 
lence of an old infarct. A history of myocardial 
infarction, particularly in a hypertensive patient 
rr one treated by early ambulation, is helpful. 

In spite of the occasional long-term survival of a 
patient with a ventricular aneurysm,' 1 the proper 
ireatment is surgical excision, which restores the 


ing heart. DeCamp 8 also used a clamp to excise a 
left ventricular'aneurysm, but the patient died on 
the eighth day of a fresh infarct. Cooley and co- 
workers 9 described the removal of postinfarction 
ventricular aneurysms in two patients, with use of 
temporary heart-lung bypass. Both patients sur¬ 
vived. Cardiac catheterization studies in the sec¬ 
ond showed return to normal of pulmonary artery' 
pressure and cardiac output after operation. Cooley 
and co-workers later reported operations on ten 
patients with ventricular aneurysms. Eight sur¬ 
vived and attained clinical improvement. Physi¬ 
ological studies confirmed this improvement. 

Method.—We have operated on three patients 
with postinfarction ventricular aneurysms, using 
temporary' heart-lung by'pass with the Gibbon heart- 
lung machine. All three patients survived and are in 
much improved condition, two 18 and one 11 
months after operation. A bilateral, sternum-divid¬ 
ing, anterior thoracotomy' was performed. After the 



Fig. 1.—Techniques of excising aneurysm. Left, wide incision of aneurysm and removal of thrombus. Center, intracardiac 
structures, particularly large anterior papillary muscle, visualized and aneurysm excised at identifiable functions with trabecu- 
lated muscle. Right, closure of ventriculotomy by approximating muscle to muscle with row of interrupted mattress sutures 
oversewn with continuous suture. 


integrity of the ventricular wall and removes the 
source of arterial emboli. In 1931 Sauerbruch ‘ ex¬ 
cised an aneurysm of the right ventricle thought 
to be due to myocarditis. This patient was well 
three and one-half months later. In 1942 Beck 5 
performed a plication for a ventricular tineiuysm on 
a 49-year-old man and reinforced it with fascia 
lata. Infection caused the patient’s death five weeks 
later. In 1947 Murray® reported the results of ex¬ 
cision of acute myocardial infarcts in dogs. He 
demonstrated the paradoxical motion of the in- 
farcted area and the improvement in tire animal’s 
circulatory status that followed its removal. Bailey' 
and co-workers 7 reported the subtotal resection of 
postinfarction aneurysm in six patients, five of 
whom survived and achieved clinical improve¬ 
ment. A special clamp was used to permit the sub¬ 
total resection of the aneurysm from the function- 


conventional cannulations, heart-lung bypass was 
established. The pericardium was separated from 
the aneurysm to permit identification of the coro¬ 
nary arteries, winch in all cases ran close to the 
margins of the aneurysm. The anemysm was then 
widely incised and the thrombus removed (fig. 1, 
left). The intracardiac structures, particularly the 
large anterior papillary’ muscle (fig. 1, center) were 
visualized, and the aneurysm was excised at its 
easily identifiable junction with thick, viable, tra- 
beculated muscle. The ventriculotomy was then 
closed by approximating muscle to muscle with a 
row of interrupted mattress sutures oversewn with 
a continuous suture (fig. 1, right). 

Report of Cases 

Case 1.—A man aged 44 years was admitted to 
the Jefferson Medical College Hospital in January’, 
1958. He had been well until Sept. 26, 1957, when 
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lie sustained a myocardial infarction while at wort ™ f 
as a pipe fitter. lie was admitted dilectV to an 
other hospital where he stayed at rest in bed for one ^ cn ter, 16 w 

month. This was followed by three weebS S 'tSV? 

jest at home and gradual increase in his activity. to the Tefferso 

ncreasmg dyspnea developed so that by January, ma w of 1958 

19=S, three months later, he could no longer £ ertriLuS; 
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roentgenogram on the day of infarction, 
center, 16 weeks later. The appeamrent 
aftei operation is shown in figure 2 riaht 

C : XSE 2 -~ A 5 5-year-oId woman tvas adi 
to the Jefferson Medical College Hospital i„ 
ruary of 1958. She had no cleaLfhS J 
cardial infarction. In 1953 and again i 
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Fig. 2 (case I). Clicst roentgenograms. Left, day of infarction. Center, 16 weeks - after infarction. Right, 17 monthsaf 
operation. 


down and spent his nights sitting in a chair. He 
was readmitted to the hospital where a diagnosis 
of ventricular aneurysm was made and he was 
transferred to Jefferson Medical College Hospital. 

The left ventricular aneurysm was removed on 
Feb. 13, 1958. Since that time bis condition has 
shown marked and continued improvement. Two 


1957, however, she had attacks of severe pain 
her left arm and shoulder. On both occasions; 
had stayed away from work for two days, buS 
diagnosis of infarction was not made and no if 
apy was given. After the second attack she den 
oped a severe cough and dyspnea which wt 
progressive, leading to her hospitalization in jar.: 
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Fig. 3 (case 2).—Chest roentgenograms. Left, before 
operation. Right, 17 months after operation. 

months after operation he began regular work as 
an office worker. At the time of writing, 18 months 
after operation, he has no symptoms referable to 
his circulatory system. He is never unduly tired, 
can walk as far as he wishes, and participates in 
normal activities. Results of physical examination 
have been normal. Figure 2, left, shows the chest 
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operation. Right, after operation. 

ary, 1958. A diagnosis of left ventricular anew) 
was made five months after the last attack o F- 
She was transferred to Jefferson. Medical L • 
Hospital, and the aneurysm was removed <> 
25, 1958. At the time of writing, IS mon« 
operation, she is working regularly as a ® ^ 
She has no symptoms and carries out 
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ities. Findings of physical examination have been 
normal, except for a grade 1 systolic murmur at the 
apex which is not transmitted. The rather unusual 
posterior position of this aneurysm is shown in fig¬ 
ure 3, left, and the appearance 17 months after 
operation in figure 3, right. 

Case 3.—A 56-year-old man was admitted to 
Jefferson Medical College Hospital in September, 
195S. His first myocardial infarction had occurred 
on May 16, 1957. He was kept at bed rest for one 
month, after which he gradually increased his ac¬ 
tivities and returned to work in September, 1957. 
During the ensuing months he had occasional at¬ 
tacks of anginal pain, relieved by nitroglycerin. A 
second infarction occurred on May 1, 195S. Again 
he was kept at bed rest for one month, after which 
he gradually increased his acridities. He had no 
more anginal pain but increasing dyspnea, a chron¬ 
ic cough, and a pulsation in the left side of his 
chest that prevented return to work. A large antero- 


Comment 

These three patients, incapacitated before opera¬ 
tion, have shown marked improvement after re¬ 
moval of their ventricular aneurysms, as shown by 
their clinical states and the physiological studies. 
All three tolerated the operation well and are work¬ 
ing regularly and carrying out normal activities, 
two IS and one 11 months later respectively. The 
ability' of these patients to (1) survive an infarction 
severe and extensive enough to produce the 
aneurysm and (2) survive the presence of the 
aneurysm itself helps to explain their excellent re¬ 
sponse to operation. In the excision of these lesions, 
open cardiotomv with temporary’ heart-lung b\'- 
pass has definite advantages over the closed meth¬ 
od. The occurrence of arterial emboli can be avoid¬ 
ed, and the surgeon can be sure of removal of all 
thrombus from within the ventricular chamber, 
which, if necessary, can be emptied of its blood 


Results of Cardiac Function Studies in Three Patients Subjected to Surgical Removal of 
Postinfarction Ventricular Aneurysms 


Patient 1 
u Mo. After 
Operation 
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lateral left ventricular aneurysm was removed on 
Sept. 25, 1958. His condition was markedly im¬ 
proved 11 months after operation. He has no sy'mp- 
toms referable to the circulatory system and has 
been working regularly since March, 1959. Findings 
of physical examination have been normal. Figure 
4, left, shows the chest roentgenogram before and 
figure 4, right, after operation. 

All three of these patients had cardiac function 
studies performed after operation and two of them 
before. Cardiac outputs were determined by the 
dye injection technique. 11 Blood oxygen saturation 
determinations and oxygen consumption studies 
were done. The results of these studies are shown 
in the table. The first patient, who was completely 
incapacitated before operation, had normal cardiac 
function nine months afterwards. The second pa¬ 
tient showed marked improvement in cardiac out¬ 
put, stroke volume, and arteriovenous oxygen dif¬ 
ference nine months after operation. The third 
patient’s condition showed similar improvement. Of 
particular interest in this patient is the change 
in his stroke volume with exercise. In the presence 
of tire aneurysm, the stroke volume diminished with 
exercise, but after the aneurysm was removed ex¬ 
ercise was accompanied by’ an increase in stroke 
volume. 


and irrigated with saline solution. The aneurysm 
can be completely excised up to viable myocar¬ 
dium, which can be accurately sutured. Damage to 
intracardiac structures and to coronary' vessels can 
be easily avoided. 

Summary 

Postinfarction ventricular aneurysms cause death 
and disability' from circulatory failure or arterial 
emboli. Ventricular aneurysms are surgical lesions 
and should be excised. Excision is followed by 
marked improvement in circulatory' status. Tempo¬ 
rary heart-lung bypass permits safe removal of the 
aneurysm and satisfactory repair of the ventricle. 

Addendum 

An additional patient, 16 years of age, with an 
. acquired left ventricular aneurysm was operated on 
Dec. 17, 1959. Pie was well four months later. The 
other patients continued a satisfactory course, two 
26 and one 19 months after operation. 

1025 Walnut St. (7) (Dr. Templeton). 

Tills study was supported by a grant from the U. S. Public- 
Health Service. 
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PERNICIOUS ANEMIA MASKED BY MULTIVITAMINS CONTAINING 

FOLIC ACID 


A. B. Curry Ellison, M.D., Charleston, W. Va. 


The clinical features of pernicious anemia were 
fully described by Addison in 1S55. Biermer 
apparently without the knowledge of Addison’s 
previous account, wrote a more comprehensive 
description in 1S72. 

The diagnosis of pernicious anemia is frequently 
missed today, despite modern diagnostic aids and 
voluminous literature on this subject. Confusion in 
the diagnosis of pernicious anemia is brought 
about by the indiscriminate administration of liver 
extract and vitamin B )L , by physicians for various 
complaints. To further confuse the issue, PReSner 
and co-workers “ crystallized vitamin B c . in 1943. 
Angier and others, in 1946, identified vitamin B c 
as a conjugate of pteroylglutamic acid and synthe¬ 
sized the compound. After this, folic acid was in¬ 
cluded in multivitamin preparations by many 
pharmaceutical companies, without adequate thera¬ 
peutic evidence of need. 

Shortly after the introduction of folic acid for 
the treatment of anemia, Moore reported a thera¬ 
peutic failure, in a patient with spinal cord degen¬ 
eration, at the 1946 meeting of the Society for 
Clinical Investigation. This report was followed by 
others from Bethell and co-workers, J Hall, Watkins, 
and Hargraves, 4 Vilter, Vilter, and Spies, 5 Ross, 
Belding, and Paegel/ Heinle and Welch, 7 and 
Schwartz, Kaplan, and Armstrong/ 

Many other studies revealed that folic acid could 
induce a hematological remission in pernicious 

From tlm Department of Medicine, Charleston Memorial Hospital. 


The danger of administering folic acid 
preparations without specific indications is 
illustrated by two case histories. Two women, 
aged 58 and 70 years, complained of pares¬ 
thesias, difficulty in walking, and other 
neurological symptoms. The diagnosis of per¬ 
nicious anemia as the underlying disease 
was not clear until it was discovered that the 
first patient had been taking folic acid prep¬ 
arations daily for more than two years; the 
other had been doing so for more than a 
month. After the correct diagnosis had been 
made, use of the folic acid was discontinued, 
and treatment with liver extract and vitamin 
2> u was followed by some relief of the neuro¬ 
logical symptoms. A plea is made for the 
elimination of folic acid from multivitamin 
and iron preparations. 


anemia but did not prevent neurological symptom 
from appearing, nor did massive doses of folic 
acid halt or reverse the degenerative process once 
it had begun. 

After these and other reports appeared in tne 
literature, an editorial in the New England Jourm 
of Medicine 0 warned against die use of folic aci • 
This editorial pointed out that there were t nee 
possible relations of folic acid to neurological 
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turbances: first, folic acid may merely be allowing 
the disease to run its natural course; second, Heinle 
and Welch suggested that folic acid, in relieving 
one deficiency, accentuated another; and third, 
folic acid may actually exert positively deleterious 
influences on the nervous system. 

In 1953, Wintrobe IO emphatically stated, “Folic 
acid can produce an hematopoietic response in per¬ 
nicious anemia but does not protect the nervous 
system. Consequently, its use in the treatment of 
that disease is dangerous. Only in the very rare 
disorders, ‘Achrestic anemia’ and ‘refractory megalo¬ 
blastic anemia’ and in the uncommon conditions, 
megaloblastic anemia of infancy, and ‘pernicious 
anemia of pregnancy,’ as well as in some cases of 
sprue, idiopathic steatorrhea and nutritional mac¬ 
rocytic anemia, does folic acid have a place in the 
treatment of anemia.’’ 

Conley and Krevans, 11 during 1950, recognized 
and diagnosed pernicious anemia in five patients 
with essentially normal blood findings and neuro¬ 
logical findings compatible with degeneration 
of the spinal cord. These five patients had been 
taking multivitamin capsules. The preparation 
taken was identified in four patients and found to 
contain from 0.75 to 5.0 mg. of folic acid per 
capsule. One patient had taken a capsule contain¬ 
ing 5 mg. of folic acid intermittently for two years, 
whenever he felt tired. The second patient had 
taken a total of S mg. of folic acid daily for two 
and one-half years. The third patient had taken 
six vitamin capsules daily (0.75 mg. of folic acid 
each) for over three years. The fourth patient had 
taken three capsules daily (1.7 mg. of folic acid 
each) for five months. The fifth patient had taken 
multivitamin capsules of undetermined potency 
for one year. All five of these patients responded 
satisfactorily to parenteral therapy with vitamin Bi-. 

In 1952, DeWit 12 reported the case of a patient 
who had taken 3 mg. of folic acid daily in multi¬ 
vitamin capsules and developed neurological symp¬ 
toms. When the patient was first seen, the blood 
findings were essentially normal. The neurological 
symptoms responded to parenteral therapy with 
vitamin Bi-j. The patient stopped having the injec¬ 
tions and later developed a pathological blood pic¬ 
ture and neurological changes compatible with 
pernicious anemia. Reinstitution of parenteral ther¬ 
apy with vitamin B IL . was again effective in revers¬ 
ing the neurological changes and producing a 
normal blood picture: 

Report of Cases 

Case L—A 58-year-old woman was first seen on 
May 15, 1950, and supervised until Jan. 20, 1955. 
On admission she complained of numbness and 
tingling of the fingers to the wrists, of two years 
duration, and numbness and tingling of the feet 
and lower legs, of two months’ duration; marked 


weakness and fatigue were present, along with 
“stumbling when she walked.” The “soles of the 
feet felt thick.” She had many symptoms of an 
anxiety tension state and was emotionally dis¬ 
turbed over domestic difficulties. 

The contributory physical findings on examina¬ 
tion were a markedly decreased left-sided patellar 
reflex, normal on the right side. Both achilles ten¬ 
don reflexes were absent with reinforcement, arm 
reflexes were normal, vibratory sensation, to a C 
256 tuning fork, was present in the arms but absent 
from both iliac crests to the feet. Romberg’s sign 
was not present, and there was decreased touch 
sensation of the feet and normal response to pain 
stimulus. Proprioceptive sensation in the toes was 
considered decreased. The arterial pulsations were 
normal. 

Laboratory' reports were as follows: result of uri¬ 
nalysis normal, fasting blood sugar level 110 mg.%, 
blood cholesterol level 289 mg.%, sedimentation 
rate 12 mm. in one hour (Westergren), and basal 
metabolic rate —18. Spinal fluid examination showed 
normal pressure, no blood cells, total protein con¬ 
tent 55 mg.% (normal 25-45), a trace of globulin, 
and negative result of the Kolmer-Wassermann 
test. A roentgenogram of the cervical spine showed 
marked hypertropliic changes in the lower portion. 
The complete blood count showed the hemoglobin 
concentration to be 13.0 Gm.%, red blood cell 
count, 3,900,000 per cubic millimeter, color index 
1.09, and 7,600 white blood cells per cubic milli¬ 
meter, with 46% lymphocytes and 54% segmented 
cells. The blood smears showed slight anisocytosis. 
There were no macrocytes or megalocytic or nu¬ 
cleated red blood cells, and the granulocytes ap¬ 
peared normal. A gastric analysis, made with use of 
100 cc. of 7% alcohol, followed by' histamine, 
showed no free hydrochloric acid. 

.After extensive questioning about anemia and 
previous medication, the patient stated she had 
been taking two or three “vitamin capsules” daily' 
since January', 194S. These capsules contained con¬ 
centrated extract of stomach, 0.324 Gm.; ferrous 
sulfate, 0.130 Gm.; vitamin Bi mononitrate, 0.5 mg.; 
vitamin Bj, 0.25 mg.; and folic acid, 1 mg. It was 
also determined that she had been taking another 
preparation twice daily since May', 1948, which 
contained dried ferrous sulfate, 0.194 Gm., and 
folic acid, 1.7 mg., in each capsule. 

.After these findings were considered, a diagnosis 
of pernicious anemia with degeneration of the 
spinal cord was made, and 30 units of concen¬ 
trated liver extract was given daily. The maxi¬ 
mum reticulocyte response was obtained six days 
after liver injections were started, at 1.7%. In three 
months, the hemoglobin level stabilized at around 
13.0 Gm.%, with 4,300,000 red blood cells per cubic 
millimeter. 



PERNICIOUS 

On this therapeutic program, vibratory sensation 
returned to the patients ankles in three months and 
the dose of liver extract was reduced to 30 units 
three times weekly; in seven months dosage was 
reduced to once weekly. Four and one-half years 
twin the date the patient started to take liver ex¬ 
tract she still complained at times of paresthesias 
of the feet and hands. Vitamin B,« was substituted 
tor concentrated liver extract in 1953, 100 meg. 
per cubic centimeter every 10 days, and later 
1,000 meg. at weekly intervals was given in an 
attempt to eradicate the paresthesias, without com¬ 
plete success. 

Case 2.-A 70-year-old woman was admitted to 
Charleston Memorial Hospital on March 16, 1956, 
and discharged April 10, 1956. Her complaints on 
admission were numbness of the fingers of both 
hands of two months’ duration and paresthesia of 
the legs and difficulty in walking of one month’s 
duration; she denied any pain or soreness of the 
tongue. 

The contributory physical findings on examina¬ 
tion included blood pressure 150/80 mm. I-Ig, tem¬ 
perature 99 F (37.2 C), and gray hair with a fine 
texture. Neurological examination showed the 
cranial nerves to be intact, but astereognosis was 
present. Results of finger-to-nose and heel-to-knee 
tests were normal and position sense of the toes 
was questionable. The result of a Romberg test 
was positive and vibratory sensation, to a C 256 
tuning fork, was absent in the ankles and knees and 
decreased in wrists. 

The laboratory data included normal results of 
urinalysis, normal levels of nonprotein nitrogen, 
blood sugar, blood cholesterol, and total proteins, 
and normal albumin to globulin ratio. Sedimenta¬ 
tion rates of 32 and 35 mm. in one hour (Wester- 
gren) were obtained. Spinal fluid examination was 
normal. Three stool specimens were negative for 
occult blood. Basal metabolic rate was —7 and 
result of serologic test for syphilis negative. Gas¬ 
tric analysis with histamine showed no free hydro¬ 
chloric acid. 

Multiple complete blood counts were obtained, 
showing hemoglobin levels of from 13.S to 14.0 
Gm.%, with, initially, 5,200,000 red blood cells per 
cubic millimeter, hematocrit reading 47%, white 
blood cell count 6,050 per cubic millimeter, and 
differential blood smear showing 48% lymphocytes, 
48% segmented cells, and 4% eosinophils. Platelets 
numbered 154,000 and 0.9% reticulocytes were seen. 
Marrow aspiration and peripheral blood smeais 
showed no abnormalities. 

Roentgenograms of the entire spine showed mod¬ 
erate osteoporosis and marked hypertrophic changes 
in the lower cervical and upper thoracic area. The 
patient's history revealed that she had been anemic, 
“blood down to 40” during 1953, that some physi- 
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cian had given her “vitamin B,,” by mouth f, 
three or four months, and that then the bh 
count was said to be normal. 

On Dec. 9, 1955, the patient was admitted t. 
another hospital for a diagnostic dilation m 
curettage because of postmenopausal bleedim 
tissue obtained was benign. That routine blooi 
count showed a hemoglobin level of 10.0 Gm'1 
with a red blood cell count of 3,500,000 per cubi 
millimeter, a white blood cell count of 6,800 pe 
cubic millimeter, and a differential smear shown 
59% segmented cells, 3% eosinophils, and 3S‘ 
lymphocytes. 

On Jan. 10, 1956, the patient entered Charlesio 
Memorial Hospital and had a vaginal hysterectom 
and pelvic repair. The complete blood count ri 
vealed a hemoglobin level of 11.8 Gm.%; 3,900,OC 
red blood cells per cubic millimeter; and a wliil 
blood cell count of 7,900 per cubic millimeter, with 
normal distribution of cells in the peripheral smea 
After operation, she had considerable difficulty wit 
urinary retention, which eventually ceased. 

Further questioning revealed that the patiei 
had been given a “shotgun” vitamin preparatic 
containing 22 ingredients. Our principal intere 
was in the folic acid content, 0.33 mg. per capsul 
of which the patient had taken at least three dai 
for one month and one or more daily since Dec. 1 
1955. She stated, “If one was good, two or thr< 
should be better.” 

On March 21, 1956, the patient started to r 
ceive daily parenteral injections of vitamin B 
(100 meg.). The numbness of the extremities hr 
begun to disappear at the end of 11 days aft 
treatment was started. Vitamin B 12 (1,000 met 
and liver extract (20 units) was given by her lion 
physician twice weekly for two years and thri 
months. At the end of one year, die patient st 
required help in walking and had absent vibrato 
sensation in die ankles and absent patellar ai 
aehilles tendon reflexes. As of August, 1959, si 
could walk without assistance but continued i 
have mild paresthesias of the feet and hands, a 
cording to her home physician. 

Her blood count lias been stationary at a liemi 
globin level of about 12.0 Gm.%, with 4,000,OC 
red blood cells per cubic millimeter, for over tw 


years. 


Comment 


[ n the literature I have read of six cases o 
miaous anemia in which signs and symptom; 
ve been altered by the ingestion of multivitamin 
psules containing folic acid. Two more cases am 
esented here. There are, no doubt, many tin 
tve gone unrecognized or unreported 
The daily requirement of folic acid for m 
an being has not been determined. On the b 
the requirements of other animals, t » 
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of 0.1 to 0.2 mg. per day has been suggested. 2 The 
average daily dietary intake is probably less than 
10 meg., according to Goodman and Gilman. 2 
These audiors also stated that only a small fraction 
' • appears in the urine from an orally ingested dose 

- of 0.1 mg., but up to 90% is excreted when 15 mg. 
is ingested. It would appear that 1.0 mg. or less 
of folic acid daily might produce a hematologi¬ 
cal remission or precipitate a relapse, as seen in 
case 2. 

Ross, Belding, and Paegel" maintained three of 

- five patients in hematological remission on 1.25 mg. 
of folic acid daily. Reisner and Weiner 14 felt they 
obtained an adequate hematological response to 
1.0 mg. of folic acid given orally and 0.25 meg. of 

.' vitamin B 12 given parenterally but not to orally 
given vitamin B 12 (10 meg.). 

Heinle and Welch 7 speculated that folic acid not 
only failed to prevent neurological lesions but 
might precipitate their appearance. Further evi¬ 
dence that this might be possible was seen in a 
report by Lear and Castle. 12 These authors demon¬ 
strated that folic acid lowered the serum vitamin 
B 12 level in IS of 27 patients receiving vitamin B,c 
injections. If this is true, then it is conceivable that 
a patient who is in so-called remission might, by 
tire added administration of folic acid, be thrown 
into hematological and neurological decompensa¬ 
tion. This might have occurred in case 2 in this re¬ 
port. 

The causes of hematological and neurological re¬ 
missions in pernicious anemia are unknown. A re¬ 
mission may last from a few weeks to 15 years. 16 
The length of time before relapse occurs in a pa¬ 
tient with pernicious anemia depends on several 
variables 5 : (1) the amount of stored erythrocyte 
maturation factor; (2) the amount of intrinsic factor, 
however minute, produced by the stomach; (3) 
the amount of extrinsic factor(s) in the diet; and 
(4) die occurrence of infectious and degenerative 
diseases. To this list one might add (5) trauma, 

• such as crushing injuries, surgery, and fractures, 
and (6) addition of folic acid to the diet or medi¬ 
cation, in a patient with a borderline case of com¬ 
pensated pernicious anemia. Conceivably, the stress 
of surgery in case 2 could have hastened relapse. 
There are, perhaps, other causes of relapse in pa¬ 
tients with pernicious anemia that are unknown 
at this time. 

Summary 

Two patients with pernicious anemia had the 
diagnosis obscured by the ingestion of vitamin 
preparations that contained folic acid. These pa¬ 
tients developed degeneration of the spinal cord, 
not all of which was reversible with vitamin 
B 12 therapy. It is my opinion, as well as that of 
many astute physicians, that folic acid should be 
removed from all multivitamin and iron prepara¬ 


tions. Folic acid should be dispensed in individual 
tablets and used for those few specific conditions 
in which it is indicated. 

It is anticipated that this report will call atten¬ 
tion to this problem and stimulate further reports in 
the literature. 

501 Atlas Bldg. (1). 
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PATENT DUCTUS ARTERIOSUS AND 

CARDIAC SURGEON 


THE OCCASIONAL 


William S. Hotchkiss, M.D., Norfolk, Va. 


It is generally agreed, by all who have studied 
the problem, that patent ductus arteriosus should 
he corrected surgically at an early age. The po¬ 
tential hazards and the reduced life expectancy in 
patients with uncorrected lesions are well recog¬ 
nized and documented in the surgical literature. 1 
It is not the intention of this communication to 
challenge these views in any way. 

Evciy conscientious surgeon is seriously con¬ 
cerned when he encounters mortality in a supposedly 
low-risk operative procedure. My investigations in 
this subject were prompted by the knowledge of 
several tragic results in patent ductus arteriosus 
surgery in local hospitals within the past few years. 
These consisted of three deaths at the hands of 
three different qualified surgeons, and two patients 
who were operated on by two other qualified sur¬ 
geons for patent ductus arteriosus and whose diag¬ 
nosis was found to be in error. While the latter two 
patients survived, facilities had not been arranged 
to correct the actual lesion encountered, and they 
were faced with the hazard of a second major op¬ 
erative procedure later. These five unfortunate local 
occurrences, within a total of 40 operations for 
patent ductus arteriosus, are cited as an introduc¬ 
tion to some of the problems confronting the chest 
surgeon who attempts to perform cardiac surgery 
in a nonteaching area. Several major points of diffi¬ 
culty should be recognized. 

First, while facilities for carrying out cardiac 
catheterization and angiocardiography may be avail¬ 
able, these are often understaffed and manned by 
personnel whose time is overallotted to other duties. 
The resulting inertia can easily lead one into the 
fatal error of operating on a patient with “not quite 
typical” patent ductus arteriosus, without complete 
diagnostic procedures having been carried out pre- 
operatively. 

Second, surgeons who will undertake the correc¬ 
tion of an occasional patent ductus arteriosus far 
outnumber the trained cardiac diagnosticians who 
have adequate financial support to run a modern 
diagnostic program in congenital heart disease. The 
causes of this major disproportion are manifold and 
not germane to this report. The result, however, is 
important in that the limited number of cases, ade¬ 
quately studied for surgery, are distributed among 
a number of surgeons. It is difficult for any one 
practicing surgeon to command enough continuous 
experience to maintain his proficiency. The work 
often averages about one case per surgeon per yeai. 

Third, inadequate numbers of qualified anesthe¬ 
siologists are present in most areas. The demands 


To investigate the results of patent ductus 
arteriosus surgery in the nonteaching areas, 
448 inquiries were sent to hospitals in the 
large cities of the United States exclusive of 
those having medical schools and clinics of 
international renown. Information from 232 
hospitals was reported on 508 operations. 
Of 320 patients whose patent ductus was 
obliterated by ligation, 12 died {3.6%). Of 
188 who had the vessel closed by surgical 
division, 18 died 19.6%). These death rates 
were higher than those occurring in teaching 
medical centers. The reasons for this discrep¬ 
ancy are not necessarily with the surgeon 
alone but have a broader basis. The organi¬ 
zation of a well-rounded cardiac surgical 
program including the diagnostic and opera¬ 
tive teams is a responsibility of the total 
medical community. 


on their time in private practice are so great that 
it is sometimes difficult, or impossible, to secure 
their services. This occasionally results in this sur¬ 
gery being undertaken with the services of nurse 
anesthetists who may not be fully aware of all of 
the physiological problems related to blood volume 
and other features of patent ductus arteriosus. 

Fourth, several factors compound the difficulty 
of establishing fixed surgical teams for cardiac sur¬ 
gery. These include the competitive and economic 
features of private practice and the infrequency of 
these cases. 

Fifth, the house staff allotments can seldom be 
fulfilled, since the young medical graduate has a 
strong affinity for the teaching institutions. This 
results in a taxing work load for all hospital per¬ 
sonnel. There are usually no resident physicians in 
thoracic surgery, and the general surgery resident 
has many other services to cover. The postoperative 
care is likely to fall almost entirely on the operating 
surgeon who may be busily engaged in surgery at 
another hospital across town when trouble arises. 

Sixth, with the limited cardiac surgery available, 
the nurses are often unfamiliar with the standar 
principles of postoperative care, not to mention t st¬ 
eady signs of complications. A continuous educa¬ 
tional program is mandatory for both nursing a 
hospital staff personnel. 


so 
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This is not to imply that these problems are in- 
;oluble, for they are not. Their solution requires 
ixpenditure of a considerable sum of money and, 
,vhat is more important, a concerted professional 
effort. A real and burning desire on the part of a 
lumber of capable and industrious physicians, be- 
;ides the cardiac surgeon, is prerequisite to the 
jstablishment and maintenance of a really effective 
xirdiac surgical program. No other kind is ac¬ 
ceptable. 

Investigation 

When a diagnosis of patent ductus arteriosus is 
nade, surgery is usually recommended to the par¬ 
ents of the child concerned. The operative risk is 
liscussed in terms of the mortality recorded in the 
iurgical literature. Most available figures are those 
if surgeons in teaching hospitals. Since the local 
esults do not parallel those figures, the question 
irises whether this is an isolated experience or 
epresentative of the results in nonteaching hospi- 
als throughout the country. While this is often a 
elatively simple surgical procedure, there is surely 
ittle room for technical error. If hemorrhage does 
iccur during surgery, it can usually be readily con- 
rolled and satisfactory therapy instituted by an 
:xperienced surgeon with a good team. In the hands 
)f the occasional cardiac surgeon with a varying 
aid often unfamiliar team, the result may be, and 
often is, tragic. 

With these soul-searching thoughts in mind it 
was decided to undertake an investigation of the 
results of patent ductus arteriosus surgery in non¬ 
teaching areas throughout the United States. A 
questionnaire was carefully prepared for distribu¬ 
tion to the record librarians of the largest repre¬ 
sentative civilian hospitals in nonteaching cities in 
all of the 50 states. In preparing the questionnaire 
much information was desired. Many questions 
were considered only to be discarded. It was recog¬ 
nized that the ratio of replies would be inversely 
proportional to the number of questions and the 
difficulty on the part of the busy librarian in as¬ 
sembling the information requested. Accordingly, 
questions were limited to the number of patients 
with patent ductus arteriosus operated on by liga¬ 
tion and by division, the mortality experience in 
each type of operation, and the number studied by 
cardiac catheterization and by angiocardiography 
preoperatively. Figures were requested for individ¬ 
ual years from 1949 through 1958. 

Every effort was made to facilitate the gathering 
of this information by supplying standard index 
numbers. A total of 448 inquiries was sent out to 
hospitals representing all large cities in the United 
States, exclusive of those containing medical schools 
and clinics of international renown. There were 232 
returns, a response of well over 50%. The American 


Association of Medical Record Librarians is to be 
commended for the excellent cooperation on the 
part of its members in this study. 

Report of Total Experience 

The first startling information noted was that no 
cardiac surgery at all had been performed in 164 
of the responding hospitals. This left 68 hospitals 
in which at least one operation had been performed 
for patent ductus arteriosus. The total number of 
patients with patent ductus arteriosus operated on 
in these 68 hospitals was only 508 in the 10-year 
period studied. This, no doubt, constitutes almost 
the entire experience with this type of surgery in 
these hospitals, since relatively few of these patients 
were treated outside of the teaching centers before 
1949. This is an average of 7.47 surgical patients 
per hospital over the 10-year period, or less than 
one per year. This is a striking difference in volume 
of work between the teaching centers and these 
large civilian hospitals in the nonteaching localities. 
Since the correction of patent ductus arteriosus is 
usually considered one of the more elementary 
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Percentage of patients with patent ductus arteriosus 
treated by ligation. 


cardiac operations, it is reasonable to assume that 
this highly divergent ratio obtains throughout the 
entire field of cardiac surgery- These points are 
worthy of note by the young cardiac surgeon. 
Without a good diagnostic cardiac station, it is 
impossible to develop a satisfactory volume of 
cardiac surgery. The establishment of such a station 
may well be the most difficult and expensive prob¬ 
lem which he encounters. 

Ligation or Division of Patent Ductus Arteriosus 

Of the 508 operations performed, 320 (63%) were 
treated by ligation and only 18S (37%) by division 
of the patent ductus arteriosus. This is exactly the 
reverse of the ratio reported by Waterman and 
colleagues 2 in the series of 3,896 patients drawn 
primarily from the teaching centers. In this latter 
group, 63% were treated by division and 37% by 
ligation. Their survey covered all of the early expe¬ 
rience before division of the patent ductus arterio¬ 
sus was first proposed by Gross in 1947; 3 thus even 
their figures do not reflect how completely the 
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VARIABLE RESPONSES OF HYPERLIPEMIC PATIENTS 
TO ALTERED FOOD PATTERNS 


Helen B. Brown, Ph.D. 
and 

Irvine II. Page, M.D., Cleveland 


Abnormal serum cholesterol levels are most prac¬ 
tically reduced by alteration of food patterns. Sev¬ 
eral dietary schemes have been proposed recently.' 
In a previous report" we described two food pat¬ 
terns which were effective, one sharply curtailing 
fat intake and the other replacing animal fat with 
vegetable oil. We were then primarily concerned 
with the design of therapeutic food patterns which 
would win acceptance bv patients and their fam¬ 
ilies. Responses to dietary treatment varied; in some 
patients, serum cholesterol content dropped to 
normal levels with either food pattern; in others, 
the vegetable-oil food pattern was more effective; 
and in a few, it remained high with either food 
pattern, although lower than with freely chosen 
foods. 

Studies of the serum lipid fractions of these pa¬ 
tients show three distinct types of hyperlipemia: 
hyperglyceridemia (hyperglyceridemia serves to 
describe a type of hyperlipemia in which triglycer¬ 
ide is the chief elevated fraction) and hypercholes¬ 
teremia, both widely recognized types," and a third 
which we have called “mixed hyperlipemia.” More 
detailed descriptions of these types are given in 
another communication. 1 Dietary treatment was 
effective in patients with hyperglyceridemia and 
mixed hyperlipemia but relatively less effective for 
those with hypercholesteremia. These results sug¬ 
gest that the physician should know the patient’s 
type of serum lipid abnormality in order to pre¬ 
scribe dietary treatment with reasonable assurance 
of the outcome. 


Methods and Materials of Study 
All blood was collected in the postabsorptive 
state. Serum lipid fractions, 5 lipoprotein levels, and 
plasma protein contents were determined before 
the patients began the diets and at three to six 
months’ thereafter; additional serum cholesterol 
levels were determined monthly. The serum lipid 
fractions were calculated with use of the factors 
recommended by the Committee on Lipid Nomen¬ 
clature 5,1 from determined values of total lipid, 3 ” 
total cholesterol, Sc free cholesterol, 5,1 and phospho¬ 
lipid phosphorus. 51 ' The triglycerides were calcu¬ 
lated as the difference between total lipid content 
and the sum of free cholesterol, cholesterol esters, 
and phospholipid. __ 


From the Research Division of the Cleveland Clinic Foundation and 
the Frank fi. Bunts Educational Institute, Cleveland. 

ik*nd before the 32nd Scientific Meeting of the American Heart As- 
mciation, I’hiladelphia, Oct. 25, 1959. 


Various dietary schemes intended to re¬ 
duce high serum cholesterol levels to normal 
have met with various degrees of success. In 
this study of 51 patients with elevated serum 
cholesterol levels, comparisons of serum lipid 
values were made with data from 106 normal 
subjects, and the effects of low-fat diets-were 
compared with those of vegetable-oil diets. 
The data indicated that patients can be classi¬ 
fied, on the basis of serum lipid fractions, into 
hyperglyceridemic, hypercholesferemic, and 
mixed types and that their responses to the 
diets depend on the type of abnormality 
present. In 9 hyperglyceridemic patients, for 
example, all serum lipid contents dropped to 
nearly normal levels with the low-fat food 
pattern, while in 15 hypercholesferemic pa¬ 
tients, serum lipid levels were lower with 
either food pattern but did not reach normal 
at all. Knowledge of the patient's type of 
abnormality increases the likelihood of suc¬ 
cess in dietary management. 


Description of Subjects.—This study included 51 
patients with elevated serum cholesterol levels 
(32 men and 19 women). Forty of them were be¬ 
tween 35 and 60 years of age and II between 20 
and 34 years. Some form of atherosclerosis, includ¬ 
ing the various forms of heart disease, cerebral 
vascular disease, arteriosclerosis obliterans, and 
xanthomatosis, was present in 36; hyperlipemia was 
the only evidence of lipid abnormality in 15. 
Thirty-four were under dietary treatment long 
enough to discuss their response with reasonable 
assurance. The normal serum lipid values reportc 
in this study are those for 106 employees and staff 
members of the Cleveland Clinic, divided equally 


is to sex and age range. 

Abnormal Serum Lipid Types— The three typo 
of lipid abnormality are distinguished by different 
proportions of serum triglyceride, phospholipid, 
and free cholesterol to total serum cholesterol, fig¬ 
ure 1 shows averages for patients classed y 
of abnormality and for normal persons. These a - 
erases were obtained from 40 patients and oJ 
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mal subjects, aged 35 to 60 years. Similar lipid 
levels were present in the younger group of those 
aged 20 to 35 years. 

Normal persons had an average serum choles¬ 
terol level of 230 mg. per 100 ml., a similar level of 
triglyceride, 200 mg. per 100 ml., and a higher level 


Mj.% 



Fig. 1.—Abnormal proportion between total cholesterol 
(TC) and triglyceride (TG) levels in hyperglyeeridemia (in 
which triglyceride is elevated) and in hypercholesteremia 
(in which cholesterol is elevated), compared to normal rela¬ 
tionship in mixed hyperlipemia; elevated ratio between se¬ 
rum total cholesterol and phospholipid (TC/PL) in hyper¬ 
cholesteremia, compared to normal ratio in hypcrglyceride- 
mia and mixed hyperlipemia; and elevated ratio of free 
cholesterol (FC/TC) in hyperglyeeridemia, compared to nor¬ 
mal ratios in hypercholesteremia and mixed hyperlipemia. 


of phospholipid (ratio of total cholesterol to phos¬ 
pholipid, 0.S5). Twenty-seven per cent of the total 
cholesterol was free. 

In 15 hyperglvceridemic persons the average 
triglyceride level (1,526 mg. per 100 ml.) was three 
times higher than the serum cholesterol level, even 
. though the cholesterol level was elevated to 485 
mg. per 100 ml. Free cholesterol was also high, 
being 34% of the total cholesterol content. The 
phospholipid level rose equally with the level of 
cholesterol, so that a normal proportion was main¬ 
tained. Serum lipid levels in persons within this 
group covered a wide range. 

In 12 hvpercholesteremic patients, the total se¬ 
rum cholesterol level was high in relation to the 
levels of other serum lipids; the triglyceride level 
was nearly normal. The average total serum cho¬ 
lesterol level was 436 mg. per 100 ml. and of tri¬ 
glyceride, 281 mg. per 100 ml. In patients with 
hypercholesteremia there was relatively less phos¬ 
pholipid than total cholesterol, the average ratio of 
cholesterol to phospholipid being 1.20. The percent¬ 
age of total cholesterol in the free form was normal. 

In 13 patients of the group with mixed hyper¬ 
lipemia, the relationship between the various lipid 
fractions was essentially normal in spite of the 
elevated lipid levels. The average serum choles¬ 
terol level was 347 mg. per 100 ml., the level of tri¬ 


glyceride, 319 mg. per 100 ml., ratio of total choles¬ 
terol to phospholipid, 0.98, and free cholesterol, 
27% of the total. 

From this series of patients it is not possible to 
associate the incidence of any' one form of athero¬ 
sclerosis or .xanthomatosis with a single type of 
serum lipid abnormality'. The serum lipid values in 
our series confirm the sexual difference in the in¬ 
cidence of hyperglyeeridemia and hy'percholester- 
emia mentioned by' Lever 3a and Everett. 36 Of 16 
hyperglyceridemic patients 14 were men; 9 of 14 
hypercholesteremic patients were women; and xan¬ 
thelasma was present only in hy'percholesteremic 
patients. 

Changes in Serum Lipid Levels with 
Dietary Treatment 

Thirty-four patients followed the low-fat and 
vegetable-oil food patterns, usually in succession, 
for periods sufficient to evaluate the long-term 
effect on serum lipid levels. The patterns and their 
preparation have been described previously. 2 The 
patients followed the low-fat food pattern for from 
4 to 33 months and the vegetable-oil food pattern 
for from 3 to 15 months. In appraising the effect it 
is important to recognize other conditions which 
commonly alter serum cholesterol levels temporar¬ 
ily. Sharp drops often follow rapid weight loss, 
diarrhea, fever, vigorous exercise, and administra¬ 
tion of thyroid, estrogens, nicotinic acid, or sitos¬ 
terols. Serum cholesterol levels are elevated by 
rapid weight gain and during treatment with corti¬ 
sone, testosterone, or ACTH. In this study, values 
affected by conditions other than diet were elim¬ 
inated. 
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Fig. 2.—Reduction of total serum cholesterol (TC) and 
triglyceride (TG) levels, ratio of total cholesterol to phos¬ 
pholipid (TC/PL), and ratio of free to total cholesterol 
(FC/TC) in patient with hyperglyeeridemia on freely chos¬ 
en, low-fat, and vegetable-oil food patterns. 


Normal Serum Lipids.—The change in serum lipid 
fractions in 23 normal persons was determined 
for two to three weeks during a dietary test in 
which weighed foods were served from our research 
kitchen. Most of these volunteers were subjects in 
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tuol lemamed within norma] limits. Jhe chance 
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f nZ T i T I l ° ! 70 m & P® 100 ml-, ratio 
of totai ieholesterol to phospholipid from 0.93 to 

’ a J ut anuiun t of free cholesterol from 25 to 27% 
or total. 

Hyperzlycerhlemia .-The elevated serum lipid 
levels m nine hyperglyceridemie patients were re¬ 
duced toward normal with the low-fat pattern. The 
serum lipid changes shown in figure 2 are for one 
patient who had been taking each food pattern for 
more than six months. With freely chosen foods the 
serum cholesterol level was 482 mg. per 100 ml. and 
the triglyceride level SSS mg. per 100 ml.; with the 
low-fat food pattern, they were 325 mg. and 545 
mg. per 100 ml., respectively; and with vegetable- 
oil, 268 and 314 mg. per 100 ml. The ratio of total 
cholesterol to phospholipid dropped from 1.13 on 
freely chosen foods to 0.92 and 0.93 on the low- 
fat and vegetable-oil regimens. Free cholesterol, 
originally 34% of the total, was 32% on the low-fat 
and 29% on the vegetable-oil food pattern. A much 
more normal serum lipid picture was attained with 
the vegetable-oil than with the low-fat food pattern. 

However, the vegetable-oil food pattern was not 
equally beneficial to all hyperglyceridemie patients. 
The serum triglyceride and cholesterol levels rose 

KEY: 

CZU FREELY CHOSEN FOODS 


i ., uyijercnoiesteremic patient 

tamed normal serum cholesterol levels with em f 
tlie low-fat or the vegetable-oil food pattern ft 
erum cholesterol level in one of these 
tients dropped from 400 mg. per 100 ml. with fre^ 
ly chosen foods to 37o mg. with the low-fat and 30f 
mg. with the vegetable-oil food pattern. The dis 
crepancy between the serum- cholesterol and pk 
phohptd levels became less with dietary treatment 
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Fig. 4.—Reduction of total cholesterol (TC) and triglycer- 
ide (TG) levels, ratio of total cholesterol to phospholipid 
(TC/PL), and ratio of free to total cholesterol (FC/TCJ in 
patient with mixed hyperlipemia on freely chosen, low-fat, 
and vegetable-oil food patterns. 

the ratio between them dropping from 1.20 to 1.12 
on the low-fat and to 1.00 on the vegetable-oil fond 
pattern. 

Typical of the less favorable response in the 
other eight hypercholesteremic patients is the ex¬ 
ample given in figure 3. The serum eholesterol con¬ 
tent dropped from an original level of 534 to 410 


L OW — FAT 01E T - 7 MONTHS 
EU3 VEGETABLE-OIL DIET - 3 MONTHS 



Fig. 3.—Reduction of serum total cholesterol (TC) and 
triglyceride (TG) levels, ratio of total cholesterol to phos¬ 
pholipid (TC/PL), and ratio of free to total cholesterol 
(FC/TC) in patient with hypercholesteremia on freely 
chosen, low-fat, and vegetable-oil food patterns. 

in two patients when they changed from low-fat 
to vegetable-oil food pattern, dropping to the 
previous level when the patients returned to the 
low-fat pattern. 

Hypercholesteremia.—Hypevcholestevemic sub¬ 
jects responded much less satisfactorily to change in 
food pattern than did hyperglyceridemie persons. 


mg. per 100 ml. on the vegetable-oil food pattern. 
The abnormally high ratio of total cholesterol to 
phospholipid dropped from 1.20 to 1.00. In thret 
patients in this group, the serum cholesterol level 
was reduced for several months with the vegetable- 
oil food pattern but rose thereafter without any ap¬ 
parent change in condition. 

Mixed Hyperlipemia .—All 10 patients with mixed 
hyperlipemia responded to change in food pattern, 
their serum lipid contents dropping to normal lev¬ 
els and remaining stable for as long as 15 months. 
An example of the response of a subject whose 
original serum cholesterol level was the highest 
in this group, 548 mg. per 100 ml., is shown in 
figure 4. 

Stability of Serum Cholesterol Levels .—The level 
of serum cholesterol in normal persons, eating 
freely chosen foods, does not vary more than ± h 
to ± 25 mg. per 100 ml. from the individual per¬ 
son’s typical mean value. This was the variation in 
the yearly serum cholesterol levels of 86 norma 
men, 35 to 60 years of age, during a four-i o-seven- 
year period, and in the weekly cholesterol levels o 
6 women, 18 to 45 years of age, during five mon is- 
We observed the same degree of stability m P 
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tients with both hypercholesteremia and mixed 
hyperlipemia during 6 to 15 months of the low- 
fat food pattern. 

In contrast, the serum cholesterol levels in hyper- 
glyceridemic patients were quite variable. When 
neither food nor weight was controlled, the level 
changed several hundred milligrams in some pa¬ 
tients in a month’s time. With the low-fat food 
pattern it varied ± 25 to ± 53 mg. per 100 ml. 
over a period of 6 to 12 months. Differences with 
weight fluctuations were marked in hyper- 
glyceridemic but negligible in hypercholesteremic 
patients. 

A change from low-fat to vegetable-oil food pat¬ 
tern produced a more stable serum cholesterol level 
in almost all patients, regardless of their abnormal 
lipid type. This was especially notable in hyper- 
glyceridemic patients. For example, the serum cho¬ 
lesterol level in one representative patient varied 
± 53 mg. per 100 ml. during a year of the low-fat 
food pattern and only ± 15 mg. per 100 ml. in a 
year of the vegetable-oil pattern. 

Comment 

“Hyperglyceridemia” is chosen to describe the 
condition previously called hyperlipemia. We 
would like to recommend its general use because 
the term indicates the specific lipid fraction, tri¬ 
glyceride, which is disproportionately elevated. In 
the same way, the accepted term hypercholes¬ 
teremia describes the disproportionate elevation of 
serum cholesterol content. Hyperlipemia can then 
be used as the general term for all elevations of 
serum lipid content. A hyperlipemic person is one 
with elevated lipid fractions, requiring further 
classification as to the type of abnormality, whether 
hyperglyceridemia, hypercholesteremia, or mixed 
hyperlipemia. 

Both hyperglyceridemia and hypercholesteremia 
have been recognized and described adequately.' 
We found, however, that 35% (18 of 51) of the pa¬ 
tients under study whose serum lipid fractions were 
determined did not conform to either of the two 
types of abnormality. These persons fitted better 
into a third classification, which we have called 
‘mixed hyperlipemia” because features of both of 
the other hyperlipemias were present. This type is 
probably the one described by Gofman u which has 
“across the board” elevations of lipoproteins. The 
distinguishing characteristic of the serum lipid 
levels in this group is their normal relationship to 
one another despite their elevation. Mixed hyper¬ 
lipemia is distinguished not only by chemical lipid 
fractions but also by a lipoprotein pattern 1 in which 
all classes of the —S 1.21 beta lipoproteins (—S 
70-400, 40-70, and 25-40) are high. In contrast, the 
—S 25-40 fraction is normal in hyperglyceridemia 
and —S 70-400 fraction is normal in hypercholes¬ 
teremia. Mixed hyperlipemia may not have been 


generally recognized before, because the determi¬ 
nation of serum lipids has only recently become a 
diagnostic practice. 

Decision concerning tire type of normal lipid 
pattern present in a patient requires analysis of a 
fasting blood sample after at least three weeks of 
habitual foods with none of the conditions overtly 
affecting serum lipid levels being present. Classifi¬ 
cation of abnormal lipid types does not require 
knowledge of the complete lipoprotein and lipid 
fractions. Values for total and esterified cholesterol 
and for lipid phosphorus afford a sufficient basis for 
most diagnoses. These determinations are usually 
available in clinical laboratories. The triglyceride 
level may be an added help but is not essential. 

Hyperglyceridemia can usually be recognized by 
the milky appearance of the patient’s fasting serum 
sample. A high ratio of free to total cholesterol 
confirms this finding even if the total cholesterol 
level is normal. A hypercholesteremic patient can 
usually be recognized by a high ratio of total cho¬ 
lesterol to phospholipid. A normal ratio of free to 
total cholesterol confirms the diagnosis, as does a 
normal triglyceride level. High serum cholesterol 
levels, with a ratio of total cholesterol to phospho¬ 
lipid usually no more than 1.05 and a normal ratio 
of free to total cholesterol, confirms the classifica¬ 
tion of mixed hyperlipemia. 

There is some overlapping in the ranges of lipid 
values for the occasional patient with slightly ele¬ 
vated serum lipid levels. Visible lipemia may not 
always be present in a patient with hyperglyc¬ 
eridemia because of temporary reduction of serum 
lipid levels. For lactescence, the neutral fat content 
must be above 600 mg. per 100 ml. (20 mEq. of 
neutral fatty acids). 8 For such patients the lipopro¬ 
tein pattern is needed for proper classification. 

Recognition of the three types of hyperlipemia 
is necessary for an understanding of the response 
to dietary treatment. While high lipid levels be¬ 
come reduced in most patients with proper food 
patterns, the extent of the change differs. Instability 
of the serum cholesterol level in hyperglyceridemic 
patients may be responsible for changes while the 
patient is taking a low-fat regimen, rather than the 
patient’s failure to follow the food pattern. If the 
patient is warned that his cholesterol level will 
vary, he is saved from discouragement and con¬ 
tinues with the food pattern with better will. The 
hyperglyceridemic patient maintains a steadier 
serum cholesterol level with the vegetable-oil than 
with the low-fat food pattern. This probably would 
be tlie better diet for such patients, except those 
whose serum cholesterol levels rise if they eat any 
kind of fat. 

Only partial reduction of serum lipid levels can 
be achieved by dietary treatment of hypercholes¬ 
teremic patients. Although their serum cholesterol 
levels are reduced with either low-fat or vegetable- 
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oil regimens, they may not reach normal values. 
Inc characteristic of high cholesterol levels of this 
type is their resistance to change with weight fluc¬ 
tuation. Patients should be told in advance that 
t icy ate better off with the food pattern than they 
would be freely choosing their foods but that die- 
taiy treatment probably will not bring their serum 
cholesterol level down to normal. 

The elevated serum cholesterol level of the pa¬ 
tient with mixed hyperlipemia responds readily to 
either the low-fat or vegetable-oil food pattern, 
dropping to normal levels and remaining there. 

Other elevated lipid constituents, such as phos¬ 
pholipids, triglycerides, and esterified cholesterol, 
respond similarly to dietary treatment, but not to 
the same extent. Although serum cholesterol levels 
may be normal, the lipoprotein fractions may still 
be elevated.' When dietary treatment is fully suc¬ 
cessful in reducing the serum cholesterol level in a 
patient with any of the three abnormal lipid types, 
the levels and relationships of the serum lipids 
tend to approach the normal range. 

Some may not respond to dietary treatment be¬ 
cause of their previous food selection. Persons who 
normally choose low-fat foods or have attempted 
dietary restrictions before following the more 
rigidly controlled food patterns may show only a 
small drop in serum lipid levels. 

Summary 

Studies of the serum lipid fractions of 51 patients 
with high serum cholesterol levels show three dis¬ 
tinct types of hyperlipemia, ( a ) hyperglyceridemia, 
in which the triglyceride fraction is high relative to 
the cholesterol level, the ratio of cholesterol to 
phospholipid is normal, and the ratio of free to total 
cholesterol is high; • (b) hypercholesteremia, in 
which the cholesterol level is elevated in relation 
to the nearly normal triglyceride level, the ratio of 
cholesterol to phospholipid is high, and the ratio 
of free to total cholesterol is-normal; and (c) mixed 
hyperlipemia, in which all serum lipid.levels are 
elevated but are in normal propoi tions to each 

other. . 

Two years’ experience with the effect of low-fat 
and vegetable-oil food patterns on the serum lipid 
levels of 34 of these 51 patients show that their 
abnormal serum lipid levels responded to dietary 
treatment according to the type of abnormality 
present. In nine hyperglyceridemic patients, all 
serum lipid contents dropped to nearly normal 
levels with the low-fat food pattern, yet the triglyc¬ 
eride levels were still high relative to the choles¬ 
terol. The highly variable serum cholesterol level 
became not only low but much more stable with 
the vegetable-oil than with the low-fat food-pattern. 
However, two hyperglyceridemic patients had 
higher serum cholesterol levels with the vegetable- 
oil than with the low-fat food pattern. 
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In 15 hypercholesteremic patients, serum M 
levels were lower on either food pattern but di 
no reach normal in all. In eight the serum cho 
lesterol level did not fall below 350 mg. per 100 ml 
In 10 patients with mixed hyperlipemia serum link 
contents dropped readily and remained at norma 
levels These results suggest that the physician will 
knowledge of the patient’s type of serum M 
abnormality may prescribe dietary treatment will 
reasonable assurance of the outcome. 
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SEPTIC THROMBOPHLEBITIS DUE TO A SPECIES OF 
ACHROMOBACTER IN A FOUR-YEAR-OLD BOY 

Benjamin F. Bush Jr., M.D. 
and 

Mark M. Ravitch, M.D., Baltimore 


The occurrence of high fever in an otherwise 
well child, a day or two after operation, leads the 
experienced surgeon to throw back the sheets and 
look for a saphenous phlebitis at the site of a cut- 
down. The child is usually not particularly ill, 
although there is generally a visible erythema, 
tenderness, induration along the course of the 
vein, and frequently edema of the leg. Blood cul¬ 
tures made by ordinary methods are generally 
sterile. The condition responds at once to with¬ 
drawal of the intravenous cannula, polyethylene 
catheter, or indwelling needle and local application 
of hot compresses. The plastic indwelling catheters 
have become particularly popular and have led to 
the more frequent use of continuous intravenous 
drips. 

A number of reports have appeared listing the 
hazards and complications which result from use of 
this technique. 1 Septic thrombophlebitis is prob¬ 
ably "the most serious complication and has led to 
bacteremia and septicemia, profound illness, pro¬ 
tracted hospitalization, and, on some occasions, 
death. 2 The incidence of this hazard increases with 
the length of time that the intravenous catheter is 
left in place. While the possibility of phlebitis oc¬ 
curring after either an open or blind insertion of 
the cannula is well known, it may not be appre¬ 
ciated that the same sequence of events may follow 
after use of an indwelling needle. Pediatricians 
particularly have become exceedingly adept at plac¬ 
ing needles in small veins of the extremities or scalp 
and strapping them in place so that fluids may at 
times be given for several days through one such 
vena puncture. 

Report of a Case 

A 4-year-old boy was admitted to tire hospital 
with a history of abdominal pain of one week’s 
duration. He had tenderness, muscle spasm, and 
rebound tenderness referred to the right lower 
quadrant; it was thought that he had appendicitis. 
Operation revealed a perforated Meckel’s diverticu¬ 
lum with an abscess at its tip, the whole enveloped 
by omentum. The diverticulum was resected and 
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the intestine closed, the diverticulum and the intact 
omentum surrounding the abscess being removed 
from one specimen. Culture of the abscess cavity 
revealed a mixed infection from which there grew 
out Escherichia coli, alpha hemolytic enterococci, 
diphtheroids, Escherichia freundii, and beta strep¬ 
tococcus, not group A. 

The boy had an initially smooth course. His tem¬ 
perature, which had risen to 102 F (38.9 C) rectally 
immediately after operation, dropped to normal on 
the second day and remained there until the fifth 
day after operation. On that day his temperature 
suddenly rose to 105.2 F (40.6 C). The abdomen was 
soft and flat. There were good bowel sounds and 
the boy did not appear particularly ill. He had been 
receiving penicillin and streptomycin, and chloram¬ 
phenicol (Chloromycetin) was now added to the 
regimen. The next day a blood culture, taken at the 
time of the temperature spike, -was reported to 
show a luxuriant growth of a species of Achromo- 
bacter. The exact species was not identified. These 
are normally soil organisms and nonpathogenic. 
The next day repeat blood cultures revealed the 
same heavy grow’th of an Achromobacter species; 
this was taken as the explanation for the boy’s fever, 
as the abdomen continued to be soft and he was 
taking fluids by mouth and passing stools easily. 

Cultures of the organism were resistant to all of 
the conventional antibiotics but sensitive to kana- 
mycin sulfate (Kantrex). On the seventh postoper¬ 
ative day, 50 mg. of kanamycin was given four 
times daily in addition to chloramphenicol; use of 
penicillin and streptomycin was discontinued. On 
the seventh day the patient’s temperature rose to 
102 F, and on die eighth day, to 103 F (39.4 C). At 
this time one of us noted a small area of discolor¬ 
ation over the radial aspect of the right wrist (see 
figure). There was an obvious area of pressure 
necrosis over the radius uadi a little erythema and 
edema surrounding it. It seemed obvious that the 
hub of the needle had been strapped so firmly to 
the wrist that it caused this small 0.5-by-2.0 cm. 
area of skin necrosis. From this point proximally one 
could see and feel a firm cord, obviously represent¬ 
ing the thrombosed cephalic vein. The thrombosed 
vein could be traced as far as the middle of the 
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SSThrn ?r n n l | l ”- SSib , le tlral this ^presented a 
iSte cml ° P b ’ K Source of the P-iHents 

Ac l*j of . tl,e iitlle wn ™d «t the wrist yielded 
Ach.omobaeter species. However, before these re- 
s Its were known, a small incision was made with 
local anesthesia m the antecubital fossa, the cephalic 
vein was ligated and divided, and a portion of the 
vein was taken for culture. Simultaneously a blood 
cuitme was taken from the opposite forearm. Both 
ot these cultures yielded heavy growths of Achro- 
mobaeter. One hour later another blood culture 
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Patient shortly after ligation and division of cephalic 
vein in antecubital fossa. On radial aspect of wrist one can 
see shape and size of area of necrosis and surrounding 
erythema resulting from tight strapping of needle to wrist. 
Thrombosed vein was palpable as tender cord extending 
from discolored area half way up forearm. 

was taken from the femoral vein and was negative. 
Blood cultures taken for each of the next two days 
were similarly negative. 

In the 12 hours after the division of the vein, the 
boy’s temperature dropped from 103 F to 98 F 
(36.7 C) and remained normal. The small area on 
the wrist healed promptly. The kanamycin and 
chloramphenicol were nevertheless given until the 
13th day after the laparotomy. Although the boys 
condition, objectively viewed, had nevei presented 
cause for alarm, he had been ill, washed out, and 

listless. Comment 

Although a portion of the thrombus was not 
removed for the study, the evidence was conclusive 
that we were dealing with a septic thrombophlebitis 


J.A.M.A., May 21, 

Of-the cephalic vein. Presumably this Was Jni ,, 
as a bland process accompanying the init M ? 
sion. Investigation of the dLmsten e It 
infusion indicated that the needle problbk t 
been strapped m place for at least 24 hours t! 
thromboph ebrtis per se would ordinarily not £ 
led to septicemia. Pressure from the hub offt 
needle in the skin directly over a portion of \h 
vein produced necrosis and a portal for entry c 

P Ur ! l!Sua organism which ultimately it 

fected the clot within the vein. y 

In aseptic thrombophlebitis, which often accoir 
pames intravenous infusions, the clot forms withi 
ne vein gradually organizes, and ultimately b( 
comes fibrous, particularly when hypertonic soli 
tions are given. There is little danger to be antic 
pated from such thrombosis of superficial vein 
either in the upper or lower extremities. Sue 
thrombi rarely extend into the major vessels c 
break off to serve as a source for emboli. If infectio 
of the clot supervenes, however, the situation i 
immediately changed. Organization of the bacteri; 
harboring thrombus is interfered with, and embo 
ai e flicked off into the blood stream from the crun 
bling friable mass. In this instance no petechii wei 
seen. Although the establishment of secondary foi 
of infection may be prevented initially by the use c 
antibiotics, the clot continues to support the growl 
of the organisms protected in this favorable situatioi 
With the passage of time the organisms becom 
resistant to one after another of the antibiotic 
used, until the septicemia overwhelms the patien 
If the source of the infected emboli can be foun< 
simple ligation, ligation and division of the vein, t 
excision of the thrombus or thrombotic segment wi 
be a curative measure. The remaining infectioi 
usually of low grade, trapped in the isolated set 
ment of vein and no longer feeding into the circi 
lation, will generally resolve. 

Summary 

Septic thrombophlebitis of the cephalic vein due 
to a species of Achromobacter developed in a 
4-year-old boy. The hub of a needle inserted into 
the cephalic vein at the wrist had been tightly 
strapped to the skin for about 24 hours. Local 
pressure necrosis at the site of the needle hub 
provided a point of entry. Ligation and division of 
the cephalic vein in the antecubital space led to 
prompt recovery and immediate disappearance of 
the organisms from the blood stream. 

4940 Eastern Ave. (Dr. Rush). 
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ANAPHYLACTOID REACTION TO INGESTION OF ORANGE 

Gordon Bendersky, M.D. 
and 

John A. Lupas, M.D., Philadelphia 


The ingestion of fruits is known to cause urti¬ 
caria, diarrhea, angioneurotic edema, palatal itch¬ 
ing, migraine, allergic rhinitis, asthma, and rarely, 
purpura. A search through the literature failed to 
reveal any previously observed case of anaphylac¬ 
toid shock due to ingestion of an orange. Our 
experience with such a case prompted this report. 

Report of a Case 

A 4S-year-old woman was seen in the emergency 
room of Hahnemann Medical College and Hospital 
at 4:30 p. m. on March 25, 1959, complaining of 
dizziness and a diffuse skin rash. She had eaten a 
fresh orange at noon on that day. By 3 p. m. she 
had developed itching at the neck and malaise. 
She left her job at a textile mill and shortly there¬ 
after felt dizzy, thirsty, and chilly and was brought 
to the emergency room in shock. She stated that all 
other foods eaten on that day had been eaten 
frequently recently, without reaction, and that she 
had not been in contact with any new substance 
at her job or at home. She had eaten neither oranges 
nor any foods containing orange for two years 
prior to this day of admission. Two years earlier she 
had eaten a fresh orange and developed a pruritic 
skin eruption associated with generalized swelling, 
but no dizziness or vomiting, and had sought no 
medical care at that time. She had not consumed 
wine the week prior to admission. The family his¬ 
tory revealed that the patient’s father and one 
brother had asthma. The patient’s medical history 
was otherwise unremarkable for allergies, includ¬ 
ing contact sensitivity to textiles. She claimed to 
have eaten oranges all her life without consequence 
prior to the episode two years previously. 

Physical examination revealed a moderately 
obese, restless woman whose skin was covered with 
large urticarial lesions. The blood pressure, which 
was initially 70/40 mm. Hg, became much less 
perceptible within two to three minutes; the pulse 
was 120 per minute and the respiratory rate 26 per 
minute. Temperature was 98.6 F (37 C). She was 
thirsty, had shaking chills, and required several 
blankets to comfort her sensation of cold. The upper 
lip was edematous. Ausculation and percussion of 
the lungs revealed no abnormality. The apical rate 
was 120 per minute, and frequent premature systoles 
were heard. No masses or tenderness xvere noted 
m bie abdomen, and bowel sounds were normal. 
Findings of a neurological examination were 
normal. There was a generalized urticarial erup¬ 
tion, most prominent over the trunk and thighs. 

r *h e department of Internal Medicine, Hahnemann Medical 
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Treatment and Recovery.—A. diagnosis of acute 
allergic reaction, with shock due to ingestion of an 
orange, was made and treatment, instituted with 
intravenous administration of 0.3 cc. of a 1:1,000 
solution of epinephrine. Metaraminol (Aramine) 
bitartrate, 25 mg., was given directly intravenously, 
followed by an intravenous infusion of 25 mg. of 
metaraminol'and 100 mg. of hydrocortisone in 500 
cc. of 5% glucose in water, with a gradual response 
in blood pressure, which was maintained at 120/80 
mm. Hg with slow infusion of this solution. Paren- 
terally given tripellenamine (Pyribenzamine) hydro¬ 
chloride, 25 mg., was also administered. The itch¬ 
ing and urticaria began to subside and were almost 
completely resolved within three hours after ad¬ 
mission. The metaraminol infusion had to be con¬ 
tinued for six hours, during which time, for brief 
intervals, the blood pressure slowly dropped on 
repeated attempts to terminate the use of this 
vasopressor drug. 

On discharge, eight hours after admission, the 
patient’s blood pressure was stable at 120/70 mm. 
Hg, without administration of any medicament, 
and the urticaria and itching had disappeared 
although there was still mild edema of the upper 
lip. Auscultation of the heart at this time failed to 
reveal any abnormal rhythm, and electrocardio¬ 
graphic findings were normal. 

Results of laboratory studies were as follows: 
hemoglobin level, 12.2 Gm.%; hematocrit reading 
41%, total white blood cell count 6,500 per cubic 
millimeter, with a differential count of 65 polymor¬ 
phonuclear cells, 35 lymphocytes, 7 monocytes, and 
2 eosinophils per 100 cells counted. The urine was 
amber-colored and cloudy, contained no sugar, 
acetone, or protein, and on microscopic examina¬ 
tion showed 3 to 5 red blood cells and 10 to 15 
white blood cells per high-power field; no casts 
were present. 

The patient was seen 24 hours after her recovery; 
she was asymptomatic and had a blood pressure of 
120/70 mm. Hg. Intradermal skin tests (see the 
figure) revealed a positive reaction to freshly ex¬ 
tracted, undiluted orange juice (obtained by needle 
puncture of an orange) and negative reactions to 
standard stock orange extracts, diluted orange juice 
prepared six hours previously, and scratch testing 
to all these preparations. No pseudopodia were 
seen in the positive reactions. She exhibited no 
harmful or anaphylactoid response to the skin¬ 
testing stimulus. Six patients used as controls failed 
to manifest a positive skin reaction to the fresh 
orange juice. A sample of the patient’s serum was 
obtained at this time, and a Prausnitz-Kustner 
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ncces?f t eaCtl ° n t0 Skin / eSts for fresh wange, and 
successful passive transfer. This is the first such 

leported example of anaphylactoid shock from 
ingestion of an orange. 

The optimum method for confirmation of sensi¬ 
tivity to fruit allergen includes the use of intrader- 
maHy administered fresh material. The intradermal 
wheal need not have pseudopod formation. Tlier- 
apy with metaraminol (Aramine) bitartrate was 
successful in maintaining normotensive levels of 
blood pressure during the recovery phase in this 
patients anaphylactoid shock. 


oil or, in cases of peeler’s dermatitis” in industry, 
they are nonallergic contacts with the primary 
irritant in the oil. 1 Furthermore, the studies of 
Ratnei and associates suggested that orange juice 
protein does not appear to traverse the gastrointes¬ 
tinal wall readily even when ingested in large 
amounts. 

Actual cases of allergic reactions to oranges are 
well recognized, 2 with manifestations of chronic 
urticaria, allergic coryza, and asthma. Ratner and 
associates J showed that fresh orange contains two 
distinct allergens, one in the seed and the other in 
the juice itself, the latter being much less potent 


230 N. Broad St. (2) (Dr. Bendersky). 
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D IETARY MANAGEMENT OF MULTIPLE SCLEROSIS.-Patients with 
multiple sclerosis have been observed on a low-fat diet for a period of nine 
and a half years. The frequency and severity of exacerbations in all cases 
were significantly reduced, and the performance of patients first treated in the early 
phase of the disease was improved or unaltered during this period. In the inter¬ 
mediate- or late-phase patients, the course of the disease was less dramatically im¬ 
proved. It appears that if the low-fat diet is instituted early and adhered to carefully, 
the course of the disease is significantly improved.—J. H. Schulte, M.C., U. S. Navy, 
Feeding Problems in the Submarine Service, Journal of the American Dietetic Asso¬ 
ciation, April, 1960. 
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CLINICAL SCIENCE 


PYELONEPHRITIS 

Charles R. Kleeman, M.D., William Hewitt, M.D. 

and 

Lucien B. Guze, M.D., Los Angeles 


Interest in pyelonephritis and its consequences ' 
appears to have been increasing in recent years. 
Although fundamental contributions to our knowl¬ 
edge of this disorder were made in previous dec¬ 
ades, die recent quantitative investigations of the 
normal and pathogenic bacteriology of die genito¬ 
urinary tract appear to be a major stimulus for this 
growing interest. The magnitude of the problem is 
emphasized by die finding that the incidence of 
chronic pyelonephritis in autopsy material from 
many series varies from about 10 to 20%. In recent 
studies of 629 cases of pyelonephritis found at au¬ 
topsy, only 104 of these had been diagnosed prior 
to death. This indicates the lack of knowledge on 
die part of die physician of the varied clinical pic¬ 
ture of the disease and the failure to interpret sig¬ 
nificant laboratory findings as indicative of urinary 
tract infection. 

Pathogenesis of Pyelonephritis 

The pathogenesis of pyelonephritis can be dis¬ 
cussed from both die clinical and experimental 
standpoints. Attempts have been made to evaluate 
die role of lymphatic channels, hematogenous 
spread, and ascending infection. While there is lit- 
de evidence to support the concept of spread of 
infection from the lower urinary tract to the kid¬ 
neys via the lymphatics, arguments can be marsh¬ 
aled in favor of the hematogenous and ascending 
pathways. Evidence for die hematogenous route 
may be seen in the occurrence of staphylococcic 
abscesses in the kidneys of patients with an obvious 
distant focus. The evidence which supports the con¬ 
cept of the ascending route of infection is summar¬ 
ized as follows: 

First, pyelonephritis occurs much more frequent¬ 
ly in women than in men, except in the older age 
groups. It has been postulated that this is due to 
the fact that the female urethra is shorter and more 
liable to contamination. 

Second, cystitis occurs in a high percentage of 
patients after single catheterization, and die inci¬ 
dence is higher when indwelling catheters are used. 
It has been shown that the bacteria enter the blad- 
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der along the mucopurulent sheath which forms be¬ 
tween the urethral mucosa and the outer catheter 
wall. 

The importance of instrumentation in the iatro¬ 
genic spread of urinary tract infections and its role 
in initiating the sequence of events leading to 
ascending spread can be seen from the following 
examples: 1. The high incidence of infection in 
patients with neurological disease and associated 
bladder disturbances is related to the insertion of a 
cadieter. At the time of initial instrumentation, die 
urine obtained is usually sterile but urethritis and 
cystitis ultimately develop. 2. Although obstructive 
disease of the urinary tract predisposes the kidney 
to infection, it has been established that pyelo¬ 
nephritis is more frequentiy seen when lower rather 
than upper urinary tract obstruction is present. This 
finding has been correlated with the greater in¬ 
cidence of catheterization in the former group. 
3. Studies of the incidence and pathogenesis of 
hospital-acquired urinary tract infections have in¬ 
dicated that transmission occurs via the contamina¬ 
tion of catheters by ward personnel. 4. In an analy¬ 
sis of nosocomial gram-negative bacterial infections, 
it has been demonstrated that antibiotic-sensitive 
organisms were isolated from the urine of patients 
who showed evidence of acute urinary tract infec¬ 
tion before hospitalization and in whom catheter¬ 
ization was infrequent. In those with antibiotic- 
resistant bacteria there was a high correlation with 
recent instrumentation or catheterization. 

How frequentiy ascent of infection occurs via the 
ureter (lumen or wall) as compared to the hema¬ 
togenous dissemination of bacteria cannot be de¬ 
termined but obviously depends, on such variables 
as the age and sex of the population examined, die 
presence or absence of catheterization, associated 
uropathies, and distant foci of infection. 

The factors which predispose die kidney to in¬ 
fection may be considered under the categories of 
(1) congenital developmental factors and (2) ac¬ 
quired factors. Such congenital developmental 
factors as aplasia, hypoplasia of varying degrees, 
“focal dysplasia,” cystic disorders of the kidney, and 
horseshoe kidney are associated with a higher in¬ 
cidence of infection than is found in the normal 
kidney. The exact role by which these renal de- 
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fccts predispose to infection is not dear, but certain 
observations suggest that these lesions, whether" 
generalized or focal, constitute an area of “tissue 
inferiority or locus minoris resistentiae. 

Acquired factors which predispose the kidney to 
infection include obstructive lesions of the urinary 
tiact. Obstruction to the flow of urine has long been 
appreciated as an important finding in the patho¬ 
genesis of pyelonephritis. It is apparent that ob¬ 
struction at the level of the nephron, as well as at 
any place along the urinary tract up to the urethral 
meatus can exert this influence. It is important to 
understand that “functional obstruction” can occur 
in the absence of mechanical lesions. The mecha¬ 
nisms by which urinary obstruction renders the kid¬ 
ney more susceptible to infection arc unknown. 

Other acquired factors which may play a role in 
the pathogenesis of urinary tract infections are gout, 
nephrocalcinosis, potassium deficiency, and vita¬ 
min A deficiency. While the metabolic disorders in 
these conditions are dissimilar, the basic mechanism 
by which they appear to predispose to infection is 
the common finding of tubular obstruction and in¬ 
ternal hydronephrosis. 

Urethral instrumentation must be stressed as an 
acquired factor in producing urinary tract infection. 
There is a large body of published data which ap¬ 
pears to support this contention. With the avail¬ 
ability of the technique of quantitative urine cul¬ 
tures, the use of the catheter to obtain urine for 
diagnostic purposes is rarely necessary. Clean, 
voided specimens are adequate for this purpose. 
The decision to use an indwelling catheter must be 
made with caution and understanding of the risks 
involved. If catheterization is performed, bladder 
irrigation with 0.25% acetic acid or some similar 
antibacterial agent should be instituted. 

Immunological factors in the pathogenesis of pye¬ 
lonephritis have received little attention in the 
literature. Although it has been suggested that these 
mechanisms may be operative, there have been few 
attempts to demonstrate them. Further work in this 
area is needed. Studies of the pathogenesis of ex¬ 
perimental pyelonephritis have been limited be¬ 
cause of a lack of a suitable model. Although such 
factors as ureteral obstruction, mechanical trauma, 
localized injury to the medulla, preceding staphylo¬ 
coccic infection with resultant scarring, and desoxy- 
corticosteroneacetate-induced arteriosclerosis will 
predispose the kidneys of experimental animals to 
pyelonephritis, the investigator is frequently un¬ 
able to distinguish between the effects of the pre¬ 
disposing injury and the induced infection. The 
intravenous injection of certain strains of Strepto¬ 
coccus faecalis into normal rats results in acute 
pyogenic infection of the kidney. This infection is 
characterized by the persistence of bacteria m rela¬ 
tively constant numbers during the evolution of the 
disease from the acute to the chronic stage. It is of 
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interest that hypertension was not noted in t}, 
chiomc enterococcic pyelonephritis in the rat Thi- 
expenence is in keeping with the findings rep 0t y 
in the literature by other investigators on the lap 
of occurrence of hypertension in experimental hid- 
ney infections. This has been attributed to the al- 
most universal failure to demonstrate the finding 
arteriolar lesions in experimental pyelonephritis? h 
this respect it should be remembered that attempts 
to correlate animal experimentation with human 
disease are of only limited value. 


Pathological Picture 

The pathological changes within the kidney in 
clinical and experimental pyelonephritis are strik- 
ingly similar. There is one important difference, 
however. The human disease is characterized by a 
high incidence of vascular changes in the area of 
acute and chronic inflammation. They vary from 
acute arteritis, including the complete occlusion of 
major arteries within the kidney, to the character¬ 
istic proliferative endarteritis which resembles the 
hyperplastic arteriolosclerosis that accompanies 
malignant nephrosclerosis and is present in the most 
extensively scarred areas. As mentioned above, no 
significant vascular lesions have been conclusively 
demonstrated in any experimental preparation of 
acute or chronic pyelonephritis. This may account 
for the striking difference in the incidence of hyper¬ 
tension in human and experimental studies. 

The hallmark of a pyelonephritic kidney is the 
complexity and pleomorphism of the pathological 
picture. Many functional studies which use tech¬ 
niques that measure renal hemodynamics and maxi¬ 
mum tubular reabsorptive and excretory capacities 
suggest that the remaining functioning nephrons 
are normal; that is, despite the extremely pleo¬ 
morphic character of the histological picture, a 
pleomorphic functional pattern is not observed. 
This strongly suggests that a great deal of the ab¬ 
normal structure observed histologically is viable 
but does not contribute to the excretory function 
of the diseased kidney. This may be characteristic 
of many types of severe chronic renal disease.. Cer¬ 
tain functional alterations, however, appear more 
commonly in the chronic pyelonephritic than in the 
chronic glomerulonephritic or nephrosclerotic kid¬ 
ney. Between 1956 and 1958, we observed 55 hos¬ 
pitalized patients with chronic pyelonephritis who 
had varying degrees of azotemia (serum creatinine 
level of 3 to 30 mg. %). Nineteen of these patients 
demonstrated a distinct defect in the renal conser¬ 
vation of sodium, which occasionally reached pro¬ 
portions consistent with so-called salt-losing asp irI 
tis. By contrast, during the same period, only 4 0 
about 40 patients with chronic glomerulonephn is 
who had comparable degrees of azotemia showe 
any defect in sodium conservation, and these " 
seen only with the severe degrees of renal danw. . 
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... (creatinine level higher than 7 to S mg. %). These 

- data confirm the observations in the literature that a 
clinically significant defect in sodium conservation 
occurs more frequently in chronic pyelonephritis 
than in chronic glomerulonephritis. 

Progressive impairment of the concentration and 
dilution capacities of the kidney are seen in all 
forms of progressive destruction of the renal paren¬ 
chyma. Two characteristics of the pyelonephritic 
kidney were noted, however, that have not been 
observed in the chronic glomerulonephritic or 
nephrosclerotic kidney, namely, (1) the occasional 
presence of a serious concentration defect at a 
serum creatinine level below 2 mg. %, and (2) the 

- presence of a concentration defect manifested by 

- the inability to concentrate the urine even to iso- 
tonicity, despite dehydration or administration of 
vasopressin (Pitressin). In other words, these pa- 

' tients are persistently hyposthenuric. This type of 
functional aberration has been called “acquired 

- nephrogenic diabetes insipidus.” The tubular ab- 
. normality resulting in hyperchloremic acidosis is 

almost characteristic of the chronic pyelonephritic 
kidney. Presence of this type of acidosis in a 
chronic, acquired renal disease, in which a con¬ 
genital tubular lesion seems ruled out, suggests the 
diagnosis of chronic pyelonephritis. 

Clinical Picture 

The clinical picture of acute and chronic pyelo¬ 
nephritis may be as pleomorphic as that of the 
pathological findings. Unfortunately, years may pass 
during which the patient is totally unaware of the 
: continuing effects of the suppurative process within 
his renal parenchyma. Significant symptoms may 
appear only when the patient has developed renal 
insufficiency or severe hypertensive disease. At this 
‘ time, if a meticulous medical history is taken, one 
^ may obtain information referable to previous cath¬ 
eterization, abnormal urinary sediment, and cystitis 
treated without follow-up. It is distressing to realize 
that many patients in this group have had abnor¬ 
malities in their urinary sediment brought to their 
attention but have done nothing to correct it. 

The acute picture of pyelonephritis, particularly 
in the older age group, may be characterized by a 
minimum of urinary symptoms and flank pain, tire 
presence of only intermittent low-grade fever, and 
gastrointestinal complaints and ileus. Every author 
writing about acute pyelonephritis stresses the fact 
that random urine specimens may be free of leuko¬ 
cytes, casts, or red blood cells. If the fresh urinary 
sediment is examined daily during the acute process 
of die disease, one cannot fail to be impressed by 
the intermittent nature of die pyuria. Certainly, the 
diagnosis of acute pyelonephritis should not be 
excluded when one or two urine specimens are 


normal. The “silent” nature of the chronic disease 
in die face of continuing bacteriuria indicates the 
need for and importance of quantitative urinary 
cultures in the definitive diagnosis of pyelonephritis. 
One recent study has indicated that significant 
bacteriuria is present in at least 20% of hospitalized 
patients with or without symptoms referable to the 
urinary tract. 

The demonstration of significant bacteriuria as 
opposed to bacteriuria consistent with urethral con¬ 
tamination is the most important index of the diag¬ 
nosis of urinary tract infection, bearing in mind the 
inability to distinguish, with bacteriological meth¬ 
ods, between upper and lower urinary tract infec¬ 
tion. In patients with acute or chronic pyelonephri¬ 
tis who have not been submitted to urinary tract 
manipulation, Escherichia coli and closely related 
coliform bacteria predominate in contrast with the 
more resistant bacteria, such as Aerobacteraero- 
genes, Proteus, Pseudomonas, and staphylococci, 
which gready increase after these procedures. 
When simple quantitative methods which may re¬ 
quire culture of only a 10‘ 3 dilution of urine are 
used, it can be said with confidence that patients 
with 100,000 bacteria or more per milliliter of 
urine have “significant bacteriuria,” even in the 
absence of symptoms or other urinary evidence of 
infection. 

Chemotherapy 

The variety' of antibacterial agents available for 
control of bacteriuria is exceeded only by the varied 
statements concerning their success, depending par¬ 
ticularly on the character of the case material 
studied and the care supplied by and duration of 
follow-up after treatment. Administration of agents 
to which the bacteria in the mine are sensitive is 
generally followed by good immediate results with¬ 
out any clear superiority of one agent over the 
other. If the period of follow-up after treatment is 
sufficiendy prolonged, the relapse rate appears 
more related to the nature of the disease than the 
chemotherapeutic agent employed. The clinical re¬ 
sponse of the patient can neither determine die 
cure of infection nor the value of the chemothera¬ 
peutic agent; radier, die results of treatment must 
be considered in terms of immediate as well as long¬ 
term urinary sterilization. The factors which par¬ 
ticularly influence the results of chemodierapy in 
an unfavorable fashion are (1) interference with die 
free flow of urine at any point in the urinary tract 
and (2) a history of recurrent episodes of urinary 
infection. 
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' 5 Sm f P ro f 0rtlo , n of PNH cells are “sensitive” fo 
the plasma hemolytic system at any given time and 
that in vivo hemolysis proceeds at a relatively slou 
hut steady rate. Inhibition of the plasma hemolytic 
system permits an accumulation of these “sensitive’ 
ied blood cells. If the suppressing agent is nift. 
diawn or loses its effectiveness, a severe “rebound’ 
hemolysis may occur. Similarly, chronic low-grade 
hemolysis may maintain the various plasma hemo- 
lytic factors at relatively low concentrations. Be¬ 
cause normal plasma contains hemolytic factors 
washed red blood cells, instead of whole blood, are 
preferable for transfusion. 


PAROXYSMAL NOCTURNAL HEMO¬ 
GLOBINURIA 



LIGHTLY more than 200 cases of par¬ 
oxysmal nocturnal hemoglobinuria (PNH) 
have been reported; yet numerous arti¬ 
cles have appeared concerning the patho¬ 
genesis of this disease. Although the basic abnor¬ 
mality in PNPI resides in the red blood cells, 
hemolysis in PNPI depends on a complex hemolytic 
system present in both PNPI and normal plasma. 
The observation by van den Bergh 1 in 1911 of pe¬ 
culiar susceptibility to hemolysis in PNPI on acidi¬ 
fication of the serum remains the point of departure 
for further investigation and is the basis of the acid 
hemolysin test of Plain. Critical concentrations of 
magnesium and calcium are essential for optimum 
hemolysis, as is the presence of complement or 
“complement-like” factors. The demonstration by 
Crosby that preparations of thrombin enhance he¬ 
molysis in PNPI is the basis for an additional diag¬ 
nostic test as well as for further study of the plasma 
hemolytic system. The attempt to attribute the 
“thrombin effect” to contamination with properidin 
has been refuted and retracted. 2 There exists no 


over-all agreement among investigators as to wheth¬ 
er preparations of thrombin enhance PNPI hemoly¬ 
sis by virtue of thrombic activity per se or contami¬ 
nation either with heterophil or iso-antibodies 2 " ox- 
other as yet unidentified substances. 

Crosby suggested that the plasma system con¬ 
sists of two hemolytic factors and two inhibitors 
related to the blood coagulation mechanism. These 
factors have not been identified. Despite frequent 
thrombocytopenia in PNPI, thrombosis occurs rather 
than hemorrhage. No precise information exists 
which permits the correlation of the in vivo tend¬ 
ency to thrombosis with the fact that in vitro he¬ 
molysis can be augmented by accelerated blood co¬ 
agulation. Further studies on PNH may shed light 
on the pathogenesis of thrombosis in general. 

Although many substances inhibit the activity of 
the PNPI plasma hemolytic system in vitro, 4 there 
are distinct limitations to the use of such agents 
therapeutically. In vitro studies suggest that only 


Study of the biochemical defect of the PNH red 
blood cell should provide a fundamental approach. 
The defect is thought to reside in the stromal fab¬ 
ric. No abnormality in hemoglobin or in osmotic or 
mechanical fragilities has been detected. Unusual 
susceptibility to a variety of erythrocyte heterophil 
and iso-antibodies has been attributed to an ab¬ 
normality in the “antibody receptors.” on the PNH 
erythrocyte surface, but no erythrocyte antibody 
has been demonstrated in uncomplicated cases of 
PNPI. Electron microscopy has revealed a patchy 
and pitted PNH erythrocyte stroma. Abnormality 
in fatty acid composition has been reported. 5 Sig¬ 
nificant differences from normal in stromal phos¬ 
pholipid pattern have been both claimed and de¬ 
nied." 

It has been suggested that the PNPI erythrocyte 
is defective in surface enzyme systems which pre¬ 
serve and renew the stromal fabric. 4 Marked ini 
pairment of erythrocyte acetylcholinesterase activ¬ 
ity (AChE) has been noted 7 in 12 of 14 PNH 
cases in one study, and in 6 of 7 cases in another. 
Of the two patients with normal erythrocyte 
AChE, one was in clinical remission and the other 
had active disease. Although the activity of this en¬ 
zyme has been reported to be reduced in some dis¬ 
orders, in none has both frequency and degree of 
impairment approached that found in PNPI. 

Despite a relatively high concentration of AChE 
in red blood cells in human beings, the function of 
this erythrocyte enzyme remains unknown. Evi¬ 
dence 7 that AChE may be involved in the permea¬ 
bility of many different types of cells has been re¬ 
viewed. Attempts have been made to incriminate 
AChE in the maintenance of normal permeability 
of certain mammalian erythrocytes. However, po¬ 
tassium transport has been demonstrated to be nor¬ 
mal in the AChE-deficient PNH erythrocyte. ,e 
contrast, transport of radioactive phosphorus, phos¬ 
phate turnover and ATP stability are abnormal. 

The AChE defect is present in young as well as 
old PNH erythrocytes. The enzyme activity is not 
further depressed during episodes of hemoglobi¬ 
nuria. Since only a small percentage of the D 
cells may be “sensitive” to hemolysis at any gi«" 
time, present methods may be inadequate to asse>s 
a critical fall in enzyme activity in a small pr I 
tion of the total red ceil population. 

Kill 





Vol. 173, No. 3 


EDITORL4LS 


261 


There is no clinical or serologic evidence that. 
PNH is a heritable disorder. 4 Limited studies have 
revealed normal erythrocyte AChE activity in fam¬ 
ily members. No decrease in activity of those en¬ 
zymes of the glycolytic scheme which have been 
studied 1 " has been found in the PNH erythrocyte. 

Initially the demonstration of decreased erythro¬ 
cyte AChE activity in PNH seemed to provide 
an explanation for the sensitivity to lowered pH. 
Previous work 10 had shown that physostigmine in¬ 
hibition of the AChE of normal mammalian red 
blood cells suspended in isotonic choline ester so¬ 
lutions rendered the cells more sensitive to hemoly¬ 
sis as the pH decreased. Fuilhermore, erythro¬ 
cytes from those mammalian species with relatively 
less AChE activity hemolyzed more readily when 
the pH was lowered. Such observations were con¬ 
sonant with tire “enzymic buffer system” hypothesis 
that AChE was the agent which protected the 
erythrocyte from the deleterious effects of low pH. 
When these experiments were repeated with use of 
AChE-deficient PNH cells instead of physostig- 
mine-treated cells, the former did not show in¬ 
creased sensitivity to reduced pH (i. e., in solutions 
of isotonic choline esters). 11 

Despite the sensitivity to acidified serum, tire 
PNH erythrocyte has a normal iso-electric point 4 
and a normal capacity to buffer acidified serum. 74 
Such findings are not surprising since the buffering 
capacity of erythrocytes resides chiefly in the hemo¬ 
globin. 

The nature of the PNH erythrocyte AChE ab¬ 
normality has not been firmly established. Current 
evidence suggests an absolute deficiency rather 
than inhibition of AChE activity. Nevertheless, an 
inhibitor tightly bound to the enzyme has not been 
excluded. 74 Still another possible explanation is that 
the enzyme is present in normal concentration but 
is structurally abnormal. 

The current interest in organophosphorus inhibi¬ 
tors of cholinesterase (e. g., war gases) calls atten¬ 
tion to another profitable application of the study 
of the PNH erythrocyte. Although the cells of the 
nervous system apparently bear the brunt of the 
deleterious effects of organophosphorus inhibitors 
of cholinesterase, nerve cells of human origin are 
not readily available for in vitro studies. The 
AChE-deficient PNH red blood cell might be an 
excellent tool for gaining information regarding the 
acetylcholine-cholinesterase system. 

Despite the rather voluminous research on PNH, 
van den Bergh’s classic observation that the PNH 
erythrocyte is peculiarly susceptible to hemolysis in 
acidified serum continues to defy explanation. 
Meaningful correlation of this observation with ab¬ 
normalities in stromal morphology, “antibody re¬ 
ceptors,” phosphorus metabolism, lipid composition, 
and enzyme activity may yield a by-product rich 
in the knowledge of erythrocyte biochemistry. 
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DISCIPLES OF DISSECTION 

In the pristine days of recorded medical history 
the exiguous references to surgical anatomy in life 
or dissection in death lead one to a homely conclu¬ 
sion. The fabric of the human body was unknown. 
The lack of satisfactory anesthesia prohibited ex¬ 
tensive surgery and the potential significance of 
dissection either was not appreciated by the phy¬ 
sician, was feared for superstitious reasons, or was 
forbidden by Church and State. Failure to exploit 
dissection by at least one major civilization before 
the birth of Christ is somewhat surprising. Of all 
disciplines that are available to the contemporary 
medical scientist in his pursuit of the cause and 
treatment of disease, it was possible for only anat¬ 
omy and gross pathology to have been developed 
5,000 years ago. Attempts to identify an adecpiate 
practice of dissection or the study of anatomv in anv 
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vivisection were used by Liter critics to detract 

mthnlnn- g 0 T ? f fhis medical era - Anatomic and 
pathological study was pursued sporadically in the 

Roman Empire, culminating in the contributions of 
Halen in the second century A. D. Galen estab- 
1 shed a system of general pathology and differen¬ 
tiated anatomy of position from anatomy of pur- 
p°se, i. e., morphology from function. He had 
studied anatomy in Alexandria and never ceased to 
deplore that human dissection was no longer pos¬ 
sible in Rome. 

Undoubtedly, limited dissection was practiced 
uiing the Middle Ages, but descriptions are 
meager and the evidence is incomplete. Dissection 
came into its own once more after the fall of 
Cons tun tin ople and the establishment of the great 
univeisities of southern Europe. It has never re¬ 
linquished its prime position since that time. Chairs 
of Anatomy were established, embalming was an 
accepted procedure, and eventually public sanction 
of dissection led to a decline of grave robbing by 
medical students and physicians. Scores of famous 
anatomists and pathologists may be documented in 
the 15tb, 16th, and 17th centuries. These would 
include Leonardo da Vinci, Fallopius, Eustachius, 
Vesalius, Fernel, Harvey, Sylvius, and Malpighi. 

Bichat laid the foundation for modern histology 
and histological pathology. This was accomplished 
without a microscope; instead he used chemicals 
and fine tools for meticulous dissection of about 
600 human bodies at the Hotel Dieu. “Dissect in 
anatomy, experiment in physiology, follow the dis¬ 
ease and make the necropsy in medicine; this is a 
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hJ d7 Stigat0rS r in Paris > France > reported last year 

tures from 617 ° GXtra cJlromos0me in tissue cul- 
res from several persons with mongolism Soon 

~fz vesHs!,tors : ta Mnb ”s\ **3 

examined the somatic chromosomes in six typical 

them 0r ll W ' th , m ' ) ,ngoJism and found that in all of 
Thi? fi 'd diP n ld T mheT 0{ c hr° m °somes was 47. 

. n S has been confirmed elsewhere, and 
it is now considered established that children with 
mongolism have 47 chromosomes. The normal 
umber of chromosomes in human beings is 46. 
he extra chromosome occurring in persons with 
mongolism is an acrocentric V-shaped chromosome 
m the smallest size range, with a heterochromatie 
region at one end closely resembling one of the 
normal autosomal pairs; it is thought to be an extra 
small autosome. 

Few observations 'in recent years have created 
more stir and more theorizing, especially among 
geneticists and pediatricians. This does not of 
course, imply that theories on the etiology of 
mongolism were not already abundant. At a con¬ 
ference in Cincinnati last October, sponsored by 
the National Association for Retarded Children, Dr. 
Josef Warkany, 3 professor of pediatrics at the Uni¬ 
versity of Cincinnati and chairman of the confer¬ 
ence, presented a list of 39 theories proposed in the 
past to explain the etiology of mongolism. 

However, the impact of the discussion on the 
extra chromosome as it appears in Doctor Warkany’s 
review of the conference indicated that the 39 
theories of the past probably now will be replaced 
by “over 40 new theories.” Many hypotheses, some 
long prevalent in the medical literature, appear 
now to be outdated, he said. The discovery of the 
extra chromosome in persons with mongolism, it 
would seem, will change the direction of etiologi¬ 
cal research and will stimulate, we hope, a new 
approach to a better understanding of this disease. 
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STATEMENT OF THE A. M. A. TO THE SUB¬ 
COMMITTEE ON HEALTH AND SAFETY, 
COMMITTEE ON INTERSTATE AND 
FOREIGN COMMERCE, HOUSE 
OF REPRESENTATIVES 

H. R. 5260, FEDERAL HAZARDOUS SUB¬ 
STANCES LABELING ACT MARCH 14, 1960 

Mr. Chairman and members of the Subcommittee: 

I am Oscar Benwood Hunter Jr., of Washington, 
D. C., where I am engaged in the private practice 
of medicine as a pathologist. I am here today as a 
representative of the American Medical Association 
to endorse the principles of H. R. 5260, a bill to 
require the labeling of hazardous substances, and 
to make suggestions for its improvement. With me 
are Dr. Bernard E. Conley, Secretary of the Asso¬ 
ciation’s Committee on Toxicology, and Mr. Paul 
R. M. Donelan, the Association’s Legislative At¬ 
torney. 

Uniform legislation to require precautionary 
labeling of all chemical products containing hazard¬ 
ous substances has been an objective of medical 
and health groups for nearly a century. Over 75 
years ago the American Medical Association adopt¬ 
ed a resolution urging Congress and the various 
state legislatures to enact legislation to require lye 
to he sold as a poison and under a poison label. 
Later resolutions were adopted in 1910 and 1918 
urging the proper labeling of caustic poisons. These 
actions culminated in the formation by the Associa¬ 
tion of a committee to obtain legislation regulating 
the sale of caustic products. 

In 1923, the House of Delegates of the American 
Medical Association adopted a resolution which 
called attention to the fact that the domestic use of 
concentrated lye and other caustic alkalies and 
corrosive substances was a recurring cause of death 
and distressing disability among children. It recom¬ 
mended, in the interest of public health and safety, 
that the packaging, labeling and distribution of 
such substances be regulated by law. The Associa¬ 
tion’s Committee thereafter prepared a model state 
law and a bill for introduction in Congress. The 
Federal Law was enacted in 1927, and the model 
state law has been enacted in a number of states. 

Since that time many new compounds for house¬ 
hold, commercial and industrial use have been in¬ 
troduced which are not covered by the above 
mentioned legislation. Presently, there is no broad 
law which requires the precautionary labeling of 


hazardous substances at the national level. Various 
attempts have been made in recent years to extend 
the scope of existing legislation to require pre¬ 
cautionary labeling of potentially harmful chemicals 
in commerce. The first of these attempts was the 
Bingham bill of 1932 which called for the labeling 
of certain chemical products, particularly those in¬ 
volving injurious vapors. This bill served to focus 
attention on the need for a sustained, dynamic 
program for the development of precautionary la¬ 
beling for hazardous chemicals. 

Several years ago, at one of the periodic meetings 
of the American Medical Association’s Committee 
on Toxicology with various chemical industry 
groups, a recommendation was made that the 
A. M. A. consider the development of model legisla¬ 
tion to require precautionary labeling of household 
and industrial chemicals not so regulated. The Com¬ 
mittee was subsequently authorized to undertake 
this task and has spent two years surveying existing 
legislation, reviewing various labeling schemes pro¬ 
posed in this country and abroad, and consulting 
numerous associations and qualified authorities. 
This study revealed the need for: 

1. A broad and encompassing label law as a 
weapon in any successful attack on accidental 
poisoning from harmful chemicals. Lack of informa¬ 
tion about hazardous ingredients in cases of poison¬ 
ings have enhanced their gravity by complicating 
or delaying treatment. 

2. Directing such a law toward the reduction in 
careless handling and storage of potentially harm¬ 
ful products, which are found in and around the 
house, in small businesses, and in other areas where 
the control of exposure to chemicals is not as guard¬ 
ed as in the manufacturing process. The law should 
require informative labeling, which would include 
a list of hazardous ingredients, their potentialities 
for harm, directions for safe use, and first-aid in¬ 
structions. 

3. Label warnings based on the anticipated de¬ 
gree of danger and the use of words and symbols 
that facilitate recognition. In practice, however, 
few persons are; sufficiently interested or informed 
to analyze the precise shades of meaning given to 
the signal words such as “danger,” “warning” or 
“caution” and thereby act accordingly. Therefore 
consideration should also be given to the use of 
familiar warning symbols such as a flame for in¬ 
flammable substances or a skull and crossbones for 
very' poisonous substances because they are readily 
recognized and meaningful even to die illiterate. 
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The use of carefully chosen symbols in conjunction 
with the signal word “clanger” for substances pre- 
• seating the greatest hazard would facilitate recog¬ 
nition and bridge the language barrier. 

4. Similar labeling standards for chemicals for 
export to foreign countries, thereby obviating the 
recurring complaint that Iess-than-standard products 
are sold to foreign purchasers. 

As a lesult of the study, model legislation, quite 
similar in terms, objectives and method of approach 
to II. R. 5260 and S. 1283, its companion bill in the 
Senate, was drafted. The Association therefore en¬ 
dorses these bills in principle. 

While we believe they are a step in the right 
direction, we believe that, to provide adequate 
protection for the use of such products in the home 
or at work, the legislation must be amended to (1) 
include package chemicals “for non-manufacturing 
purposes,” (2) require use of warning symbols on 
containers of extremely dangerous substances, and 
(3) apply to hazardous substances being exported. 

I would like to outline the Association’s views on 
each of the above recommendations. 

Section 2 (o) of II. R. 5260, which defines a 
“misbranded package,” should be amended to apply 
to all hazardous substances “distributed as pack¬ 
aged chemicals for non-manufacturing purposes” 
rather than simply those “intended or suitable for 
household use.” 

The need for appropriate labeling of these 
products for household use has been amply demon¬ 
strated. I will therefore confine myself to the need 
for such protection for those engaged in non¬ 
manufacturing occupations. 

By using the term “non-manufacturing,” I mean 
those occupations where raw chemicals are not 
used as an ingredient of the product. Two-thirds of 
our 4.5 million business enterprises are either retail 
trade establishments, such as grocery stores, filling 
stations, restaurants, etc., or are service establish¬ 
ments, such as hotels, laundries and dry cleaners. 

These firms employ a major portion of the labor 
force and provide the least organized medium for 
maintaining the workers’ safety. 

Large chemical plants are among the safest 
places to work because of enforced safety rules. 

Plant safety directors continually emphasize the 
danger of poisoning and other hazards. In the chem¬ 
ical industry, a careless employee is an unprofitable 
one and, therefore, is liable to be discharged. 

On the other hand, in a small business a careless 
employee is merely a potential accident statistic 
and is removed only through ignorance of the haz¬ 
ard and personal negligence. A janitor is not going 
to be fired when he uses an unlabeled cleaning 
solvent in an unventilated area. He may, however, 
suffer serious damage to his kidneys. 

While the incidence of occupational injury attrib¬ 
utable to chemical products is difficult to deter¬ 
mine because only a few states keep records on the 
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spurce of compensible work injuries, an indication 
i T? extent of the problem can be obtained from 
the Occupational Disease Report published annual 
ly by the California Department of Public Health 
These statistics are based on the “doctor’s first 
report of work injury” derived from 80% of the 
working population that is subject to the California 
workmen’s compensation act. 

The California Occupational Disease Report for 
1957 discloses 18,819 reports of injury. 39.8% of 
these injuries were attributable to chemicals. Over 
half (53%) of the injuries from chemicals occurred 
in manufacturing establishments which ranged 
from the making of confectionaries to the building 
of aircraft. Retail and service organizations ac¬ 
counted for 20% of such injuries and agricultural, 
construction, and governmental occupations, ap¬ 
proximately 7%. 

Dermatitis was the most common, accounting for 
80% of the injuries. Systemic poisoning and lung 
injuries (chemical bronchitis and pneumonitis) 
accounted for 12% and 4%, respectively. 

In terms of time loss from work, a fairly equal 
distribution prevailed among the three types of 
reactions. 

While no information is available as to the num¬ 
ber of injuries associated with unlabeled or poorly 
labeled chemical products, our concern is based on 
the belief that warning statements of the hazardous 
ingredients are needed just as much by workers 
who do- not have the benefit of safety programs as 
they- are in the home. 

To limit the scope of new legislation to the 
phrase “suitable for household use” would be to 
maintain the same inherent weakness which brought 
criticism of the Federal Caustic Poisons Act. The 
restrictive scope and language of this statute is the 
basis for the dissatisfaction with it. To continue 
these restrictions under the guise of new and im¬ 
proved legislation is hardly a step forward and 
certainly will not meet the compelling need for 
better control of hazardous substances. 

Section 2 (o) should also be amended to include 
appropriate safety warning symbols, such as the 
skull and crossbones, for various types of hazards 
associated with the more dangerous products. 

In this connection, I should like to invite the 
Subcommittee’s attention to the warning symbols 
adopted by the International Labor Organization 
and the United Nations. Simple and striking de¬ 
signs identify the following types of hazards: A 
skull and crossbones for poisons and dangerously 
toxic materials; a flame for inflammable substances; 
an exploding article for explosive substances; an 
a corroded hand for corrosive substances. 

Consideration might be given to the use ot back¬ 
ground colors on warning labels to i enti y pr 
ucts which testing has shown can be used ' 
reasonable safety, with some caution, or ' v * j. 
care because of dangerous ingredients. Green, > 
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low and red are commonly identified with safety, 
caution or danger and could be used as safety 
semaphores. 

Surveys have shown that warning statements, as 
such, have little personal appeal. Apathy to printed 
warnings may be overcome with pictorial symbols 
and a safety semaphore utilizing familiar colors. 

The proviso in Section 5 should he modified in 
such a manner as to require the same kind of label¬ 
ing for packaged chemicals intended for export. In 
addition to protecting the ultimate consumer, such 
labeling is necessary to protect the American work¬ 
er who may come in contact with the product in 
transit, the longshoreman who loads it on the boat 
and the seaman who transports it. 

Section 5, as now written, would exempt such a 
product from the labeling requirements if it is 
labeled in accordance with the laws of the foreign 
country. It is our understanding that many coun¬ 
tries do not have labeling laws. Even if the prod¬ 
uct is going to a country which has such laws, the 
American workers I have just mentioned would not 
be aware of the possible danger involved as a re¬ 
sult of their inability to understand the foreign 
language. This problem could be mitigated by the 
use of the warning symbols and safety semaphores 
to which I have already alluded. 

Finally, the use of similar labeling standards for 
packaged chemicals for export would obviate the 
recurring complaint that less-than-standard prod¬ 
ucts are sold to foreign purchasers. 

In closing, I would like to comment on a sugges¬ 
tion made to the Senate Committee with reference 
to the toxicological tests required by the bill. One 
industry spokesman advocated their omission in 
determining the necessity for the signal word 
“danger” and recommended that the term be ap¬ 
plied only to very toxic substances which would 
also be labeled “poison.” The reasons given for 
this proposed modification are that the present 
provisions would require “an enormous amount of 
laboratory work” and, in the words of a subsequent 
witness, “would tax laboratory facilities. . . .” 

The American Medical Association does not be¬ 
lieve that these recommendations are sound. Ob¬ 
jection to toxicity standards, because they overtax- 
testing facilities, is a recurring but unfounded fear. 
This fear has been expressed during the considera¬ 
tion of every legislative improvement in the regula¬ 
tion of chemicals from the Federal Caustic Poisons 
Act of 1927 to the current legislative debate over 
the regulations of chemical additives to foods. Ad¬ 
mittedly, tlie provisions of H. R. 5260 would re¬ 
quire more toxicity testing than has heretofore been 
undertaken for these products. However, improved 
protection for consumers against bodily injury 
necessitates and justifies the additional work. In 
addition, experience with older laws indicates that 
the economics of the problem will insure facilities 
and personnel to meet the demand. We strongly 


recommend maintaining the toxicity' standards for 
“danger” set forth in FI. R. 5260; furthermore, we 
recommend serious consideration be given to ex¬ 
panding the toxicity' standards. 

On behalf of the American Medical Association, 
I want to thank the Subcommittee for the oppor¬ 
tunity to present its views on this legislation. If 
there are any questions. Dr. Conley, Mr. Donelan 
and I will he happy to try' to answer them. 

O. Benwood I Iuxter Jr., M.D. 


STATEMENT OF THE A. M. A. TO THE SUB¬ 
COMMITTEE ON PROBLEMS OF THE AGED 
AND AGING, SENATE LABOR AND PUBLIC 
WELFARE COMMITTEE April 4 , I960 


Mr. Chairman and Members of the Subcommittee: 

I am Dr. James Z. Appel of Lancaster, Pennsyl¬ 
vania, a member of the American Medical Associa¬ 
tion’s Board of Trustees. With me today is Mr. 
C. Joseph Stetler, Director of the Association’s 
Legal and Socio-Economic Division. 

I should like to express the personal regrets of 
Dr. Louis M. Orr, the AMA’s President, at his in¬ 
ability’ to appear today before this Subcommittee. 
He has asked me to explain that prior commitments 
made this impossible. 

This Subcommittee has given representatives of 
the American Medical Association two previous 
opportunities to present its view on the medical 
care problems of the aged and aging. We appreci¬ 
ate it, just as we appreciate the invitation to appear 
again today. 

Nonetheless, some of the material 1 expect to 
discuss has been covered in previous testimony 
and may therefore be familiar. 

Let me begin, Mr. Chairman, by saying that all 
physicians, regardless of their type of practice, are 
able to observe at close hand the process of aging. 
Human beings age biologically as well as chrono¬ 
logically from the very moment of their birth. The 
doctor, in his day'-to-day practice, therefore, be¬ 
comes uniquely familiar with the process of aging— 
and with its attrition, its compensation, its inevita¬ 
bility', and its attendant problems. 

No group is more intimately concerned with 
those problems than the members of the medical 
profession. Nor, in all probability', has any group 
devoted more study to the aging process or worked 
harder to find solutions to the many problems 
which accompany it. 

First, you ask for information on the kinds and 
magnitude of health problems faced bv older per¬ 
sons. 

Let me begin with this statement: most older 
people are in good health. There are no such things 
as diseases of the aged. There are diseases among 
the aged, just as there are diseases to be found in 
any age group. 
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W c hear a great deal about the prevalence of 
so-called chronic illness” among older people. And 
so there is. But the term is generally misunderstood. 

1 he term chronic” simply refers to a recurrent 
condition, or one that persists over a period of time. 

It docs not mean disability. 

I, for example, am chronically ill. I have im¬ 
paired hearing and use a hearing aid. But I am 
neither disabled nor incapacitated. 

A diabetic is chronically ill but, with the help of 
insulin, can lead a perfectly normal life. Just a few 
years ago, a diabetic played on our Davis Cup Ten¬ 
nis team. 

The chronically ill are simply impaired. Certain 
medical conditions limit certain of their capacities. 

They are not necessarily disabled. 

This is why I make the point that most of our 
older people are in good health. They should not 
be thought of as debilitated and sick, for in the 
main they are not. 

Dr. Ethel Shanas, of the University of Chicago, 
recently surveyed a representative group of older 
people with enlightening results. She found that 20 
per cent or fewer of those over 65 were sick to the 
degree that illness limited their normal activity. 

The consensus of those she interviewed seemed 
to be: “the way things are now, most people can 
expect to feel pretty good when they are 70.” 

I am not suggesting that the aged are as healthy 
as those in their prime, but I am saying that they 
are a great deal healthier than they are sometimes 
represented to be. 

Our job as physicians is to keep the healthy in 
good health; and to help the sick regain their health 
to the greatest degree possible. 

This is why medicine keeps stressing the positive 
aspect of health care. 

We know, from long experience, that the best 
defense against sickness is full use by the individual 
of his physical, mental, and social capabilities. 

And so the medical profession has been paying 
increased attention to the social, economic, and 
vocational factors which thwart the older person’s 
use of his full capabilities and menace his good 
health. 

Since our representative testified before this Sub¬ 
committee-last August-the Association and its 
constituent state medical societies have held eight 
regional conferences on aging. 

Involved in these conferences were professional 
and lay people from all over the United States and 
from diverse fields of interest. And all learned from 
one another. 

Briefly, here were some of our findings: 1. m 
over-all job performance, older workers are, in a 
majority of cases, as good as their younger counter¬ 
parts 2 they are generally more patient, persistent, 
and conscientious in doing their work. 3. in most 
instances they are more dependable, more loyal to 
the company, more safety conscious than younger 
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workers; and they are less frequently absent from 
work. 4. half of those in large industries want to 
continue working past 65. And up to three-quarters 
of these employees were capable of continuing on 
their job in the opinion of their employers. 5. indus¬ 
trial employment counseling and flexible retirement 
programs have helped all concerned. 

From the older persons themselves, we learned 
that most of them wanted to lead their own lives, 
and-most of them are succeeding. They do not like 
to be thought of as members of a minority group, 
and they are just as independent in spirit as any 
other segment of our population—perhaps more so. 

And finally, we learned that the bleak economic 
picture that has been painted of our older people 
is highly inaccurate. Income drops after retirement, 
yes. But needs are also more modest once the 
heavy expenses of raising a family are behind. 

No other age group is likely to have as favorable 
a liquid asset position as the aged, three quarters 
of whom now own liquid assets in one form or 
another. 

According to reports of the Social Security Bu¬ 
reau of Old Age and Survivors Insurance: “almost 
three of every four beneficiary couples owned their 
own homes—most of them free of mortgage-and 
the median equity in non-farm homes for the home- 
owners is $8,360.” 

It is important, in our opinion, to remember that 
the vast majority of our aged population is neither 
disabled by illness nor verging on bankruptcy. 
There are some who are, and the physicians of this 
country are determined to see that they get the 
best medical care available. 

Let me make this point emphatically: 

Medical care is available to every man, woman, 
and child in the United States regardless of his or 
her ability to pay for it. That care is not now 
denied, nor will it be denied. 

Monsignor John O’Grady, who is Secretary of the 
National Conference of Catholic Charities, made 
this point effectively at one of our regional confer¬ 
ences. He warned that too many workers in the 
field of aging are, in effect, not seeing the forest 
for the trees. By concentrating on the small mi¬ 
nority of our aged who represent an extreme situa¬ 
tion—medically, emotionally, socially, or economi¬ 
cally—they are winding up with a distorted picture. 

They have magnified the problems of a minority 
segment to such an extent that their image of the 
total group has become blurred. They deduce, as a 
consequence, that most of our 15,000,000 older 
Americans are in poor health, are living on reduced 
incomes, are less able to contribute to their family 
or community, are no longer as capable of produc¬ 
ing, and are living on the verge of an acute bnan- 

C1 TltrSa problems of the aged. Mr. Chaim* 
can only be solved within the context o “ 
health. They involve far more than hospifi 
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doctor’s care. They involve the older person’s other 
requirements in life, whether these be housing, rec¬ 
reation, community understanding and acceptance, 
the right to be useful, the courtesy of being treated 
as individuals, or the opportunity' of living as self- 
reliant, respected members of society'. 

But, if I were required to name the greatest 
problem faced by older persons today, I would 
state without hesitation that it is the problem of 
segregation—in employment, in the family, and in 
the community' as a whole. 

Until tire people of this country' abandon their 
misconceptions about aging, this segregation will 
continue. And, as long as our older people are 
thrust aside by a society' which insists upon placing 
the accent on youth, a stream of lonely, idle, dis¬ 
heartened men and women will seek whatever 
emotional shelter they can find. 

Too often, the only shelter available to them is 
the hospital, the nursing home, or the public insti¬ 
tution. 

Your second question concerns current methods 
of meeting health needs of older persons, including 
financing. 

I will discuss this question in relation to the 
minority of older people who are ill and whose 
impairment restricts normal activities. We should 
keep in mind that the majority' is in good health. 

Viewing this aspect from the activities by the 
AMA state and community medical societies, we 
know that much has been accomplished in recent 
years. Our AMA Committee on Aging and similar 
committees established by all of the state medical 
societies have been extremely active. These com¬ 
mittees are working at all levels to meet the health 
and medical care requirements of older persons. 
Aging and other committees of medical societies 
have conducted, and are in the process of conduct¬ 
ing, such programs as: 1. Campaigns to correct 
deficiencies in state and local assistance programs 
for the needy'. 2. Leadership in construction of 
additional facilities for care of the aged, such as 
nursing homes. The American Medical Association 
has cooperated with the American Nursing Home 
Association in conducting a study of nursing homes. 
The two Associations jointly developed and ap¬ 
proved guides for medical standards in such facili¬ 
ties. These efforts toward higher standards have 
been simultaneous with continuing liaison with the 
American Hospital Association and the Public 
Health Service. 3. Promotion of health maintenance 
programs including specific campaigns to encour¬ 
age periodic physical check-ups. 4. Stimulation of 
programs designed to permit the minority of older 
persons who are ill to remain in the beneficial 
environment of their homes. These programs in¬ 
clude home-care, homemaker services, in-the-home 
rehabilitation and others which substantially re¬ 
duce the cost of medical care. 5. Development of 
rehabilitative and restorative services to assist older 


persons toward fuller participation in life. 6. Crea¬ 
tion of techniques to inform both patient and medi¬ 
cal practitioner of the many medical and social 
services now available to the aged in their commu¬ 
nity. 7. Encouragement of the “progressive patient 
care” concept in hospitals. 8. Studies of the use of 
facilities by various age groups to develop more 
effective community priorities. 

In connection with the last mentioned program, 
hospital studies tend to show that financing prob¬ 
lems are more serious among younger than older 
patients. 

Dr. Charles E. Staats, a Charleston, West Vir¬ 
ginia surgeon, presented a documented example of 
this situation to your Subcommittee in Charleston 
on November 3,1959.. 

Basing his submitted statement on records of the 
general hospital in Charleston which bears his 
family name, Dr. Staats said, “If unpaid hospital 
bills are a measure of financial insecurity of the aging 
group, our experience does not reflect the com¬ 
monly held concept. 1.5% of our bills of the over-64 
age group at this time are unpaid. In the over-85 
age group 0.3% of the bills remain unpaid. In the 
over-85 group this amounts to $15 unpaid. In con¬ 
trast, other patients under 65 had 14.9% of the 
hospital bills remaining unpaid. Our financial ex¬ 
perience with elderly patients has been very' satis¬ 
factory.” 

I am sure you have heard a number of times the 
statement that 60% of persons over 65 have incomes 
of under $1,000 annually. This may be true, but the 
statement is completely misleading. The fact is: 
Nearly 50% of the total population of our nation 
over the age of 14 has annual incomes under $1,000. 

The Social Security' Administration and the Fed¬ 
eral Reserve Board have made studies which indi¬ 
cate that the median net worth of a retired worker 
with wife has increased in the short space of six 
years from $5,610 to $9,616. Twenty per cent of the 
aged have $5,000 or more net worth in savings 
accounts, checking accounts and savings bonds. 
Less than 10% of the entire population have net 
worth in this amount. 

We are well aware that there has been a signifi¬ 
cant increase in the cost of health care in the last 
50 years. In fact, the American Medical Association 
in February announced an initial grant of $100,000 
to study health care costs in all their aspects, with 
resulting recommendations which we hope will 
produce efficiencies and financial savings. Compar¬ 
ing medical care of today with that available 50 
years ago, however, is like comparing the wheel¬ 
barrow with a modern car. 

Physicians themselves are doing what they can 
as individuals to soften medical expenses for per¬ 
sons over 65 with modest resources. Public welfare, 
religious and fraternal programs and donated serv¬ 
ices by doctors care for the indigent. 
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• w® 1 elderly with low family incomes, the 
AMA m December, 1958, called on state medical 
societies and physicians to expedite the develop¬ 
ment of low cost voluntary health insurance and 
prepayment programs. Physicians were asked to 
accept reduced compensation for their services 
which would make such development possible. 

State medical societies and Blue Shield plans 
immediately responded to the AMA request. At 
tbe present, 39 plans in 36 states are offering non¬ 
group coverage to persons over 65; 14 additional 
plans in 8 states are completing arrangements for 
such programs. 

The health insurance industry is concurrently ex¬ 
panding coverage rapidly through special provi¬ 
sions for persons over 65. There is industry-wide 
emphasis on (a) continuation of insurance of older 
workers under group plans, (b) continuation of 
group insurance on retired workers and depend¬ 
ents, (c) conversions of group insurance to individ¬ 
ual coverage at retirement, (d) individual policies 
purchased at advanced gges, and (e) insurance that 
becomes paid up at 65. 

Your third question is related to the importance 
of preventive and rehabilitative services. These 
services are tremendously important. In fact, medi¬ 
cine’s positive health program is based, in substan¬ 
tial measure, upon prevention. I refer to positive 
prevention as opposed to passive freedom from 
disease. 

As I stated earlier, the great majority of older 
people are well. Actually, the word “well” can 
mean two things. It can mean health in its authen¬ 
tic sense, embodying the full use of all human 
capacities, with a consequent margin of safety 
against disease. Or it can mean a state of passive, 
medicated survival, which exists chiefly because of 
the manufactured absence of any physical or psy¬ 
chological ailment. 

Clearly, positive health is fundamentally an indi¬ 
vidual responsibility, yet physicians play an impor¬ 
tant role by encouraging their patients to develop 
and follow health maintenance programs suited to 
their individual needs. This means, of course, that 
the physician serves as a health advisor as well as 
a healer. This is particularly true in encouraging 
older patients to live to their maximum capacity T 
to use their capabilities to the fullest. 

This emphasis upon positive health extends also 
to the segment of our older citizens who are ill or 
disabled. It is the responsibility of all of us to rec¬ 
ognize that our older citizens who are ill can bene¬ 
fit greatly from restorative programs. This means 
that we must put more and more emphasis upon 
helping the patient to help himself so that he can 
return as far as possible to independent living and 

to do this as soon as possible. 

If a patient does not have the potential to return 
to active employment, too many people in the past, 
in my opinion, have been prone to write him off as 
incapable of rehabilitation. This is wrong. More- 
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over, it is unfair. Granted, there are sick older 
people for whom rehabilitation to full independ 
ence is not possible. But even with the most se- 
yereiy disabled patient-whether old or youn^ 
s °me degree of restoration can almost always be 
achieved. 3 

Finally, Mr. Chairman, you ask for solutions to 
the problems of the aging. 

We physicians would like nothing more than to 
help you define exactly what these problems are 
and then to offer a quick solution. I assume in ask¬ 
ing this question that you are referring primarily 
to problems of financing the cost of health care. 

Acknowledging that a problem of indefinite di¬ 
mensions does exist, we believe it is one which will 
tend to diminish as time goes on. This is important, 
for there has been considerable pressure to create 
a permanent machinery for solving a temporary 
problem. 

The growth of health insurance in this country' 
has been little short of phenomenal in the past 
quarter century. Today, better than 127 million 
Americans are covered, and the amount of health 
insurance owned by aged people is growing at a 
rate faster than that of the population as a whole. 

Private health insurance is available to tire aged 
under a wide variety of plans, and at the moment 
some 43 per cent of those over 65 have some form 
of protection against the cost of health care. 

According to the Health Insurance Association, 
65 per cent of the aged, needing and wanting pro¬ 
tection, will be insured by tire end of this year; and 
this percentage will increase to SO per cent by the 
end of 1965; and 90 per cent by 1970. 

Furthermore, each year those who reach retire¬ 
ment age are better equipped financially to live 
self-sufficiently. For they are bringing with them, 
into their years of retirement, the protection of 
pension plans, which an ever-increasing number of 
employers are setting up. And, as most of them 
have carried health insurance during their working 
lives, they have learned to value its protection and 
continue it after retirement. 

This becomes easier and easier to do under the 
many plans of health insurance now available— 
from policies paid up at 65 to continuation of 
coverage under a group plan. 

In other words, I am saying that the problem ot 
financing the health care of our older non-indigent 
people comes closer and closer to solution each 
day through private insurance and prepayment 

The solution to providing even better health care 
is being found by the-efforts of private citizens 
working together on a voluntary basis, a 
community level. , , . i h v 

Tremendous progress is now beingbuilt, 
these people. Retirement villages are 
So are new nursing homes, and chron ^ 
centers. Home care programs are being e,xp.^> 
recreational facilities are being set up, 
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programs are getting under way. And new ap¬ 
proaches, such as progressive patient care, are 
being used in ever-increasing numbers. 

The physician can and does provide health lead¬ 
ership within the community; the physician can 
and does work effectively to prevent ill health in 
his patients; the physician can and does treat and 
repair and cope with overt illnesses. 

But, he cannot maintain the nation’s health 
single-handed. 

An older person can he hospitalized in a mental 
institution, for example, and in due course be dis¬ 
charged as cured. But if that person cannot find a 
job after returning to society, if he cannot receive 
the emotional support he needs, if he cannot win 
a place of acceptance within his family, his circle 
of friends, or his community’, that person will he 
institutionalized once more. • 

As physicians, we try’ to keep our patients out of 
institutions and functioning in society. Our object 
is to help them lead lives as normal as possible. 

We are after the same thing when we treat our old¬ 
er patients. We want to get then! back into the main 
currents of every'day’ living. We want to get them 
back to independence and self-sufficiency as quickly, 
and as permanently’, as possible. We do not want 
them—for the sake of their health—to believe that 
there is an emotional bonus in hospitalization or 
residence within the walls of an institution. 

We are working, meanwhile, to give our older 
people access to the particular health facilities they 
may need. If they require hospital care, we want 
hospital beds to be available. And this applies to 
nursing home care, homemaker services, home care 
services, etc. 

The rest is up to the realistic attitude with which 
friends, neighbors, families, employ'ers, and com¬ 
munities contribute to the over-all effort that must 
be made. 

It is our conviction, Mr. Chairman, that this con¬ 
tribution is increasing every’ year, and that the time 
is not far off when our aged will no longer be 
isolated from the rest of our society. 

James Z. Appel, M.D. 

the scientific exhibit at 

WASHINGTON, D. C. 

Application forms for space in the Scientific 
Exhibit at the Washington, D. C., Clinical Meeting 
of the American Medical Association, Nov. 28 to 
Dec. 1, are now available. They may’ be procured 
by writing directly to Dr. Charles II. Bramlitt, 
Director, Department of Scientific Assembly, Ameri¬ 
can Medical Association, 535 N. Dearborn St., 
Chicago 10. Applications close on Aug. 1. The 

Hull” award will be presented for the first time at 
this meeting to the best exhibit on a scientific- 
subject which has not been previously' shown at a 
medical meeting. The award will consist of a gold 
medal and an honorarium of $250. The winning 


exhibit will be approved for showing in the Scien¬ 
tific Exhibit at the 1961 annual meeting of the 
A. M. A. in New York City. Thomas G. Hull, Ph.D., 
will personally present the award to the recipient. 

MOTOR ROUTES TO MIAMI BEACH 

The convention-goer driving to Florida for the 
A.M.A. Annual Meeting in Miami Beach has the 
choice of a number of routes. From the entire 
Northeast and as far west as Cleveland and Detroit, 
the motorist usually' chooses the turnpikes and 
freeways leading into the Washington-Baltimore 
area. From there, there are three choices: U. S. 
route 17, the Oceanside route; U. S. route 301, the 
fastest and most direct (but be careful not to 
speed); and U. S. route 1, the old historic eastern 
route to the south, quite scenic and well supplied 
with top-notch accommodations. 

From the area around Chicago and around the 
twin cities, St. Paul and Minneapolis, there are 
also many routes. The driver generally goes down 
through Vincennes, Nashville, Chattanooga, and 
Atlanta and into Jacksonville. There he may go 
south on U. S. route 1 and cut a little west to 
follow the Sunshine Toll Road. 

Other midwestem routes follow the Mississippi 
River to Cairo, go south through western Tennessee 
into northeastern Mississippi, and then cut east to 
Montgomery', Alabama. 

From die Pacific Northwest, die most direct 
route from Seattle is a diagonal down to Twin 
Falls, Idaho, along route 30, eastward along the 
same route number to Medicine Bow, where route 
287 goes south into Denver and southeastward to 
a junction with one of the major transcontinental 
routes at Amarillo, Texas. 

From San Francisco, die motorist heads south¬ 
east to U. S. route 66, which carries him to Ama¬ 
rillo. From diere the route goes mostly eastward 
through Shreveport, La., around Jackson, Miss., and 
near Montgomery, Ala., where it makes a junction 
with a north-south route. 

Motorists from Los Angeles usually’ follow a 
more southerly route which takes them near the 
Mexican border and the rim of the Gulf of Mexico 
and goes through El Paso, Houston, and Baton 
Rouge. From there, they can eidier visit or bypass 
New Orleans and go east on U. S. route 90. This 
route, like many others from die west and mid¬ 
west, brings them into Tallahassee and the central 
lake section of Florida. The journey takes them 
through the orange groves areas. 

The American Automobile Association advises 
persons whose time is limited to take a plane and 
rent a car when they get there. If they' can spare 
the time to drive they can make sidetrips to many 
points of interest along the way. 

Detailed routings and new tour books published 
by' the American Automobile Association describing 
trips for its members are available through local 
motor clubs. 
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ARIZONA 

Rian Institute for Research and Training.—Ground 
will be broken late this summer at St. Josephs Hos¬ 
pital, I hoenix, for a multi-million dollar research, 
treatment, and training institute to be known as 
the Barrow Neurological Institute. The center will 
emphasize research involving a score of diseases 
afllicting more than 16 million Americans. Con¬ 
struction of a $2,376,000 five-story wing was ap¬ 
proved when Charles A. Barrow,'Litchfield Park 
philanthropist, and his two children, Timothy and 
Cinda, announced an additional $500,000 gift in 
memory of his wife, Julia, who died last December. 
Mr. Barrow’s latest donation brings to $1,120,000 
the total made by his family. The institute is a 
memorial to his father, the late William E. Bar- 
row, of Pennsylvania, who had close financial ties 
with Arizona. Reportedly the first neurological 
headquarters of its scope to he founded west of 
Montreal, the institute will be the third largest 
privately endowed center, treating both public and 
private patients, in the U. S. Its programs will be 
guided by a nonprofit, interdenominational group, 
recently incorporated, called the Neurological Sci¬ 
ences Foundation, The institute’s activities will be 
divided into five major divisions: neurology, neuro¬ 
surgery, neuropathology, neuroradiology, and ex¬ 
perimental neurology. Dr. James W. Kernohan, 
currently president of the American Board of 
Pathology and professor of pathology at the Mayo 
Clinic, will become neuropathology division chair¬ 
man when the institute opens its doors next year. 
In addition to an initial 50 beds for patient treat¬ 
ment, the center will house laboratories, surgeries, 
library, offices, and research facilities. 


CALIFORNIA 

New County Department of Mental Health.—With 
the approval of the Los Angeles County Medical 
Association, the board of supervisors of that county 
established a new department of mental health to 
coordinate and further develop community mental 
health services in Los Angeles County established 
under California's Short-Doyle Act. These services 
include voluntary inpatient, outpatient, and re¬ 
habilitation facilities, mental health education and 
information for the general public and for pro¬ 
fessional groups, and mental health consultation 
to community agencies. The director of this depart- 


Vhvsicians ate invited to send to this department items of news of 
eenendt», for example, those relating to society actrvit.es, new 
UospiUds, education, and public health. Programs should he recoved 
at least three weeks before the date of meeting. 


meat is Dr. Harry R. Brickman, formerly in charge 
of the Psychiatric Clinic at the University of Cali¬ 
fornia Medical Center in Los Angeles. 

Sir MacFarlane Burnet to Give Herzstein Lectures. 
-The 17th course of Morris Herzstein Medical Let- 
lures will be delivered by Sir MacFarlane Burnet, 
M.D., director, Walter and Eliza Hall Institute ol 
Medical Research, Melbourne, Australia, May 24, 
26, and 27 at S:15 p. m. in the Auditorium of the 
San Francisco County Medical Society, 250 Ma¬ 
sonic Ave., San Francisco. The Herzstein Lectures 
were established in 1929 by the late Dr. Morris 
1 lerzstein, of San Francisco, to be given under the 
direction of Stanford University School of Medicine 
and the University of California School of Medi¬ 
cine. Sir MacFarlane will give three lectures on the 
subject, “Problems of Immunity,” as follows: 

May 24—Clonal Selection Theory After Three Years. 

May 26—The Simonsen Phenomenon as a Laboratory Model 
of Autoimmune Disease. 

May 27—Autoimmune Disease in Man—Some Theoretical 
Considerations. 

Members of the medical profession and other in¬ 
terested persons are invited. 

Dr. Meyer Honored.—Karl F. Meyer, Ph.D., San 
Francisco, was named the recipient of the 1960 
Howard Taylor Ricketts Memorial Award of the 
University of Chicago. Dr. Lowell T. Coggeshall, 
vice-president in charge of medical affairs of the 
University of Chicago, announced the award. Dr, 
Meyer is director emeritus of the George Williams 
Hooper Foundation for Medical Research of the 
University of California and professor emeritus of 
experimental pathology, University of California. 
Dr. Meyer will visit the University of Chicago on 
June 6 to accept tire award and to deliver the 
annual Ricketts Lecture, “Plague in the Light of 
Newer Knowledge,” at 5 p. m. in Room PI 17, Bill¬ 
ings Hospital. The recipient of the Howard Taylor 
Ricketts Memorial Award is traditionally an¬ 
nounced on May 3, the anniversary of the death w 
1910 of Dr. Ricketts, University of Chicago bac¬ 
teriologist. Dr. Ricketts showed that ticks transmit 
Rocky Mountain fever. Dr. Meyer has been a 
member of the faculty of the University of Cali¬ 
fornia since 1913. 


)LORADO 

stitute on Alcoholism.—The Colorado Institute oi 
coholism will be held June 26-29 on the Vm* 
v of Colorado campus. Boulder. Dr. M*"” - 
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Block, of Buffalo, N. Y., Chairman, American Medi¬ 
cal Association Committee on Alcoholism, and 
Mrs. Marty Mann, executive director, National 
Council on Alcoholism, will give the principal 
addresses. It will be Colorado’s first training pro¬ 
gram for professional workers in the personal and 
social problems of alcoholism. Co-sponsors are the 
Colorado Commission on Alcoholism and the Uni¬ 
versity of Colorado’s Extension Division and School 
of Nursing. Sessions will be open to nurses, social 
workers, rehabilitation personnel, educators, clergy¬ 
men, probation and parole officers, correctional 
workers, personnel directors, police officers, and 
community leaders. Group meetings will be organ¬ 
ized in professional clinics and in planned cross- 
sections of professional and community workers for 
case study. Dr. Edward J. Delehantv, chairman of 
the Colorado Commission on Alcoholism, will pre¬ 
sent “The Therapeutic Value of the Twelve Steps 
of Alcoholics Anonymous.” Institute brochures are 
available from the Bureau of Continuation Educa¬ 
tion, 352 Chemistry Bldg., University of Colorado. 
Boulder, Colo. 

CONNECTICUT 

Hospital Opens Research Laboratories.—Hartford 
Hospital in Hartford recently opened three new' 
floors of experimental research laboratories in the 
East Building. These facilities are to be used for 
fundamental research carried on by different serv¬ 
ices of the hospital. They consist of 10 full}’ 
equipped laboratories for chemical and biological 
investigation with auxiliary rooms. The large ani¬ 
mal quarters have been refurbished and aerated 
w'ith forced air. The laboratories W'ere built with 
funds furnished partially by the Ford Foundation 
and by the National Institutes of Health. 

Field Trials for Oral Poliomyelitis Vaccine.—The 
Poliomyelitis Study Unit at Yale University, New 
Haven, reported that 357 children, all under the 
age of 6 and living in five different areas of New 
Haven, are participating in the special field trial 
of the Sabin attenuated live poliovirus vaccine. The 
report was made as the project scheduled to run 
four months passed the halfw'ay mark. Main pur¬ 
pose of the immunization program is to determine 
the effectiveness of the new’ vaccine in children 
under 6, for this is the age group which suffered 
most during the poliomyelitis epidemic in New 
Haven last summer. The Poliomyelitis Study Unit 
represents a team of doctors working under the 
direction of Dr. John R. Paul Jr., professor of pre¬ 
ventive medicine, Yale School of Medicine. Par¬ 
ticipant members of the staff of the Yale Medical 
School and the New' Haven City Department of 
Health include Drs. Robert H. Green, Dorothy M. 
Horstmann, Mary O. G. McCrea, and James C. V 7 . 
Niederman. The New' Haven field trial has been 


designed to yield information about optimum dos¬ 
ages as well as schedules of administration of the 
Sabin attenuated polioviruses w'hen used as a vac¬ 
cine. The participating children have been divided 
into three different groups and are receiving differ¬ 
ent dosages under different schedules.- The project 
is being carried out w'ith the cooperation of the 
New Haven City Health Department under the 
direction of Dr. Clement F. Batelli, director of 
public health, and the cooperation and active par¬ 
ticipation of the New' Haven Visiting Nurse As¬ 
sociation. It is supported by a grant from the 
National Foundation. 

DISTRICT OF COLUMBIA 
High School Students Win Research Scholarships.— 
Tw'entv District area high school juniors, 15 boys 
and 5 girls were aw'arded summer research scholar¬ 
ships at the Georgetowni University' Medical Center 
April 23. They w'ere picked from 325 applicants, all 
w'ith the “highest qualifications and recommenda¬ 
tions.” They will participate during July and Au¬ 
gust as members of actual research teams, W'orking 
on funded research projects in basic or clinical 
science. The w>ork planned for them w'as praised by 
Dr. Louis M. Orr, President, American Medical 
Association, and Surgeon General Leroy E. Bur¬ 
ney, U. S. Public Health Service, as being in the 
interest of students and the medical and dental 
professions. 

ILLINOIS 

Annual Meeting of Anesthesiologists.—The Illinois 
Society of Anesthesiologists will hold its annual 
meeting May 23 at the Sheraton Hotel, Chicago, 
w'ith a postgraduate anesthesia seminar to be held 
the following day. Participants at the meeting will 
include Drs. E. M. Papper, New' York City; Fred¬ 
erick Van Bergan, Minneapolis; and John M. 
Brow'n, Atlanta, Ga. The seminar, acceptable for 
six hours credit in category' II by' the American 
Academy of General Practice, will include' the 
following subjects: 

Spinal Anesthesia. 

Pediatric Anesthesia. 

Obstetrical Anesthesia. 

Muscle Relaxants. 

Gaseous Anesthetic Agents. 

Volatile Anesthetic Agents. 

Intravenous Anesthetic Agents. 

Local Anesthetics and Blocks. 

For information, write Dr. Forrest J. Woodman, 
9317 N. Harding, Evanston, Ill., Secretary'. 

Meeting of Surgeons.—The Illinois Surgical Society', 
Inc., will hold its annual clinical and scientific 
meeting Monday, May 23. Surgical clinics will be 
held at the Cook County Hospital, beginning at 
S a. m., with Dr. Karl A. Meyer serving as chair¬ 
man of the surgical symposium. At the scientific 



272 


MEDICAL NEWS 


meeting starting at S p. m.. Dr. George T. Pack, 
New York City, associate clinical professor of sur- 
gery, Cornell University Medical College, will pre¬ 
sent Clinical Aspect of Carcinoma Susceptibility 
and Carcinoma Immunity.” Members of the medi¬ 
cal profession are invited to all sessions. Discussions 
will follow each presentation. Information may be 
obtained from Dr. William M. McMillan, 122 S. 
Michigan Ave., Chicago 3, Secretary. 

Chicago 

Dustfall in Chicago.—Average total dustfall for 
Chicago during the month of March was 5S.2 tons 
per square mile, a 5% increase over February of 
this year, according to research engineer Samuel 
Radnor, Armour Research Foundation, Illinois In¬ 
stitute of Technology. Although the March dustfall 
was slightly higher than in February, it was 25% 
less than the dustfall for March, 1959 (77.S tons). 
Highest reading in March was in the Loop: 169.4 
tons. Another high reading was made at a record¬ 
ing station on the South Side: 93.4 tons. Lowest 
dustfall readings were made at a far Northwest 
Side station: 18.5 tons, and at a second South Side 
station: 29.2 tons per square mile. 


MAINE 

Personal.—Dr. Clyde l. Swett, Island Falls, was 
elected president of the New England Society of 
Obstetrics and Gynecology for 1959-1960. Also 
recently announced by the Pan-American Medical 
Association in Chicago is that Dr. Swett has been 
elected a member of their council.—Dr. Peter W. 
Bowman, superintendent, Pineland Hospital and 
Training Center, Pownal, has been appointed as 
consultant of the American Psychiatric Association 
for a mental health survey of the Province of Brit¬ 
ish Columbia, Canada. 


[ASSACHUSETTS 

lr. Schmidt Named Department Head.-Dr. Wil- 
am Morris Schmidt’s appointment as professor 
nd head of the department of maternal and child 
ealth in the faculty of the Harvard School of 
ublic Health was announced by Di. John 
nyder, dean of the faculty. His appointment will 
ie effective on July 1. Dr. Schmidt wrll succeed 
Dr. Martha May Eliot, who will retire in July to 
,ecome professor of maternal and child health 
■merita With the exception of a period when 
ved as medical advisor to the Amencan Jomt 
Distribution Committee Dr Schmrd has been a 
member of the faculty of public health at Han a 

since 1949. 
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Graduate Fellowship is open to anyone with a 
bachelor’s degree from a recognized college or 
university. Applicants must be qualified for admis- 
sion to the University of Michigan School of Public 
Health but may study at any public health school. 
The basic fellowship is for $3,500 plus $500 for each 
dependent up to the maximum of $5,000 for one 
year. Applications for the grant should be made by 
June 1. Additional information and application 
blanks may be gotten from the Michigan Tubercu¬ 
losis Association, 403 Seymour Avenue, Lansing. 
Recipients of the fellowship will be expected to 
work in Michigan for a voluntary tuberculosis 
association or in other public health areas for two 
years following graduation. The fellowship was 
named in honor of Theodore J. Werle, executive 
secretary of the Michigan Tuberculosis Association 
for 35 years, and Harry D. Bennett, who has served 
since 1922 as treasurer of the association. Christ¬ 
mas Seal contributions finance the Werle-Bennett 
fellowship. 

MINNESOTA 

Dr. Walters Elected to German Surgical Group- 
Dr. Waltman Walters, senior surgeon of the Mayo 
Clinic and professor of surgery in the Mayo Foun¬ 
dation, Graduate School, University of Minnesota, 
was elected a corresponding member of the Ger¬ 
man Surgical Society at a recent meeting of the 
organization in Munich, according to information 
received from Dr. Willi Felix, of Berlin, president 
of the society. Dr. Walters, chief editor of the 
Archives of Surgery, has been active in encouraging 
the publishing of papers by German medical and 
surgical authors in American medical journals, and 
in asking American authors to publish papers in 
German medical and surgical journals, “as a means 
of improving medical and scientific relations be¬ 
tween the two countries.” 


W YORK 

n Unit for Narcotics Research.-A $300,000 granl 
been made to the New York State Department 
Mental Hygiene for construction of a narcotics 
earch facility by the Division of Research 
ants of the National Institutes of Health, accord- 
r to Dr. Paul H. Hoch, State Commissioner ot 
ental Hygiene. The grant, matched by a simi ar 
propriation of state funds, wil go toward re 
)deling a wing of an existing building at Manh. ■ 
i State Hospital, Wards Island, N. Y. 

.sic science laboratory devoted to researcl^ 
u « biochemistry and physiology and o 
-urochemistry. The laboratory will h 

■ c rst f u ll-time narcotics research unit. 

include 20 

10 ms, a library, conference room ^ °“ 

55-bed narcotics center was estab 
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other wing of the same building in September, 
1959. Tlfis serves as the clinical unit of the nar¬ 
cotics research center which has both inpatient and 
outpatient facilities. 

Society News.—At the annual meeting of the New 
York Rheumatism Association the following officers 
were elected: president. Dr. Ronald W. Lamont- 
Havers; vice-president. Dr. Sidney S. Berkowitz; 
and secretary-treasurer. Dr. Albert W. Grokoest. 
—The New York Roentgen Society' appointed the 
following officers for the year June, 1960, through 
May, 1961: president, Dr. Frank J. Borrelli; vice- 
president, Dr. William B. Seaman; secretary, Dr. 
Albert A. Dunn Jr., treasurer, Dr. Bernard S. Wolf; 
historian. Dr. Ramsay Spillman; and member of 
executive committee, Dr. Harold G. Jacobson.— 
At a meeting Jan. 25, the following officers of the 
Rochester Roentgen Ray Society were elected: 
president, Dr. Charles E. Sherwood; vice-president. 
Dr. Theodore F. Van Zandt; and secretary-treas¬ 
urer, Dr. Robert H. Greenlaw. The society meets on 
tire last Monday of each month, September through 
May. 

Report Increase in Rabies.—The number of cases of 
animal rabies in New York State continued to rise 
during the first three months of the year. Dr. Her¬ 
man E. Hilleboe, State Health Commissioner, re¬ 
ported. As of March 31, 97 rabid animals were 
reported, compared with 26 for the same period in 
1959. The disease has been most prevalent in the 
following counties: Allegany, 22; Steuben, 21; 
Erie, 15; Ontario, 12; and Cattaraugus, 9. During 
1959, 475 laboratory confirmed cases of rabies in 
animals were reported, compared with 261 in 
1958. Dr. Hilleboe said that in recent years the 
reported incidence of rabies has been cyclic in 
nature with peaks of decreasing magnitude occur¬ 
ring every three or four years, starting with the 
peak incidence of 1,155 cases reported in 1946. 
The pattern of heavy infection in Western New 
York, and lighter sporadic infection in the Eastern 
section, has again developed this year. Cases re¬ 
ported during the first three months of the year 
include foxes, 62; cows, 13; cats, 10; dogs, 4; 
skunks, 4; raccoons, 2; and horses and goats, one 
each. 

New York City 

Foreign Lecturer.—Dr. Arthur M. Sutherland, 
David Elder Infirmary, Glasgow, Scotland, pre¬ 
sented “Cardiac Disease Associated with Preg¬ 
nancy” April 26 at the Section on Obstetrics and 
Gynecology, New York Academy of Medicine. 
Dr. Alvin J. B. Tillman, Columbia-Presbyterian 
Medical Center, and Dr. Robert C. Knapp, New 
York Hospital-Comell Medical Center led the dis¬ 
cussion which followed. 


Dr. Opie Receives Gold-Headed Cane.—The gold¬ 
headed cane of the American Association of Pa¬ 
thologists and Bacteriologists was conferred April 
28 on Dr. Eugene L. Opie, who, although officially 
retired in 1941, works almost daily on research on 
liver cancers at the Rockefeller Institute for Medi¬ 
cal Research. The honor, in the tradition of the 
gold-headed cane of the Royal College of Physi¬ 
cians in London, is awarded periodically to the 
physician who to the association “represents the 
highest ideals in pathology and medicine.” Dr. 
Opie, the ninth pathologist to receive the cane in 
the associations 41-year his ton', was the first to 
observe that injury' to the cells of the islands of 
Langerhans causes diabetes. 

Personal.—Dr. J. Burns Amberson was honored by 
the American College of Physicians at its convo¬ 
cation in San Francico April 16, when he was 
named a master of the college. With Dr. Amber- 
son’s election, the number of living masters of the 
college was brought to 31. A past-president of tire 
National Tuberculosis Association, Dr. Amberson 
has been general director of the New York Tuber¬ 
culosis and Health Association since 1955.- 

Dr. Charles D. May, editor of Pediatrics, was the 
guest speaker at the Alpha Omega Alpha initiation 
banquet of the University of Kansas School of Med¬ 
icine April 27 in Kansas City'. Dr. May delivered 
the annual William Root Memorial Lecture to staff 
and students on the campus, April 28. His subject 
was “Drugs and Doctors.” 

NORTH CAROLINA 

Dr. Kinney Appointed Pathology Chairman.—Dr. 
Thomas D. Kinney was named professor and chair¬ 
man of the pathology department at the Duke 
University Medical Center, Marcus E. Hobbs, 
Ph.D., dean of the university, announced April 25. 
The appointment is effective Sept. 1. Dr. Kinney is 
currently a professor of pathology at the Western 
Reserve University Medical School, Cleveland, and 
director of pathology at Cleveland Metropolitan 
General Hospital. He will succeed Dr. Wiley D. 
Forbus to the pathology department chairmanship. 
Dr. Forbus will continue to serve on the Medical 
Center faculty' as a professor of pathology until his 
retirement in 1963. Dr. Kinney is chairman of the 
Pathology Study Section of the U. S. Public Health 
Service. He has served as a council member of the 
International Academy of Pathology and of the 
Society for Experimental Biology and Medicine; 
and as chairman of the general research committee 
of the American Society of Clinical Pathologists. 
Dr. Kinney is editor of Laboratory Investigation. 

Organize Group of Blood Banks.-Some 50 persons 
representing 20 North Carolina blood banks met at 
the University' of North Carolina School of Medi¬ 
cine and formed the North Carolina Association of 
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Blood Banks. The objective of the new organiza¬ 
tion is "the improvement of blood banks through¬ 
out the state and the better utilization of blood.” 
An interim board of directors for the new associa¬ 
tion includes Dr. Bob Andrews, of Southeastern 
General Hospital, Lumberton, as president. The 
purposes of the association, as outlined in the arti¬ 
cles of incorporation, are (a) to expand blood bank 
facilities to meet the needs for blood and its de¬ 
rivatives for every person in the state; (b) to pro¬ 
mote and foster the exchange of ideas and materials 
and information relating to blood banking and 
transfusion services; (c) to foster and develop a 
clearing house or organization for the exchange of 
blood and/or blood credits within and without this 
state; and (d) to assist in the provision for, equip¬ 
ment for, and operation of blood banks. Plans are 
underway for a meeting in the fall in conjunction 
with technical workshop on blood banking meth¬ 
ods. For information, write Dr. Robert Langdell, 
North Carolina Hospital, Chapel Hill, N. C., Sec¬ 
retary. 


TENNESSEE 

State Medical Election.—The following new officers 
of the Tennessee State Medical Association will 
serve until the next annual meeting, April 9-12, 
1961: president, Dr. Ralph O. Rvehener, Memphis; 
president-elect, Dr. William O. Vaughan, Nashville; 
speaker of house of delegates, Dr. Joseph W. John¬ 
son Jr., Chattanooga; secretary-editor, Dr. R. PI. 
Kampmeier, Nashville; vice-presidents, Drs. William 
L Proffitt, Cleveland; J. Kelley Avery, Union City, 
and C. B. Roberts, Sparta; and executive director, 
Mr. J. E. Ballentine, 112 Louise Ave., Nashville, 
Tenn. 

Dr. Woodruff to Go to Beirut.—Dr. Calvin W. 
Woodruff, professor of pediatrics, Vanderbilt Uni¬ 
versity School of Medicine, Nashville, is resigning 
to accept appointment as professor of pediatrics and 
chairman of the department at the American Uni¬ 
versity of Beirut. Dr. Woodruff’s resignation will be¬ 
come effective June 30, and he will assume his new 
duties on Aug. 1. The American University of Be- 
ruit, sponsored by Americans since 1866, is the larg¬ 
est American institution outside the United States. 
It has an average of 2,500 students presenting 52 
different nationalities and 21 religions. The Medical 
Division, founded 93 years ago, operates schools of 
medicine, nursing, pharmacology, and public health. 
The university also operates a teaching hospital of 
230 beds with modern laboratories and research fa¬ 
cilities. 

Society News.—The Tennessee Radiological Society 
recently elected the following officers: president, 
1960 Dr George K. Henshall Jr., Chattanooga, 
president-elect, Dr. Ed PI. Mabry, Memphis; vice- 
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president, Dr. M. D. Ingram Jr., Nashville; secre¬ 
tary-treasurer, Dr. James J. Range, Johnson City 
Councilors nominated for the American Colley 0 f 
Radiology are Dr. Walter D. Hankins, Johnson Citv 
and alternate, Dr. J. Marsh Frere, Chattanooga.-- 
The Tennessee State Orthopaedic Society held its 
12th annual meeting in Chattanooga, March 12. Dr. 
Robert G. Brashear was elected president; Dr. Paui 
E. Spray was elected vice-president; Dr. William F. 
Gallivan Jr. was elected secretary and treasurer. The 
1961 meeting will be held in Knoxville.— -The 
Memphis Thoracic Society, an organization of Mem¬ 
phis and Mid-South Thoracic surgeons, internists, 
and medical chest physicians, elected the following 
officers for 1960: Dr. Samuel Phillips, president, 
succeeding Dr. Francis PI. Cole; Dr. Robert P. Me- 
Burney, vice-president; and Dr. William G. White, 
secretary-treasurer. Physicians in the Mid-South 
area are invited to attend the meetings. 

TEXAS 

Symposium on Space Flight.—“Psychophysiological 
Aspects of Space Flight,” a symposium sponsored 
by the Southwest Research Institute, U. S. Air 
Force Aerospace Medical Center, will be held in 
San Antonio May 26-27. Maj. Gen. Otis O. Benson 
Jr., M. C., U. S. Air Force, commander, Aerospace 
Medical Center, Brooks Air Force Base, Texas, will 
open tiie program, which includes the following 
divisions: Technical Background and Experience, 
Clinical Problem Areas, and Problems of Human 
Reliability. The symposium, restricted in attend¬ 
ance to 400 persons, will bring together clinical and 
research scientists working in various psychophysi¬ 
ological disciplines. For information, write Mr. Jack 
Harmon, Symposium Coordinator, Southwest Re¬ 
search Institute, P. O. Box 2296, San Antonio 6, 
Texas. 


GENERAL 

Loans for Training in Obstetrics ancl Gynecology.- 
The American College of Obstetricians and Gyne¬ 
cologists has set up a Pligher Education Loan Pro¬ 
gram (H-E-L-P) to enable resident physicians to 
complete their training in obstetrics and gynecology. 
Loans up to $5,000 will be made to help physicians 
through their specialty training period and early 
practice. H-E-L-P will start operations with an ini¬ 
tial working fund of $36,000, contributed by the 
college and its district organizations. This will be 
added to through individual contributions and 
orants if necessary. For information, write to Mr- 
Donald F. Richardson, Executive Secretary 
A.C.O.G., 79 W. Monroe St., Chicago 3. 


I for Papers on Poisoning.-The American Asso- 
ion of Poison Control Centers will hold its tn 
ual meeting in the Wabash Parlor of the Pate 
ise, Chicago, on Tuesday, Oct. IS. . 
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business meeting and an afternoon scientific session 
are planned. The meeting runs concurrently with 
the meeting of the Academy of Pediatrics, Oct. 17- 
20. There will be a discussion period after each 
paper. Any paper dealing with poisoning in general, 
and particularly as related to children, will be wel¬ 
comed. It is requested that abstracts for each paper 
and the paper itself, be sent no later than Aug. 1 to 
Dr. Harry C. Shirkey, Chairman, Program Commit¬ 
tee, American Association of Poison Control Cen- 
-ters, 712 S. 30th St., Birmingham, Ala. 

Jurist Receives Psychiatrists’ Award.—Judge David 
L. Bazelon, of the United States Court of Appeals 
in Washington, D. C., is the ninth winner of the 
American Psychiatric Association’s $1,000 Isaac Ray 
Award. The award is given annually to a psychia¬ 
trist or member of the legal profession for further¬ 
ing understanding between the two professions. As 
recipient, Judge Bazelon will deliver a series of 
lectures at the University of Chicago during the 
Academic School Year of 1960-1961, under the joint 
auspices of that university’s law and medical schools. 
Judge Bazelon is known for his formulation of the 
Durham Decision which brought to American juris¬ 
prudence the concept that when criminal acts are 
perpetrated as the result of mental illness, the court 
will consider the nature of the illness of the accused. 

Director Named for Heart Group.—Dr. Nathaniel 
H. Cooper was appointed associate medical direc¬ 
tor and director of community service and education 
of the American Heart Association. Dr. Cooper, 
formerly director of health of the Community Coun¬ 
cil of Greater New York, a position he has held 
since 1954, will be responsible for administering 
activities in the field of community service and edu¬ 
cation conducted nationally by the American Heart 
Association and by its affiliates and chapters 
throughout the country. These include programs of 
public education in cardiovascular disease, cardiac 
rehabilitation, school health services, cardiac clinics, 
and a variety of other services to aid heart patients 
and their families. Dr. Cooper is president of the 
National Conference for Health Council Work. 

Decrease in Traffic Deaths in March.—The National 
Safety Council reported that the March traffic death 
toll was 16% below the same month last year—the 
greatest such decrease ever recorded for any month 
since early in 1947. The March figure of 2,400 deaths 
is contrasted with 2,860 deaths a year ago. The drop 
in March resulted in a January-February-March 
death toll this year 5% below the total for the same 
period in 1959. At the end of the first three months 
of last year the toll was running 5% above 195S. The 
traffic death totals for the three-month period were 
7,680 this year against 8,080 in 1959. The traffic 
death toll recorded this March was the lowest for 


any March since 1949. The improvement was gen¬ 
eral across the country. Thirty-seven states showed 
decreases—the greatest number on record for any 
one month. 

Poland Receives Health Units.—The New York 
Times reported that United States Ambassador 
Jacob D. Beam, presented four mobile health units 
to the Polish government March 31. The units, a 
gift from CARE, are fully equipped for mass inocu¬ 
lations of children against tuberculosis. Two are 
equipped with dental equipment and laboratories 
for work among underprivileged railage children in 
Southern Poland. The four units represent a pilot 
project. CARE, the Cooperative for American Re¬ 
mittances to Everywhere, is planning to import other 
units to bring modem medication to Poland’s back¬ 
ward areas. Since the resumption of its operations 
in Poland, CARE has brought about 8 million dollars 
worth of bulk foodstuffs, food packages, poliomye¬ 
litis vaccines, antibiotics, multivitamins, and special¬ 
ized medical equipment to that country. This year’s 
program will amount to 5 million dollars. 

Grant for Hospital Design Research.—The U. S. 
Public Health Service has awarded the first grant 
ever given to a chapter of the American Institute of 
Architects, for hospital design research. The re¬ 
search project, which will cover a three-year study 
of the planning of hospital operating suites, wall be 
directed by Mr. Robert Hyde Jacobs Jr., who plans 
to set up an office in New York City. The project 
was formulated by the Hospital and Health Com¬ 
mittee, through its subcommittee on research. The 
project’s work will include an investigation of rou¬ 
tines carried on in operating suites, a survey of 
work being done in combatting hospital-acquired 
infections (insofar as this apph'es to the layout and 
equipment of operating suites), and an analysis of 
existing and projected operating suite plans, with 
the purpose of developing information to help hos¬ 
pital architects. 

Meeting on Air Pollution Control.—The 53rd annual 
national meeting of the Air Pollution Control Asso¬ 
ciation will be held May 22-26 at the Netherland- 
Hilton Hotel, Cincinnati. The program for the 
meeting, announced by Charles W. Gruber, chief, 
Cincinnati’s Air Pollution and Heating Control Bu¬ 
reau, and conference chairman, will consist of an 
intensive review of all aspects of the Nation’s air 
pollution problems. In all, 69 technical papers will 
be delivered in 18 sessions on specific air pollution 
problems. .Among the subjects to be dealt with dur¬ 
ing technical sessions are community air pollution 
surveys, auto exhaust research, industrial air pollu¬ 
tion control, agricultural research, and zoning, plan¬ 
ning, and administration for air pollution control. 
One afternoon will be devoted to tours of industrial 
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plants and research installations in the Cincinnati 
area doing ‘outstanding” work in air pollution con- 
tioh Industrial exhibits also will be shown in an ad¬ 
joining hall at the hotel. Social and ladies’ programs 
aie planned. Requests for registration information 
should be addressed to A.P.C.A. Annual Meeting, 
2-100 Beckman St., Cincinnati 14. 

Meeting of Catholic Hospital Group.-The 45th 
annual convention of the Catholic Hospital Asso¬ 
ciation of the United States and Canada will be 
held May 30-June 2 in Milwaukee. The Rev. John 
J. Flanagan, S.J., executive director of the associa¬ 
tion, announced that the convention theme will be 
“Improved Hospital Management Through Com¬ 
munication.'' Topics for the general sessions will 
include the keynote address, “The Importance of 
Communication," by Mr. Dan J. Forrestal, director 
of public relations, Monsanto Chemical Company, 
St. Louis, and the following subthemes: 
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CANADA 

Symposium on Extrapyramidal System and Neuro¬ 
leptics.—The department of psychiatry of the Uni¬ 
versity of Montreal is organizing an international 
symposium on “The Extrapyramidal System and 
Neuroleptics,” to be held at the University of Mont¬ 
real Nov. 17-19. This symposium will permit an ex¬ 
change of ideas among those researchers interested 
in this subject from the point of view of anatomy, 
physiology, neurosurgery, and psychiatry. Admis¬ 
sion to the symposium will be unrestricted, but par¬ 
ticipation will be by invitation only. Cooperating in 
the symposium are 10 Canadian provinces, the 
United States, and several European countries. 
There are two official languages, English and French, 
with simultaneous translation. For information, write 
Dr. Jean-Marc Bordeleau, Department of Psychi¬ 
atry, University of Montreal, Montreal, Canada. 

FOREIGN 


Communication and the Communicator. 

Type of Communication. 

The Scope of Communication. 

Overcoming Difficulties to Achieve the Objective. 

Dr. William J. Lahey, director of medical educa¬ 
tion, St. Francis Hospital, Hartford, Conn., will 
serve as chairman at a sectional meeting, “Com¬ 
munication and the Medical Staff,” June 1. For 
information, write the Catholic Hospital Associa¬ 
tion, 143S S. Grand Blvd., St. Louis 4. 


Latin Proctology Group Not Related to Italian Gas¬ 
troenterologists.—The board of directors of the Soci- 
eta Italiana di Gastroenterologia, meeting in Bolog¬ 
na on March 6, was informed that an “International 
Symposium” on “Latin Proctology” was announced, 
to take place in Rome on May 13-14. The board 
wants to make it known that this symposium was 
not related in any way with the activities of the 
Soeieta Italiana di Gastroenterologia, which has its 
own Italian Section of Proctology. 


Annual Meeting of Gynecologists.—The S3rd an¬ 
nual meeting of the American Gynecological So¬ 
ciety will be held May 30-June 1 at the Williams¬ 
burg Inn, Williamsburg, Va., and the medical 
profession is cordially invited. The following papers 
will include invited authors: 

Autopsy Comparison of Cardiovascular Changes in the Cas¬ 
trate and Normal Woman, Dr. Edmund R. Novak and 
Tiffany J. Williams, Baltimore. 

Polycystic Ovarian Disease—A Clinical and Experimental 
Study, Dr. Tommy N. Evans and Gardner M. Riley, 
Ph.D., Ann Arbor, Mich. 

The Metabolism of Estrone-C 14 Sulfate in Women, Dr. 
Gray II. Twombly and Mortimer Levitz, Ph.D., New 
' York City. 

Refractory Amenia in Pregnancy, Dr. Roy G. Holly, Omaha. 
Blood Volume Changes in Pregnancy and the Puerperium. 
I. Does Secpiestration of Red Blood Cells Accompany 
Parturition?, Drs. Jack A. Pritchard, Kenneth M. Wiggins, 
and John C. Dickey, Dallas, Texas. 

Plasma Nonesterified Fatty Acids in Pregnancy. II. Experi¬ 
mental Modification, Dr. Richard L. Burt, Winston- 
Salem, N.C. 

Dr. Karl II. Martzloff, Portland, Ore., will give the 
presidential address at noon, May 31. That evening. 
Dr. Owsei Temkin, director. Institute of the History 
of Medicine, Baltimore, will present an address 
following the annual dinner. For information, write 
Dr. Andrew A. Marchetti, Georgetown University 
Hospital, Washington 7, D. C., Secretary. 


Berlin Medical Faculty to Celebrate Anniversary.- 
The celebration of the 250th anniversary of the 
Humboldt-Universitat zu Berlin Medizinische Fa- 
kulttit (Charite) will be held in Berlin Nov. 6-19, 
in connection with the 150th anniversary of the 
Humboldt University. Applications for participa¬ 
tion are to be directed to the Committee for the 
Preparation of the 250th Anniversary of the Char¬ 
ite, Berlin N 4, Schumannstrasse 20-21, % Dozent 
Dr.med. habil. Dagobert Muller, Secretary of the 
Committee. 


stochemical Congress in Paris.-On Aug. 28-Sept, 
the first International Congress of Histochemistry 
d Cytochemistry will be held in Paris, organized 
ider the auspices of the Societe Francaise d Histo- 
iniie in collaboration with other histochemical 
cieties, in particular the American Histochemical 
iciety, the Deutsche Arbeitsgemeinschaft fur His- 
chem’ie, the Societe Beige d’Histochimie, the Itali- 
t and Japanese histochemical societies, and several 
mautonomous sections of histochemistry. Partici- 
tnts will include persons from Germany, France, 
.S.A., Japan, Italy, Brazil, Belgium, Sweden, Den¬ 
ark, England, and Switzerland. The P r0 ^ sl °™ 
•ogram is arranged under three sections: P ysi • 
-oblems, Biochemical Data Applied to Histoche 
try, and Applied Histochemistry. The registr. 
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fee is $25 for full membership, $20 for associate 
members. All correspondence on scientific Congress 
matters should be addressed to Dr. R. Wegmann, 
Secretary General, First International Congress of 
Histochemistry and Cytochemistry', Institut d’Histo- 
chimie Medicale, 45, rue des Saints-Peres, Paris, 
(6'), France. 

CORRECTION 

Dr. Smiley and Medical Education Affiliations.—In 
a Medical News item on page 20S9, April 30 issue 
of The Journal, erroneous information appeared 
concerning Dr. Dean F. Smiley, Evanston, Ill., and 
his present affiliations. Dr. Smiley left the Associa¬ 
tion of American Medical Colleges in 1957 to be¬ 
come full-time executive director of the Education¬ 
al Council for Foreign Medical Graduates. He also 
left the editorship of the Journal of Medical Educa¬ 
tion. Dr. Richard H. Young, dean, Northwestern 
University Medical School, is secretary' of A.A.M.C.; 
Dr. Ward Darley is its executive director. Dr. John 
Z. Bowers, dean, University of Wisconsin Medical 
School, is editor of the Journal of Medical Education. 

CORRECTION OF AN INCORRECTION 
In The Journal, March 12, page 1196, there 
appeared a manuscript modification of Dr. Ben¬ 
jamin W. Carey’s letter entitled, “Photodynamic 
Response of a New Tetracycline.” The correction 
which appeared in tire April 30 issue was not the 
intended one. It should have read: “One word was 
added by the manuscript readers in the last sen¬ 
tence of the first paragraph of the first letter. The 
sentence should read, ‘Extensive pharmacological 
and laboratory toxicity studies failed to demon¬ 
strate any significant difference from the other 
tetracyclines.’ ” 
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MEDICAL SPECIALTY BOARDS 

American Board of Anesthesiolocy: Written. Various 
locations, June 24. Final date for filing application was Jan- 
uary 10. Sec., Dr. Forrest E. Leffingwell, 217 Farmington 
Ave., Hartford 5, Conn. 

American Board of Dermatology: Final date for filing 
applications of candidates completing training by October 
15, 1960 is March 1, 1961. Written. Several cities, June 5, 
1961. Oral. Philadelphia, Oct. 13-16, 1961. Sec., Dr. 
Beatrice M. Kesten, One Haven Avenue, New York 32, 
New York. 

American Board of Internal Medicine: New York City, 
Nov. 14-17. Closing date for filing application is July 1. 
Written. Oct. 17. Closing date for filing application was 
May 1. Sec.-Treas., Dr. William A. Werrell, One West 
Main St., Madison 3, Wis. 


American Board of Neurolocical Surgery: Examination 
given twice annually, in the spring and fall. In order to he 
eligible a candidate must have his application filed at 
least six months before the examination time. Oral. New 
Haven, Nov. 6-9. Sec., Dr. Donald D. Matson, 300 Long- 
wood Ave., Boston, Mass. 

American Board of Obstetrics and Gynecology: Appli¬ 
cations for certification in Part I, new and reopened, and 
requests for reexamination in Part II are now being ac¬ 
cepted. Deadline for receipt of applications is August 1, 

1960. After July 1, 1962, a minimum of three years of 
approved progressive residency training will be required. 
Training by preceptorship will no longer be acceptable. 
The initiation of preceptorsbips will not be approved after 
July 1, 1960. Sec., Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6. 

American Board of Ophthalmology: Written. Jan. 23, 

1961. Deadline for filing applications is July 1. Oral. 
Chicago, Oct. 3-7. Sec., Dr. Merrill J. King, Box 236 Cape 
Cottage Branch, Portland, Maine. 

American Board of Orthopaedic Surgery: Oral and 
Written, Part II. Miami Beach, Jan. 3-5, 1961. Final date 
for filing application is July 1. Sec., Dr. Sam W. Banks, 
116 South Michigan Ave., Chicago 3. 

American Board of Otolaryngology: Oral, Chicago, Oct. 
3-6. Final date for filing application was April I. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

American Board of Pedlatrics: Written. New York City, 
January 1961. Final date for filing application is Dec. 1. 
Administrative Sec., Mrs. Eleanor J. Mitchell, Rosemont, 
Pa. 

American Board of Physical Medicine and REHABtLiTA- 
tion: Oral and Written. New York, Jime 17-18. See., Dr. 
Earl C. Elkins, Mayo Clinic, Rochester, Minn. 

American Board of Phoctolocy: Oral and Written, Parts 
I and III, Philadelphia, Sept. 24. Final date for filing 
application is June 30. Sec., Dr. Stuart T. Ross, 520 
Franklin Ave., Garden City, N. Y. 

American Board of Psychlatry and Neurolocy: New 
York,-New York, Dec. 12-13, New Orleans, Mar. 20-21, 
1961. Sec., David A. Boyd, Jr., 102-110 Second Ave., 
S.W., Rochester, Minn. 

American Board of Radiology: Examination. Cincinnati, 
June 6-10; Dec. 10-13. Deadline for filing applications for 
the June examination was Jan. 1. Filing deadline for the 
December examination is July 1. A special examination 
in Nuclear Medicine (for those diplomates in Radiology 
or Therapeutic Radiology) will be offered provided there 
are sufficient appHcations. Sec., Dr. H. Dabney Kerr, 
Kahler Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Written. (Part 1), Various 
Centers, Dec. 7. Candidates are urged to apply several 
months before completion of training requirements. The 
closing date for filing applications is August 1. Those com¬ 
pleting training requirements after September 30 cannot be 
considered for the December Part I examination of the same 
year. Oral. (Part H)—New' Haven, Sept. 26-27; Indian¬ 
apolis, Oct. 24-23; Buffalo, Nov. 14-16; Nashville, Dec. 
12-13; Philadelphia, Jan. 16-17; Houston, Feb. 13-14; 
Columbus, Ohio, Mar. 13-14; New York City, April 19- 
20; Portland, Ore., May 15-16; San Francisco, May 18-19. 
No examinations will be held in June, July or August. 
Sec.-Treas., Dr. John B. Flick, 1617 Pennsylvania Blvd., 
Philadelphia 3. 

Board of Thoracic Surgery: Written. Various centers 
throughout the country. Sept. 9. Final date for filing appli¬ 
cation is July 1. Oral. Oct. 1960. Final date for filing 
application is July 1. Sec., Dr. Wm. M. Tuttle, 1151 
Taylor Ave., Detroit 2. 

American Board of Urology: Written. December. Oral- 
Clinical. Chicago, February 1961. Exec. Sec., Mrs. Ruby 
L. Griggs, 30 Westwood Road. Minneapolis 26. 
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DEPARTMENT OF DEFENSE 

Aerospace Medical Association Meeting.-Retire- 
nu.nt point credits may be earned by reserve medi¬ 
cal corps officers who attend the 31st annual meet¬ 
ing or the Aerospace Medical Association at the 
Americana Hotel, Miami Beach, Fla., May 9 to 11. 
1 his authorization covers eligible physicians who 
are reserve medical corps officers of the United 
States Army, Navy, or Air Force on inactive status. 
At this meeting more than 250 leading aerospace 
bioscientists will present reports of their research 
work. 


ARMY 

Aeromedical Symposium.—An Aeromedical Sym¬ 
posium will be held at the San Carlos Hotel, Pensa¬ 
cola, Fla., on June 7 to 9. Sponsored by the United 
States Army Board for Aviation Accident Research, 
the symposium is designed to orient staff surgeons 
and hospital commanders to areomedieal factors 
in aircraft accidents. Vice-Admiral Robert Gold- 
thwaite, U. S. N., chief of Naval Air Training 
at Pensacola Naval Air Station, is scheduled to 
welcome those attending the “Annapolis of the 
Air.” Prominent speakers will include Dr. Neal S. 
Warren, aviation psychologist from the University 
of Southern California, whose subject will be “Psy¬ 
chological Problems in Modern Aviation”; Dr. 
Charles I. Barron, medical director of Lockheed 
Aircraft Corporation, whose subject will be “Med¬ 
ical Aspects of Aircraft Accidents Investigation”; 
Col. John P. Stapp, M, C., U. S. A. F., chief of the 
Aerospace Medical Laboratory at Wright Air De¬ 
velopment Center, who will speak on “Human 
Tolerance to G Forces in Aircraft Accidents”; Capt. 
W. M. Wurzel, M. C., U. S. N., chief of the aero¬ 
medical division of the Naval Aviation Safety Cen¬ 
ter, whose subject will be “Naval Flight Surgeon 
Program: Contribution of Navy Flight Surgeons to 
Accident Prevention”; Lieut. Col. R. B. Austin, 
M. C., U. S. A., chief of the aviation branch of the 
office of the surgeon general, Department of the 
Army, whose subject will be “The Assignment and 
Utilization of Army Aviation Medical Officers”; and 
Col. Frank Townsend, M. C., U. S. A. F., director 
of the Armed Forces Institute of Pathology, whose 
subject will be “Importance of Pathology and Au¬ 
topsy in Aviation Accidents.” 

NAVY 

New Hospital -Dedication ceremonies for the new 
U. S. Naval Hospital, Portsmouth, Va., were held on 
April 22. The new hospital, the tallest building m 
the Norfolk-Portsrnonth complex, replaces the 




enigma! naval hospital in Portsmouth, which va* 
bu.lt between 1827 and 1832. The defctay j 
c ress was given by Rear Adm. Edward C. W 
deputy and assistant chief of the bureau of medi' 
cine and surgery, and the new hospital was 
accepted by Rear Adm. H. J. Van Peenen fa 
commanding officer. 


Retirements.—Capt. Leonard H. Barber, M, C 
U. S. N., after more than 20 years of active navi 
service was retired on March 3L His last asm- 
ment was to the U. S. Naval Hospital, Oakland, Calif. 
—Capt. Clinton K. Higgins, M. C„ U. S. h 5 ., wa < 
retired after more than 19 years of active naval 
service. His last assignment was to the U. S. Nava 
Dispensary, Norfolk, Va.—Capt. Jerry T. Miser 
M. C., U. S. N., was retired after more than 32year: 
of active naval service. He was last assigned a: 
the U. S. Naval Station, Seattle. 


New Assignment.-Capt. John W. Albrittain, M. C. 
U. S. N., has taken over as director of the bureai 
of medicine and surgery’s professional division, re 
placing Capt. Malcolm W. Arnold, M. C., U. S. N 
Captain Arnold assumed command of the U. S 
Naval Medical School, Bethes da, Md., on Marc! 
IS. Before Captain Albrittain’s new assignment h 
was head of the bureau's training branch. 

Captain Barr Honored.—A bureau of medicine am 
surgery certificate of exceptional service was pre 
seated to Capt. Normal L. Barr, M. C., U.-S. N 
(ret.), during ceremonies in the office of Surgeo: 
General B. W. Hogan in March. A former directo 
of the bureau of medicine and surgery’s astronau 
tical division, Captain Barr retired from the Nav; 
last September after more than 21 years of activ 
service. The citation on the certificate states ii 
part, “For his brilliant research which has enhance 
the readiness and competence of the naval service 
in Fleet Defense and its medical-aeronautical am 
astronautical operations.” 


VETERANS ADMINISTRATION 

Mental Disease Program.—Veterans Administration 
mental hospitals are putting the families of patient 
on the hospital team. The Lexington, Ky., VA hos¬ 
pital uses a successful method carried through b\ 
the patients themselves. They call it Family Ac¬ 
quaintance Day.” With the active encouragement 
of hospital officials, the 74 patients of one ward in¬ 
vited their families to come to Lexington am 
spend a whole day with them, seeing at first mm 
the life they lead in the hospital. Each l wtR “ n 
signed an individual letter prepared for his famij- 
The results exceeded expectations; 150 visitors fn 
50 families came. One group traveled S » . 
for the occasion. Six states were represented, 
patients were dressed up expectantly to gree 
families. 
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A program of short welcoming talks by the hos¬ 
pital manager, the chaplain, and medical and nurs¬ 
ing members of the staff greeted the visitors. Fam¬ 
ily groups were introduced to other families, and a 
photographer was on hand to snap informal family 
photographs. The visitors were shown samples of 
work done by patients in the hospital hobby shop 
and viewed motion pictures of a day’s outing the 
patients had taken to a nearby state park. Light 
refreshments were served. One mother said, “I had 
no idea it was like this. I don’t know what I ex¬ 
pected, but I feel better about everything and I 
will come now more often.” A patient said, “I really 
can’t believe they’re here. They kept saying they 
would come some time but I thought they wouldn’t 
make it.” Hospital officials were enthusiastic over 
the beneficial results. One said, “In this type of ill¬ 
ness, the patient’s family and friends are needed 
more than in any other kind.” 

PUBLIC HEALTH SERVICE 

Nutritional Survey in Chile.—In response to a re¬ 
quest from the government of Chile, a team of 
United States experts began on March 28 a 70-day 
survey of the nutritional status of the Chilean pop¬ 
ulation. The purpose of the study is to assess the 
current standards and needs of the people, to formu¬ 
late practical recommendations for improvement 
consistent with the country’s resources, and to 
provide technical assistance for the development of 
standard ration requirements and local nutritional 
services. 

The survey was arranged by the Interdepart¬ 
mental Committee on Nutrition for National De¬ 
fense, an agency of the United States which op¬ 
erates administratively through the National Insti¬ 
tute of Arthritis and Metabolic Diseases, National 
Institutes of Health, Bethesda, Md. Team members 
include physicians, biochemists, food technologists, 
and others who will work side by side with Chilean 
personnel during the survey. Laboratory equip¬ 
ment and supplies, which have already been 
shipped to Santiago, will be turned over to the 
Chilean government under mutual assistance pro¬ 
gram procedures on completion of the survey. 

United States members of the survey team are 
Dr. William F. Ashe Jr., head of the department of 
preventive medicine, Ohio State University, Co¬ 
lumbus, Ohio, survey' director (clinician); Dr. Carl 
A. Baumann, of the college of agriculture, depart¬ 
ment of biochemistry, University of Wisconsin, 
Madison, Wis., deputy survey director and labora¬ 
tory director; Lieut. Col. Marion E. McDowell, 
M. C., of the U. S. Army Medical Research and 
Nutrition Laboratory, Fitzsimons Army Hospital, 
Denver, clinician; Dr. John H. Browe, director of 
the bureau of nutrition, State of New York De¬ 


partment of Health, Albany, N. Y., clinician; Dr. 
Elizabeth H. Voris, of Bethesda, Md., clinician; 
Mr. James H. Blanton, of the Medical College of 
Alabama, University of Alabama Medical Center, 
Birmingham, Ala., medical assistant; Dr. Ronald R. 
Johnson, of the animal science department, Ohio 
Agricultural Experiment Station, Wooster, Ohio, 
biochemist; Dr. Leonard W. Aurand, of the depart¬ 
ment of animal industry. School of Agriculture, 
North Carolina State College, Raleigh, N. C., bio¬ 
chemist; Dr. LeRoy Voris, executive secretary of 
the food and nutrition board of the National Re¬ 
search Council, Washington, D. C., nutrition of¬ 
ficer; Dr. Paul L. Pavcek, of Milwaukee, nutrition 
officer; Dr. Clinton O. Chichester, of the College of 
Agriculture, University of California Agricultural 
Experiment Station, Davis, Calif., food technologist; 
Mr. Edwin B. Bridgforth, of the School of Medi¬ 
cine, Vanderbilt University, Nashville, Tenn., statis¬ 
tician; Dr. Carol J. Witkop Jr., of the National In¬ 
stitute of Dental Research, Bethesda, Md., dentist; 
Miss Joan M. Gaiser, of the National Institute of 
Dental Research, Bethesda, Md., laboratory tech¬ 
nician; and Mr. William A. Drake, of the depart¬ 
ment of photography, Ohio State University, Co¬ 
lumbus, Ohio, medical photographer. 

Cerebral Palsy.—The medical research attack on 
cerebral palsy is described by the U. S. Public 
Health Service in a new brochure, “Cerebral Palsy 
—Hope Through Research,” in which some known 
causes of the disorder are explained, the main types 
and extent of the condition are described, and help¬ 
ful treatment is reviewed. The publication also tells 
of pioneering efforts to overcome this chronically 
disabling condition that affects more than 500,000 
persons in the United States. The leaflet was pre¬ 
pared by the National Institute of Neurological 
Diseases and Blindness and is listed as Public 
Health Service Publication no. 713 and Health In¬ 
formation Series no. 95. Single free copies may be 
obtained from the Public Service, Washington, 
D. C. Quantity orders cost S3.00 per 100 copies 
from the Superintendent of Documents, U. S. Gov¬ 
ernment Printing Office, Washington 25, D. C. 

ARMED FORCES EPIDEMIOLOGICAL BOARD 

New President.—Dr. Gustave J. Dammin, professor 
of pathology at Harvard Medical School, was 
elected president of the Armed Forces Epidemi¬ 
ological Board, replacing Dr. Thomas Francis, 
chairman of the department of epidemiology at the 
School of Public Health of the University of Mich¬ 
igan, who had served as president of the board 
since Jan. 1, 1958. Members of the AFEB are ap¬ 
pointed by the Secretary of the Army, and the 
members elect their own president. 
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American Board of Dermatology; member of the 
American Academy of Dermatology and Syphilol- 
°gy; professor emeritus of dermatology and syph- 
ilology at the New York Polyclinic Medical School 
and Hospital; died March IS, aged 84. 

Morris, Abraham Samuel ® Haverhill, Mass.; Bos¬ 
ton University School of Medicine, 1914; for manv 
years city physician; a staff member of the Hale 
Hospital; died March 14, aged 70, while vacation¬ 
ing at Miami Beach, Fla. 


J.A.M.A., May 2], isgg 


editorial board of Journal of Industrial Medicine 
and Surgery; died April 1, aged 66, of coronary 
occlusion. 

'Pitchford, John Dalton Sr. ® Svlacauga Ala- 
Emory University School of Medicine, Atlanta’ 
19^-; member of the American Academy of Gen¬ 
eral Practice; resident physician at Drummond. 
Fraser Hospital; died in the University Hospital 
Birmingham, March 8, aged 62. 


Mugrage, Ralph McClellan © Captain, U. S. Navy, 
San Juan, P. R.; University of Cincinnati Col¬ 
lege of Medicine, 1932; veteran of World War II; 
senior medical officer at the U. S. Naval Station; 


Rainforth, Selden Irwin, Coral Gables, Fla.; Johns 
Hopkins University School of Medicine, Baltimore, 
1903; formerly practiced in New York City; died 
March 7, aged 81. 


fellow of the American College of Surgeons; died 
March 13, aged 55. 

Murphy, Christopher Joseph ® Arlington, Va.; 
Georgetown University School of Medicine, Wash¬ 
ington, D. C., 1915; for many years practiced in 
Washington, D. C., where he served as deputy dis¬ 
trict coroner, a member of the Board of Police 
and Fire Surgeons, on the faculty of his alma mater, 
and was associated with the Providence Hospital, 
where he served an internship; veteran of World 
War I; died in the Alexandria (Va.) Hospital March 
23, aged 67, of congestive heart failure. 

Nelson, Charles Frederick © Cleveland; University 
of Wooster Medical Department, Cleveland, 1897; 
member of the American Academy of Ophthalmol¬ 
ogy and Otolaryngology; for many years a medical 
consultant for the New York Central, the Erie, the 
Baltimore and Ohio, and other railroads; died 
March 17, aged 84. 

Newport, Pearce Everett, Clarinda, Iowa; State 
University of Iowa College of Medicine, Iowa City, 
1924; veteran of World Wars I and II; died March 
12, aged 64. 


Reichard-Esteves, William © San Juan, P. R. ; 
Universite de Lausanne Faculte de Medecine, 
Switzerland, 1938; specialist certified by the 
American Board of Otolaryngology; fellow of the 
American College of Surgeons; interned at the 
Presbyterian Hospital, where he was a member of 
the staff; associated with the Veterans Adminis¬ 
tration Center; assistant clinical professor of oto¬ 
laryngology at the University of Puerto Rico School 
of Medicine; died in Guaynabo, Jan. 13, aged 48. 

Sanderson, John W. ® Oreland, Pa.; Baltimore 
Medical College, 1906; formerly practiced in Balti¬ 
more; died in Chestnut Hill March IS, aged 81. 

Savery, Charles Edward, Deerfield Beach, Fla.; 
Indiana University School of Medicine, Indianapo¬ 
lis, 1914; specialist certified by the American Board 
of Ophthalmology; member of the American Acad¬ 
emy of Ophthalmology and Otolaryngology; for¬ 
merly practiced in South Bend, Ind.; died Feb. 13, 
aged 71. 

Schurman, Emil William, Yonkers, N. Y.; Bellevue 
Hospital Medical College, New York City, 1S9S; 
died March 11, aged 83. 


Nichols, William Madison, Niagara Falls, N. Y.; 
Hospital College of Medicine, Louisville, Ky., 1905; 
died in Buffalo March 6, aged 87. 

Ochsner, Rudolph John, San Jose, Calif.; Western 
Reserve University Medical Department, Cleve¬ 
land, 1908; served as chief of the subdivision of 
child hygiene in the Cleveland Department of 
Health; died in the San Jose Hospital March 16, 
aged 89, of carcinoma of the lung. 

Olson, Carl Theodore, St. Petersburg, Fla.; Rush 
Medical College, Chicago, 1919; member of the 
Industrial Medical Association and for his work as 
head of its Workmen’s Compensation Commission 
received the Workmen’s Compensation Award for 
meritorious service; formerly medical director for 
the Fansteel Metallurgical Corporation m North 
..Chicago; founder and emeritus member of the 
Medical Directors Club of Chicago; served on the 


Schwartze, Henry, Portland, Ore.; Tulane Univer¬ 
sity School of Medicine, New Orleans, 1931; served 
on the staff of the Florida State Hospital in Chatta¬ 
hoochee, Fla.; died in the Veterans Administration 
Hospital Feb. 28, aged 60. 


Seabrook, Dean Baynard © Portland, Ore.; Uni¬ 
versity of Oregon Medical School, Portland, 1923, 
specialist certified by the American Board of Sur- 
n-ery; fellow of the American College of Surgeons; 
veteran of World Wars I and II; clinical professor 
of surgery at his alma mater; past-president of the 
North Pacific Surgical Society and the University 
of Oregon Medical Alumni Association; died Mart-)) 
5, aged 62. 


Sentell, Newton Washington, Decatur, Ga.; Tula 
University School of Medicine, New Orleans 19H 
served in the regular Army; veteran of W 
War I; died March 12, aged 70. 
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Sheldon, Russell Firth ® Boston; Harvard Medical 
School, Boston, 1911; fellow of the American So¬ 
ciety of Anesthesiologists, Inc.; past-president and 
for many years secretary of the Boston Society of 
Anesthesiologists; veteran of World War I; asso¬ 
ciated with the Massachusetts General Hospital, 
where he died March 11, aged 74. 

Simpson, Reuben Spencer ® Lyons, N. Y.; Cornell 
University Medical College, New York City, 1909; 
veteran of World War I; associated with the Lyons 
Hospital, where he died March 4, aged 7S. 

Simpson, William Elihu, Rock Hill, S. C.; Medical 
College of South Carolina, Charleston, 1915; past- 
president of the South Carolina Pediatric Society, 
Alumni Association of the Medical College of South 
Carolina, the Fifth District Medical Society, the 
York County Medical Society, and the Rock Hill 
Medical Club; member of the American Academy 
of General Practice; died March 10, aged 76. 

Sparks, John Edgar ® San Antonio, Texas; Univer¬ 
sity of Tennessee College of Medicine, Memphis, 
1910; author of “An M.D. the Hard Way”; died 
March 9, aged 82. 

Spencer, Joseph Ray, South Mills, N. C.; Medical 
College of Virginia, Richmond, 1915; veteran of 
World War I; died in Albemarle March 11, aged 6S. 

Steele, S. Clark ® Brave, Pa.; Balitmore Medical 
College, 1902; died March 8, aged S2. 

Stueart, John B., Norman, Ark.; University of Ar¬ 
kansas School of Medicine, Little Rock, 1903; died 
Feb. 29, aged SI. 

Telser, Stanley Edward ® Chicago; University of 
Illinois College of Medicine, Chicago, 1937; vet¬ 
eran of World War II; specialist certified by the 
American Board of Internal Medicine; served on 
the faculty of his alma mater and the Chicago 
Medical School; medical director of the Chicago 
Health Center of the AFL-CIO International La¬ 
dies Garment Workers Union; associated with the 
Mount Sinai Hospital; killed March 17, aged 4S, 
in the crash of an airliner near Tell City, Ind. 

Trotter, James Patten ® Yonkers, N. Y.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1907; veteran of World War I; 
served as surgeon of the fire department; died in 
the Yonkers General Hospital March 18, aged 78. 

Van Wormer, Frank Burton ® Mechanicsburg, Ill.; 
Milwaukee Medical College, 1912; died Feb. 17, 
a ged 71, of cholecystitis and acute cholelithiasis. 

Wallen, LeRoy John ® Sault Ste. Marie, Mich.; 
Detroit College of Medicine and Surgery, 1933; 
interned at the Grace Hospital in Detroit and the 
Shurly Eye, Ear, Nose and Throat Hospital in 


Detroit; veteran of World War II; died in the 
Chippewa County War Memorial Hospital March 
7, aged 56. 

Watson, Robert William, Rapid River, Mich.- Uni¬ 
versity of Michigan Medical School, Ann Arbor, 
1918; served on the staff of the Highland Park 
(Mich.) General Hospital; died in the Mayo Clinic, 
Rochester, Minn., March 12, aged 66. 

Wheelon, Charles Homer © Seattle; St. Louis Uni¬ 
versity School of Medicine, 1918; specialist certi¬ 
fied by the American Board of Internal Medicine; 
fellow of the American College of Physicians; mem¬ 
ber of the Endocrine Society; on the staff of the 
Columbus Hospital; died March 12, aged 71. 

Wiseman, Bruce Kenneth, Columbus, Ohio; born 
in South Bend, Ind., March 1, 1898; Indiana Uni¬ 
versity School of Medicine, Indianapolis, 1928; 
specialist certified by the American Board of In¬ 
ternal Medicine; member of the Central Society 
for Clinical Research and the American Society for 
Experimental Pathology; fellow- of the American 
College of Physicians; joined the faculty’ of the 
Ohio State University College of Medicine in 1930, 
serving first as assistant professor of medical re¬ 
search, in 1936 named associate professor, in 1939 
professor, and in 1945 appointed chairman of the 
department of medicine; at one time assistant in 
the department of bacteriology and pathology at 
the Rockefeller Institute for Medical Research in 
New’ York City; served as associate editor of the 
text book “The Practice of Medicine” and associate 
editor of the Archives of Internal Medicine; asso¬ 
ciated with the University Hospital, w'here he died 
March 15, aged 62, of cerebral hemorrhage. 

Woodbridge, Jalileel Hamner, Pueblo, Colo.; Wash¬ 
ington University’ School of Medicine, St. Louis, 
1904; past-president of the Pueblo Pathological 
Society; veteran of World War I; associated with 
the Parkview’ Episcopal and St. Mary-Corwin hos¬ 
pitals, died March 6, aged SI, of acute myocardial 
infarction. 

Zimmermann, Harry Bernard, St. Paul; born in 
St. Paul in 1SS5; Columbia University College of 
Physicians and Surgeons, New York City, 1909; 
member of the founders group of the American 
Board of Surgery; member of the American Surgical 
Association, Western Surgical Association and tire 
International Society of Surgery-American Branch; 
fellow of the American College of Surgeons; vet¬ 
eran of World War I; emeritus clinical professor 
at tire University of Minnesota Medical School in 
Minneapolis; associated with the Charles T. Miller 
Hospital, St. Paul, where he was vice-president of 
the board of directors, Shriners’ Hospital for Crip¬ 
pled Children, and the Veterans Administration 
Hospital-in Minneapolis; died in St. Petersburg, 
Fla., March 11, aged 74. 
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INDIA 

Methazolamide in Ophthalmology.—J. M. Pahwa 
(Antiseptic , vol. 57, January, 1960) stated that 
methazolamide, a carbonic anhydrase inhibitor, has 
actions similar to those of acetazolamide but is sup¬ 
posed to be more potent. The author treated with 
this drug^ a series of 49 patients who had eye con¬ 
ditions. 1 he series included 36 patients with glau¬ 
coma, 5 with absence of the anterior chamber, 4 
with cataract associated with a rise of intraocular 
tension, 2 who had corneal grafting, 1 with buph- 
thalmos, and 1 with central serous retinopathy. In 
patients with acute congestive glaucoma the action 
was quicker when the drug was combined with 
local miotic drops. 

It was most effective in controlling ocular tension 
in cases of recent onset and in patients with sub¬ 
acute and chronic congestive narrow angle glau¬ 
coma in whom a fair amount of vision remained. 
The effect was optimal in the first three days, and 
operation could be undertaken later on with safety. 
The drug was less effective in patients with nearly 
absolute or absolute glaucoma. In two patients in 
whom the tension could not be brought down 
quickly with methazolamide, acetazolamide gave 
prompt relief. The onset of action with methazola¬ 
mide was delayed, but the effect was more pro¬ 
longed. Two patients, in whom treatment with 
acetazolamide had to be discontinued because of 
the appearance of side-effects, were treated with 
methazolamide for three to four days and were 
operated on later with safety. 

Six patients with chronic congestive glaucoma 
were given methazolamide. In two of these treat¬ 
ment with acetazolamide had to be discontinued 
because of side-effects. One had been operated on 
for glaucoma, but the tension was still elevated. 
Methazolamide helped to control the tension, thus 
obviating the need for further surgical treatment. 
Another patient failed to respond to both drugs and 
had to be operated on. Of 11 patients with simple 
primary glaucoma who were given methazolamide, 

4 had already been operated on two or three times. 
The drug was ineffective in two patients with abso¬ 
lute glaucoma, while in others it proved helpful in 
controlling tension along with miotics used locally. 

It could be used for long-term therapy in these 
patients as the effect was prolonged. In patients 
jyith secondary glaucoma it proved valuable. One 

«> items in these letters are contributed by regular correspondents 

^various foreign countries. 


patient with aphakic glaucoma that had proved 
refractory to acetazolamide did well with mefc. 
zolamide. Another who had hypopyon ulcer with 
secondary glaucoma and one who had exudative 
iritis also showed a good response. 

It did not help a patient with thrombotic glau¬ 
coma and a child with buphthalmos. A patient with 
severe central serous retinopathy got no appreciable 
relief with this drug and suffered from such side- 
effects as depression and giddiness. Of five patients 
with absence of the anterior chamber two re¬ 
sponded well. Two of the other three responded to 
acetazolamide and one did not respond to either 
drug. Side-effects with methazolamide were mild 
and consisted of malaise, depression, and fatigue. 
Gastrointestinal disturbances were less marked to 
with acetazolamide. 

Tobacco and Oral Cancer.—Mody and Randive 
(Indian J. M. Sc,, vol. 13, Dec., 1959) reported that 
oral cancer is common in India and is associated 
with the habit of keeping a mixture of tobacco 
rubbed with slaked lime inside the mouth through¬ 
out the major parts of the waking hours. In order 
to determine the role of tobacco in the causation cl 
carcinoma of the buccal mucosa, experiments were 
made on mice. Large-scale extraction of tobacco 
leaves was made with' different solvents. The ex¬ 
tracts were applied to the skin and painted on the 
buccal mucosa. Seven alkaloid-free extracts oi 
tobacco were thus tested for their carcinogenicity. 
The solvents benzene and chloroform were tested 
on control groups of mice, and an untreated control 
group was also maintained. For comparison a 
standard carcinogen, 3:4 benzpyrene, was tested by 
the same methods on mice. 

Histological examination of the painted skin mid 
buccal mucosa was made to determine the changes, 
if any. All experimental mice were subjected to 
careful examination at autopsy, and the affected 
organs were studied histologically. Additional tech¬ 
niques included a test for screening carcinogen-'' 
tests of extracts containing alkaloids along with 3 
cocarcinogen (croton oil), and testing with on? 
subcutaneous injection a pure compound isou 
from tobacco (gamma sitosterol) and alkaloid-rce 
total alcohol extracts and alkaloid-free total waft/ 
extracts. No definite carcinogenic changes >»«* 
observed in the skin or the buccal mucosa, onie / 
the animals whose skins were painted s w 
hyperplasia of the epithelium, abnormal o i 
changes, and chronic inflammation. A ew 
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mice also showed hyperplastic buccal epithelium 
and thickening of the homy layer where the buccal 
mucosa was painted, but similar changes were seen 
with use of some of the solvents alone and in some 
normal groups of mice and could have been due to 
nonspecific irritation. 

Tobacco probably acts as an irritant and could 
be carcinogenic. It may be that the life span of a 
mouse is not long enough to bring about true neo¬ 
plastic transformation after the epithelial hyper¬ 
plasia of the treated skin. With the standard 
carcinogen, 3:4 benzpyrene, the epithelium of the 
skin showed massive hyperplasia as well as epider¬ 
moid carcinoma, and the buccal mucosa proved 
refractor)' even to this substance, showing no defi¬ 
nite carcinogenic changes. 

The screening technique used for three tobacco 
extracts did not provide any evidence of carcino¬ 
genicity. Extracts containing alkaloids were painted 
on mice with the use of croton oil as a cocarcinogen. 
Within two months of painting advanced hyper¬ 
plasia was seen, but the mice did not survive long 
enough for further observations. Many of the mice 
revealed interesting lesions of the internal organs 
which occurred in those treated with tobacco ex¬ 
tract and those treated only with the solvent with 
about the same frequency. Mice who received 
subcutaneous injections of gamma sitosterol and 
three other tobacco extracts developed similar 
lesions in liver, lungs, and uterus. The mortality 
was high in the group receiving subcutaneous in¬ 
jection. The authors suggested further studies to 
determine the role of vitamin B deficiency and 
hormonal factors along with tobacco in inducing 
oral cancer. It might also be possible that the con¬ 
version product of tobacco which has been chewed 
slowly over long intervals in the mouth and has 
been thoroughly acted on by the saliva plays a 
significant role and deserves further investigation. 

Hydrogenated Oils.—Studies conducted under the 
auspices of the Indian Council of Medical Research 
( Mediscope , vol. 2, Jan., 1960) to determine the 
effects of hydrogenated oils on consumers showed 
that such vegetable oils as groundnut oil, sesame 
oil, and their hydrogenated products with a melting 
point of 37 C (9S.6 F) have almost the same nutri¬ 
tive value as butter. Hydrogenated oils have the 
same digestibility' as nonhydrogenated oils. The 
hydrogenated oils influence the utilization of other 
dietary constituents such as calcium to the same 
extent as untreated vegetable oils and butter. More¬ 
over, the butter and livdrogenated fats sold in India 
are good sources of vitamin A. 

Short-term experiments on human beings indi¬ 
cated that butter, coconut oil, and hydrogenated 
oils tend to increase serum cholesterol levels, 
whereas vegetable and fish oils, rich in polyun¬ 
saturated fatty acids, lower these levels when they 
are high because of high fat intake. The increased 


level of serum cholesterol has been associated with 
atherosclerosis. A variety' of factors can raise the 
serum cholesterol level. These include proteins, 
vitamins, and fats. Cholesterol levels tend to rise in 
persons who eat foods containing much fat or fats 
deficient in polyunsaturated fatty' acids. The level 
tends to fall in persons on a low fat diet or a diet 
rich in polyunsaturated acids. The nature of the 
fatty' acids in the diet has an effect on serum 
cholesterol levels. 

Whether such changes in the diet can maintain 
such an effect for years and whether the cholesterol 
lowering effects are beneficial for patients with 
atherosclerosis or prevent occurrence of coronary' 
heart disease are problems still open for investiga¬ 
tion. Much of the evidence of a correlation between 
diet and atherosclerosis has been' indirect and in¬ 
volves equating atherosclerosis with high levels of 
serum cholesterol. Therefore, while it is too early 
to arrive at a definite conclusion, it is wise to con¬ 
sume both butter and hydrogenated oils on the one 
hand and raw vegetable oils on the other in order 
to ensure an adequate intake of calories and poly¬ 
unsaturated acids in the diet. 

Spermicides.—Sharma and Saksena (Indian J. M. 
Sc., vol. 13, Dec., 1959) studied the spermicidal 
action of sodium nimbidinate, a bitter fraction ob¬ 
tained from the seed oil of a tree known as Melia 
azadirachta Linn, or Azadirachta indica. It is be¬ 
lieved to possess a diuretic action, while sodium 
nimbinate, a closely related salt from the same 
source, has been found to have spermicidal action. 
A sperm suspension was prepared from the epidid¬ 
ymis of rats and from human semen, and 0.3 ml. of 
this suspension was treated with different dilutions 
of the drug in equal volume. Sperms were counted 
in a hanging drop preparation under the microscope 
after 5 and 30 minutes. The spermicidal activity' on 
human semen was tested within 20 to 120 minutes 
after collection of the sample. To ensure uniformity 
of results only samples with adequate liquefaction 
time and a motility of 75% or higher were used. 
Analysis of results with rat’s sperm suspension 
showed that 2.5 and 10.0% of the sperms were dead 
in control specimens after 5 and 30 minutes re¬ 
spectively. 

The water soluble sodium nimbidinate in a con¬ 
centration of 50 mg. per 100 ml. killed all the 
sperms in 5 minutes, while the concentration re¬ 
quired to kill all sperms in 30 minutes was 2.5 mg. 
per 100 ml. The human semen usually showed high¬ 
ly motile sperms after 5 and 30 minutes in control 
samples. The lethal concentration of the drug for 
human semen was 1,000 and 250 mg. per 100 ml. in 
5 and 30 minutes respectively'. The authors pre¬ 
ferred rat’s sperm suspension from the epididy'mis, 
rather than from the testis, as the former is teeming 
with sperms and thus permits a more reliable eval¬ 
uation of the spermicidal activity. Solutions of 
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sodium ninibiclinate were prepared in normal saline 
solution to avoid the lethal action of water on 
sperms. From the results it was concluded that a 
much higher concentration of the drug is required 
to produce spermicidal action in human beings than 
is inquired to produce such action in rats but that 
in view of the abundance and low cost of this 
pioduet clinical trials would be desirable. 

Blood and Plasma Volume in Pregnancy.—Vasavada 
and Wagli (/. Obst. «& Gtjncc. India , vol. 10, Dec,, 
19o9) studied three groups of patients to determine 
the changes in blood and plasma volume during 
pregnancy. The study included 29 women who 
were \\\ the 32nd to 36th week of pregnancy, 10 in 
the 32nd to 34th week of pregnancy who were suf¬ 
fering from preeclamptic toxemia, and 18 gyne¬ 
cologic patients who served as controls. The aver¬ 
age increase during pregnancy in plasma volume 
was 3.5 liters, about 15% above normal. The aver¬ 
age blood volume in pregnancy was 5.7 liters , an 
increase of about 25%. In patients with toxemia 
the average plasma volume was three liters, which 
was less than that in the average normal woman. 
The blood volume (4.15 liters) also showed a de¬ 
crease. The figures for plasma and blood volume 
in normal adults found in gynecologic patients 
were 3.2 and 4.6 liters respectively. 

The average increase noted in this study during 
normal pregnancy was less than that reported by 
authors in the western hemisphere, whose figures 
for the average rise in plasma and blood volume 
were 30% and 40% respectively. Some of the normal 
pregnant women in this series had evidence of 
microcytic hypochromic anemia and hypoprotein- 
emia, and the difference in the weight of Indian 
women and women in the western hemisphere may 
also be responsible for the difference in the average 
rise in plasma and blood volumes in pregnancy. 
This estimation should help in the treatment of 
obstetric patients, specially those suffering from 
anemia and toxemia in assessing the degree of 
deficiency. 

Chlorpromazine in Labor.—Dass and Gaind (]. 
Obst. & Gynec. India, vol. 10, Dec., 1959) studied 
the effect of chlorpromazine on 138 patients in 
labor. In 97 other women (control series) no chlor¬ 
promazine was given. The patients in the trial gioup 
were given 25 mg. of chlorpromazine by mouth 
followed by an injection of 50 mg. of meperidine 
when labor was considered to be well established. 
An intramuscular injection of chlorpromazine was 
given only if the patient was still restless after oral 
administration of the drug. Both chlorpromazine 
and meperidine were given again after four hours 
if necessary. Control group received 100 mg. ot 
meperidine intramuscularly along with injection ot 
0.12 Gm. of phenobarbital when moderate labor 
pains had set in. A mixture containing potassium 
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bromide and chloral hydrate was given every tW 
hours Meperidine and phenobarbital 
every four hours as required. & 3 

In five of the patients in the trial group M*. 
came. to a standstill with disappearance of mm 
and m another eight patients labor was too d 
vanced to allow any correct opinion about 
effect of the drug. Of the rest, 99 patients required 
only 25 mg. of chlorpromazine and 50 mg. 0 | 
meperidine, 9 required a second dose, 15 bad tok 
given intramuscular doses in addition to ora! dose 
of chlorpromazine, and 2 required 75 mg. of chlor 
promazine. Among the controls, 86 required od 
one injection of meperidine and phenobarbital, 2 
required larger doses of meperidine, and 33 rt 
quired additional trichloroethylene anesthesi; 
Most of the patients in the control groups receive 
100 mg. of meperidine, while those in the tri; 
group required only 50 mg. About 21% in hot 
groups required larger doses. 


The patients who received chlorpromazine wei 
much quieter, more cooperative, and require 
smaller quantities of trichloroethylene than the ce 
trols, and the amount of meperidine required w 
reduced by 50%. No excitement and restlessne 
was noticed in any of the patients receiving chic 
promazine, although some authors have report 
such effects. The duration of labor was definite 
shortened after the administration of chlorpron: 
zine. In over 53% of these patients labor lasted 
hours or less, while in the control group only 36.; 
of patients had a similar duration of labor. T! 
difference was significant, as the trial group c( 
tained a larger number of primiparas. The short; 
ing of the duration was not due to an increase 
the strength of uterine contraction but probably 
its action on the hypothalamus, for the patie 
appeared relaxed, restful, and indifferent to I 
labor pains. 

The complication of uterine inertia and the 
sultant prolongation of labor was not common, 
though it has commonly been found by others v 
used larger doses of chlorpromazine. The analge 
and sedative effect of the other drugs was mu 
better after the addition of chlorpromazine. A larj 


ircentage of patients in the trial group than in t 
mtrol group were willing to have another chi 
neve was satisfactory analgesia without amne; 
jeause of the small doses used. The calming efle 
: the drug improved uterine contractions indirec 
. Only 29 patients had difficulty in recollects 
ie labor, and most of these had received a secon 
ose. The need for forceps in the trial series dun" 
ery little increase, and other obstetric abnorna 
es did not increase. Breech extractions, repair i 
re perineum, and application of low forceps w 
iuch easier, as the patient required only a * 
mount of inhalation anesthetic. The dun o 
re third stage did not vary significantly'in the 
s The incidence of postpartum hemorrM = 
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was less in the trial group; four of the control group 
required blood transfusion and in two the placenta 
had to be removed manually, but these procedures 
were not necessary in any patients in the trial group. 
Their general condition was better, serious vomit¬ 
ing was absent, and there was no dehydration or 
exhaustion. 

Eleven of the trial group had mild vomiting. 
Eighteen in the control had this complication, and 
in five of them it was severe enough to require 
intravenous replacement of fluids. Other side-effects 
of chlorpromazine were drowsiness, giddiness, pal¬ 
lor, sweating, and general flacciditv, but these were 
transitory. None of the patients showed a significant 
fall of body temperature. No effect of cldorpro- 
mazine was noticed in the infants. On the whole 
chlorpromazine was found to be useful when given 
with care. It potentiated the action of meperidine 
and made it necessary to use only half the former 
dose. No adverse effects were noticed in mothers 
given these doses or in their babies. 

Needle Biopsy of Lung.—Sarin and Bhatnager 
(Indian ]. M. Sc., vol. 13, Nov., 1959) examined 
lung biopsy specimens from nine patients with lung 
disease in whom the diagnosis could not be made 
by examining the sputum or by bronchoscopy. The 
right side of the chest was involved in six patients 
and the left in three. The biopsy, which was the 
only way to clinch the diagnosis, proved safe in all 
but one patient, who developed hemoptysis after 
the biopsy. This was, however, easily controlled. 
SLx of the nine patients had carcinoma of the lung, 
one unresolved pneumonia, one extensive fibrosis, 
and one tuberculosis with caseation. 

Blood Histamine and Skin Sensitivity.—In an at¬ 
tempt to determine the cause of tropical eosino- 
philia Jha and Sinha (Indian J. M. Res. 48:41 [Jan.] 
1960) estimated the histamine content of whole 
blood and tested the skin sensitivity' to histamine, 
the blood histamine level being known to rise in 
anaphylactic reactions and allergic disorders. The 
58 patients studied had typical clinical manifesta¬ 
tions of tropical eosinophilia, with or without a 
history of a previous attack, and had an absolute 
eosinophil count of 3,000 or more per cubic milli¬ 
meter. Control studies of 12 normal persons with 
an absolute eosinophil count of less than 750 per 
cubic millimeter, and without a history of previous 
allergic manifestations, were made. 

In both groups stools were examined for hel¬ 
minths and protozoa. Sputum specimens were ex¬ 
amined for acid-fast bacilli and eosinophils, and 
the chest was examined radiologically. The hista¬ 
mine sensitivity test was done by iontophoresis. 
The control value for blood histamine level was 
found to be 0.0566 meg. per milliliter. The values 
in the 58 patients varied from 0.076 to 0.459 meg. 
Per milliliter (average 0.230). Thus the level was 


about five times higher than the normal. There was 
no correlation between the histamine level in 
blood and the absolute eosinophil count. 

The skin sensitivity test was made in 8 normal 
subjects and 27 patients with tropical eosinophilia. 
All the controls had a normal reaction except one 
who showed a moderately positive reaction, whereas 
25 of the patients tested had a markedly or highly 
positive reaction and in the other 2 it was mod¬ 
erately positive. Although eosinophils are known 
to have a high content of histamine, the high blood 
histamine level in these patients could not be so 
explained as there was no parallelism between the 
absolute eosinophil count and the blood histamine 
content. It might, however, be due to release of 
histamine from tissues, which is known to happen 
in allergic and anaphylactic reactions. The in¬ 
creased blood histamine level and increased skin 
sensitivity to histamine as found in this study sup¬ 
ported the allergic theory - of the cause of tropical 
eosinophilia. An increased liberation of histamine 
might be responsible for the clinical manifestations 
of this condition, and the increase in number of 
eosinophils might be secondary' to the increased 
blood histamine level. The eosinophils might be 
concerned with the detoxification of histamine 
rather than its elaboration. 

The Spleen in Drug-Resistant Leishmaniasis.—Sen 
Gupta and Chatterji (]. Indian M. A. 34:81 [Feb. 1] 
1960) reported that four patients with visceral 
leishmaniasis who had failed to respond to anti¬ 
mony and aromatic diamidine compounds were 
subjected to splenectomy'. The duration of illness 
in these patients was four to five years. Macroscopic 
changes consisted of massive enlargement of the 
spleen (which was firm in consistency), thickening 
of the capsule, dark red cut siuface, and prominent 
trabeculae. 

The histological changes were those usually' asso¬ 
ciated with advanced leishmaniasis with certain 
additional features. There was marked infiltration 
of the splenic pulp with parasitized and nonpara- 
sitized histiocytes, numerous plasma cells, and some 
lymphocytes leading to attenuation of most of the 
malpighian corpuscles. The vascular bed showed 
marked dilatation and congestion and was enor¬ 
mously increased. The supportive connective tissue 
was thickened and increased. The sinusoids con¬ 
tained numerous phagocytic cells, in many of which 
Leishman-Donovan bodies and erythrocy'tes were 
found. The pulp contained leishmanial granulomas 
consisting of giant cells, epithelioid cells, or histio¬ 
cytes with or without leishmaniae surrounded bv 
masses of plasma cells and some lymphocytes. 
Evidence of reactive ln'perplasia was present in the 
form of occasional lymphoid follicles, although 
most of these were atrophic. Hemosiderotic nodules 
were present in two patients and hemopoietic foci 
were also seen. 
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The response to leishmanial infection was by 
proliferation and accumulation of histiocytes, 
plasma cells, and a few lymphocytes. The presence 
<>t granulomas was additional evidence of the 
chronic inflammatory process due to the leish¬ 
manial infection. The reactive hyperplasia could 
be compensatory. The occurrence of splenomegaly 
with vascular congestion persisting for a long time 
led to periarterial hemorrhages and production of 
siderotic nodules. The presence of hemosiderin 
granules in the macrophages could be due to in- 
cieased blood destruction, repeated transfusions, or 
both. The hemopoietic foci probably represented 
a nonspecific phenomenon related to interference 
with or inadequate hemopoiesis in the marrow. 

Arginase Inhibitor for Uremia.—D. K. Sen (Indian 
J. Surg. 21:514 [Dec.] 1959) stated that the present 
methods of treatment of renal type of uremia are 
based on the principle of eliminating urea from the 
body and that none of them give satisfactory re¬ 
sults. The patients die of salt depletion when 
intestinal dialysis, peritoneal irrigation, or artificial 
kidney arc used. The author tried to inhibit urea 
synthesis in the body and thus prevent urea re¬ 
tention. Arginase activity is essential for the synthe¬ 
sis of urea. Administration of a substance which 
would inhibit the activity of arginase should lead 
to complete stoppage of urea formation. L-lysine 
monohydrochloride is a most powerful arginase 
inhibitor in vitro. When given intravenously, it does 
not lead to any untoward side-effects and does not 
cause any significant increase in the amino acid 
pool. The effect of this amino acid was therefore 
assessed in dogs and human beings with uremia. 

When uremic dogs were given 1 Gm. of L-lysine 
HC1 in 10% solution daily, the increase in urea level 
was only 3 or 4 mg. every 24 hours, and the dogs 
survived much longer (274 to 278 hours after the 
operation), than the controls. Increasing the daily 
dose of lysine to 1.5 Gm. a day did not produce any 
further improvement in the results. Administration 
of lysine to normal dogs where no bilateral nephrec¬ 
tomy was performed resulted in some reduction of 
the urea level, but a minimal urea level was still 
maintained. Intravenous injections of 1 Gm. of 
L-lysine HC1 in three patients who had developed 
postoperative uremia resulted in a rapid fall in the 
blood urea level and simultaneous improvement in 
the clinical state. Thus the results of administra- 
tion of this amino acid to dogs and human beings 
with uremia were satisfactory. Even in patients 
with prerenal and postrenal uremia, in whom the 
causes should be eliminated, administration of 
lysine would help in reducing urea synthesis to a 
minimum until the causative factors are corrected. 

Helminthiasis.—Pohowalla and Singh (Indian J. 
Pediat., vol. 26, Dec., 1959) studied a series of 
1,722 infants and children below the age or 5 
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years to determine the incidence and nature nf 
worm infestation. Of these 23.3% were found to L 
infested with one or more types of worm t 
steady rise in the incidence of this infestation 
was correlated with the age of the children. It 
was 1.1% in the first year and 48.4% in the fifth 
year. Only seven children showed adult worms 
in stools on macroscopic examination. Ascariasis 
was most common and thread worm infestation 
the next most common. Trichiuris trichiura and Hy- 
monelopis nana were found in small numbers, and 
the absence of hookworms was conspicuous. Less 
than 50% of the children with worms had symp¬ 
toms referable to the gastrointestinal tract which 
were not entirely attributable to the infestation 


itself. Of those who had intestinal complaints 75% 
did not show the presence of worms. Of those with 
ascariasis 43.1% gave a history of having passed 
roundworms previously, most of the rest gave no 
history of passing any worms, and 12.8% had 
passed threadworms. Only 14% of those with 
threadworm infection gave a history of passing 
these worms; 63% gave no such history; and 235 
had at one time passed roundworms. 

Thirty-three children had multiple infections, the 
commonest of which were roundworms and thread¬ 
worms together. The infection was asymptomatic 
in many of these children. In this series 727 chil¬ 
dren were underweight due to malnutrition. 01 
these only 22.33% had worm infestation, while of 
the 995 who were adequately nourished 22.6% had 
worms. Thus no difference was seen in the inci¬ 
dence of worm infestation in well-nourished and 
malnourished children. Worm infestation was not 
an important contributory cause of malnutrition 
No relationship was observed between the occur¬ 
rence of convulsions and worm infestation. The 
authors warned against attributing convulsions ir 
children to worm infestation. 


evascularization of Heart.—H. K. Kamdar ant 
)-workers (Current Med. Pract., vol. 4, Jan., 1960j 
ivestigated the value of bilateral internal mam- 
i-ary artery ligation in the treatment of coronary 
rtery disease through experimental work on dogs, 
hey compared the degree of protection offered bv 
iternal mammary ligation with that offered by 
gation of the anterior descending branch of the 
Ift coronary artery and the presence or absence 
f extracoronary anastomosis between pericardio- 
hrenic artery and myocardial vessels after sue" 
gation by dye infections. In seven dogs who 
jrved as controls, the anterior descending nine 
f the left coronary artery was ligated when the 
atient was under anesthesia. All these dogs die 
rithin 2Vi days of the operation. Those who live 
■>r 2% days had hurried respiration and lay p»- 
ively. The electrocardiogram (ECG) in two 
hese dogs showed evidence of anterior myoc< ^ 
ifarction in one and ventricular fibrillation 
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other. Autopsy of four clogs showed no infarct in 
three, who died within 40 minutes of ligation, while 
histological examination in the fourth dog showed 
an early myocardial infarct. 

In 10 dogs who were protected, the internal 
mammary artery was ligated on both sides in the 
third intercostal space two weeks before the an¬ 
terior descending branch of the left coronary 
artery was ligated. Four of these dogs died. The 
ECG in one of the dogs who died showed ventricu¬ 
lar fibrillation, and this was probably the cause of 
death in the other three dogs also as they died 
within 45 minutes of ligation. The surviving dogs 
had hurried respirations and lay passively for some 
time and then became normal again. Thus they all 
showed signs of coronary occlusion. The ECG in 
four of the surviving dogs showed evidence of an 
anterior myocardial infarct. Histological examina¬ 
tion of the heart in dogs who died early showed no 
evidence of infarct. The surviving dogs were sacri¬ 
ficed later, and histological examination showed 
evidence of early healing and healed infarct. Thus 
previous ligation of the internal mammary arteries 
appeared to have a protective effect on subsequent 
ligation of the descending branch of the left coro¬ 
nary artery. 

Convulsions.—N. R. Bhaudari studied 100 consecu¬ 
tive cases of convulsions in children below the age 
of 12 years (Indian J. Pediat. 26:477 [Dec.] 1959). 
The maximum incidence for any single year of life 
occurred in the first year; 36 were less than one 
year old. The commonest cause, fever, was present 
in 38 of the patients, most of whom were between 
6 months and 2 years of age. Of these 36 had 
respiratory infections. .Fourteen of the 38 had a 
history of convulsions. These children are likely to 
develop epilepsy in later life. The second largest 
group (16) suffered from idiopathic epilepsy. 
Another 16 had meningitis and of these 12 had 
tuberculous meningitis. 

Ten patients had encephalitis; seven had hypo- 
calcemic infections, with radiographic evidence of 
rickets in four; five had mental retardation; and 
three had pyridoxine deficiency, which was shown 
by urinary saturation studies. No other cause of 
convulsions could be found in diem. One of diese 
had marked anemia and the other two moderate 
anemia; two were less than 6 months old and were 
totally breast fed. All. three were underweight, and 
all responded promptly to intramuscular injections 
of vitamin B (i . No relapse occurred during the 
period of hospitalization. One child in the series 
had a spaCe-occupying intracranial lesion and 
another had hydrocephalus. Birth injuries were 
probably responsible for the convulsions in a 20- 
day-old infant. One child had crowing convulsions, 
and one developed convulsions after a scorpion 
bite. The seizures lasted 3 to 10 minutes in most. 
In 91 they were generalized. 


Infantile Hepatic Cirrhosis.—Berry' and Sainani 
(/. Indian M. A. 34:121 [Feb. 16] I960) studied a 
series of 41 infants between 1 and 3 y'ears of age 
who had infantile hepatic cirrhosis. They observed 
that, although no definite cause was common to all, 
malnutrition due to an unbalanced diet, virus infec¬ 
tion, or both could be responsible but that congeni¬ 
tal syphilis and helminthiasis did cause cirrhosis. 
Thirty-two were from orthodox vegetarian families, 
but only nine belonged to poorer class. The rest 
came from middle-class families. The onset was 
insidious in all, until anorexia, gastrointestinal dis¬ 
orders, irregular fever, irritability', and abdominal 
swelling. Jaundice, swelling of the feet, and a 
markedly distended abdomen were late features. 
The incidence of tins disease was maximal in the 
first bom, mid the frequency' decreased as the num¬ 
ber of children increased. Four infants had older 
siblings with a history' of liver disease. All of die 
older siblings had died of it. A tendency' of 'the 
disease to run in successive children in a family' has 
been observed by' others where some sort of. infec¬ 
tion acquired from the mother has been blamed. 
Such a history was present in only' four patients in 
this series, and none of the mothers had suffered 
from jaundice during pregnancy. 

Rescinnamine.—Datey and Kurien (Current M. 
Pract. 4:15 [Jan.] 1960) studied the effect of rescin¬ 
namine on eight patients with mild to moderate 
hypertension and grade 1 to grade 2 retinal changes. 
One patient had malignant hypertension and re¬ 
ceived pentolinium tartrate in addition to rescin¬ 
namine. The ages of these patients varied from 20 
to 5S years, and the duration of therapy’ was from 
2 to 16 weeks. The drug was given three times a 
day, the total daily' dose being 0.75 to 4.00 mg. 
(average 2 mg.). Of the eight patients six registered 
a fall in blood pressure. The average blood pres¬ 
sure before therapy was 195/115 mm. Hg and after 
treatment 165/95 mm. Hg. None of the patients 
developed postural lwpotension. Only' one patient 
showed evidence of tolerance. The authors found 
this drug useful in patients until mild to moderate 
Iwpertension. It is less potent than reserpine, but 
the incidence of side-effects is low. 


UNITED KINGDOM 

Social and Preventive Medicine.—An annotation in 
the British Medical Journal of March 12 referred 
to the annual reports of the London School of Hy¬ 
giene and Tropical Medicine. It seemed novel to 
observers from overseas that the police were looked 
on as advisers whose help was sought in almost any 
problem, ranging from lost canaries to marital argu¬ 
ments. Much of the work of the police was found 
to stem from such medieosocial problems as homo¬ 
sexuality, prostitution, aggressive behavior, and 
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tuiuncy. Police and social workers emphasized that 
discharged prisoners and patients recently dis¬ 
charged from mental hospitals cause many of their 
problems. 

Another interesting finding described in the re¬ 
port was that of the Department of Human Nutri¬ 
tion, which was asked to investigate the dietaries 
of a number of hospitals in West Cornwall. The 
department found that the structure of the dietaries 
was faulty and that plate waste” was sometimes 
excessively high. They concluded that, because of 
the difficulties inherent in hospital catering, it was 
doubtful if the best of existing arrangements would 
ever be entirely satisfactory from both the catering 
and nutritional points of view. Rather than provide 
an individual service for each hospital, it might be 
better to use modern equipment and techniques to 
prepare meals in centers and to hold them in deep¬ 
freeze units until shortly before they are to be 
served to the patients. The meals could be quickly 
heated in a ward kitchen and served in the manner 
now customarily practiced in airplanes. 

The report gives the findings of a group who 
studied the effect of footwear on health. They found 
the high incidence of acquired foot defects was 
mainly caused by badly fitting shoes. This was the 
fault of the manufacturers for producing designs 
which, on physiological grounds, were bad and had 
insufficient graduations in size and shape and the 
fault of the retailers for insufficient training of sales 
staff. It is also the responsibility of the wearer to 
acquire more education on the subject. The misery 
resulting from unsuitable footwear will persist un¬ 
til persons demand shoes which fit, are functional, 
and support the feet. At the same time such shoes 
could be attractive in appearance. 

Menstrual Hormone.—An annotation in the Brit¬ 
ish Medical Journal of March 19 stated that the 
idea that menstrual blood is something more than 
ordinary blood and that it contains substances of 
which the body must rid itself must be very old. 
The first serious scientific work on menstrual toxin 
is probably that of O. W. Smith, although compara¬ 
tively little attention has been paid to her views. 
Recent work, based on sound and accepted pharma¬ 
cological principles, has shown the presence of 
slowly acting plain-muscle stimulants in human 
endometrium and has provided evidence that these 
or similar substances not only appear in menstrual 
blood but also circulate in the systemic blood dur¬ 
ing menstruation. 

The active agents are lipids whose pharmacologi¬ 
cal behavior is such that they cannot be classified 
as acetylcholines, histamines, or 5-hydroxytrypta- 
mines. They are probably long-chain fatty acids. 
V. R. Pickles studied the myometrial responses to 
extracts of menstrual fluid and found that human 
myometrial strips and the guinea-pig uterus are 
stimulated in vitro, while intravenous or mtracar- 
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mac injections m the guinea-pig cause uterine 
contractions in vivo. The response of human mvo 
metrial strips may consist of coordinated contrac¬ 
tions of the same frequency as the normal menstrual 
contractions of the uterus described by H. Hinsei- 
inann and by H. Schroder. It is suggested that 
these are responsible for the expulsion of menstrual 
fluid. 


Additional evidence suggesting a physiological 
role of these substances comes from the fact that 
they can be detected in premenstrual, but not in 
preovulatory, endometrium and have been found in 
the circulating blood during menstruation hut not 
eight days later. Pickles suggested that the normal 
contractions of the menstruating uterus may be 
explained as myometrial responses to a substance 
with the properties of the menstrual stimulant 
which pass from the endometrium to the myo¬ 
metrium, either by some local route or through the 
general circulation. It is possible that this mechan¬ 
ism could also be the basis for the abnormal 
contractions which occur in dysmenorrhea. In this 
respect it is perhaps striking that the most sensitive 
human myometrial strips used by Pickles came from 
a 4-4-year-old patients uterus which had been re¬ 
moved because of incapacitating dysmenorrhea. 


New Drugs for Leprosy.—At a meeting of the Royal 
Society of Tropical Medicine and Hygiene in Lon¬ 
don, trials with new drugs for the treatment of 
leprosy were discussed. Dr. Davey compared the 
bacteriological response (plotted as the bacterial 
index) to a new drug with the average response 
obtained from the accumulated experience in a 
large number of patients receiving diaminodi- 
phenylsulfone (DDS). He described how a new 
thiourea derivative, Ciba 1906, had been exten¬ 
sively studied at the Leprosy Service Research 
Unit, Uzuakoli, Nigeria, and said that it was found 
to be as active as or slightly more active than DDS. 
In doses of 3 Gm. daily by month, the drug pro¬ 
duced no toxic symptoms or lepra reactions, but if 
given over long periods there was evidence of drug- 
resistance between the 36th and 44th month. It is 
advised that Ciba 1906 should not be given for 
more than two years. The drug is particularly use¬ 
ful in those patients who are hypersensitive to 

DDS. , 

The results of trials with another drug, btisui 
(diethyl dithiolisophthalate), are also promising. It 
can be administered by inunction. Its objection¬ 
able smell can be masked. When Etisul aloneW 
(riven the improvement was greater than with L> 
for the first four months, but then resistance ap¬ 
peared. The current trials suggested that Etisul’ 
combination with Ciba 1906 or DD pr 
improvement for six months or more and tint 
results are superior to those obtained wit e 
latter drugs alone. The activity of Etisul I 
ably due to the release of ethyl mercaptan. 
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THE SMOKING CONTROVERSY 

To the Editor :—Congratulations on the publication 
of the recent article “Statistics and Tobacco.” 1 It 
is either the first or one of the first published by 
The Journal giving the fallacies in some of the 
data used to support an alleged relationship be¬ 
tween smoking and lung cancer. Science itself and 
the attitude of the public to scientific problems will 
correctly develop only when both sides of a prob¬ 
lem are presented. To correctly interpret scientific 
data, it is necessary to give equal thought to those 
Endings that seem to be in opposition to one’s own 
views. A few recent observations will show' the 
necessity for continued scientific evaluation of the 
problem of the rising incidence of lung cancer. 

There is no significant correlation between the 
amount of tobacco consumed and the death rate 
from cancer of the lung in the United States.' In 
England and Wales the number of deaths attributed 
to cancer of the lung over the last 25 years has been 
much greater than the increase in tobacco con¬ 
sumption; 1 There is, hou'ever, a significant correla¬ 
tion in the United States betsveen the ratio of popu¬ 
lation to physicians and the ratio of population to 
beds and the number of reported deaths from can¬ 
cer of the lung.' The number of deaths from cancer 
of the lung in each county in Texas is related to 
the number of doctors and the number of hospital 
beds. 4 Therefore, better diagnoses, decrease in the 
number of deaths from infectious diseases by both 
prevention and therapy, and the increase in the 
percentage of older persons in the population seem 
to be more significant factors to account for the 
apparent increase in the frequency of carcinoma 
of the lung than any one carcinogen or group of 
carcinogens.' 

Every physician knows that coronary occlusion 
is a frequent cause of death in a person with hyper¬ 
tension. The statistical relation between smoking 
and hypertension and smoking and coronary occlu¬ 
sion is most interesting. The death rate from coro¬ 
nary heart disease among regular users of cigarettes 
is 63% higher than the rate for non-smokers, but 
the death rates from hypertension, cerebral vascular 
lesions, chronic nephritis, and chronic rheumatic 
heart disease are no higher for heavy than for light 
smokers. 3 

Hammond 8 has made the following statement. 

It is not certain why the death rate of cigar and 
pipe smokers was lower than the death rate of 
cigarette smokers. However, it is reasonable to sup¬ 
pose that tobacco smoke is more likely to have an 


effect upon a person who inhales the smoke than 
upon a person who does not inhale the smoke.” 
Doll and Hill, 3 statisticians of equal renown, ob¬ 
served that “it would appear that lung-carcinoma 
patients inhale slightly less often than other pa¬ 
tients.” Cornfield and associates ‘ point out that 
this is contradictory to the relationship between 
smoking and lung cancer. Why do most heavy 
cigarette smokers fail to develop lung cancer if 
cigarettes are in fact a causal agent? In our study 
of smoking and disease, 8 97.2% of the white men 
who had smoked cigarettes for 16 years or longer 
did not have lung cancer at the time of the survey, 
according to the medical records. 

Although condensed tobacco smoke contains sub¬ 
stances that are carcinogenic for mouse and rabbit 
skin, it does not necessarily follow' that these sub¬ 
stances are also carcinogenic for human lungs nor 
does it follow' that they are not. 7 The experimental 
production of cancer of the skin of animals smeared 
w'ith tobacco smoke condensates does not in itself 
prove that cigarette smoking is a direct cause of 
lung cancer.® When an agent has been shown to be 
carcinogenic for rabbits as w'ell as for several dif¬ 
ferent inbred strains of mice, there is reason, ac¬ 
cording to Hammond,® to suppose that it is prob¬ 
ably carcinogenic for other species, including man. 
Anyone familiar with the biologic action of carcino¬ 
genic agents recognizes the fact that different tis¬ 
sues within the same animal may respond differently 
to the same carcinogen. I have produced multiple 
tumors in the lungs of white Pekin ducks with 
methylcholanthrene but have not observed any 
tumors w'hen the same agent was put into the 
esophagus. 9 

In 1959 it w'as stated by members of the Public 
Health Service 7 that “the vital statistics and nec¬ 
ropsy data that support the presumption of a real 
increase in lung-cancer risk certainly apply to the 
years after 1920” and that “because of the uncertain¬ 
ties associated w'ith changes in diagnostic accuracy, 
no firm conclusions can be reached on whether the 
rate of increase in lung-cancer mortality has, in 
truth, accelerated since 1920.” The chief 10 of the 
epidemiology section of the National Cancer Insti¬ 
tute recently pointed out that the “International 
Lists of Causes of Death” did not separately list 
cancer of the lung and pleura, or even cancer of 
the respiratory system as a whole, until the fourth 
revision, first used in 1930. Prior to 1930 the term 
bronchogenic carcinoma was lumped with 90 other 
cancers of various sites. Between 1930 and 1938, 
w’hen this diagnosis appeared on a death certificate 
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it was,tabulated with cancer and other malignant 
tumors of other respiratory organs, that is, with 
tumors other than those designated as larynx or as 
lungs and pleura. It was not until the fifth revision 
came into use in 1939 that deaths which physicians 
charged to bronchogenic carcinoma were separately 
identified in official statistics. A variation does occur 
in the interpretation of scientific data within the 
Public Health Service, as I pointed out in the con¬ 
gressional hearing 1 * and as was cited by Berkson 
in The Journal. 1 This governmental agency should 
not be criticized because there are differences of 
opinion among its members, but these facts should 
be given to the public when these opinions have 
been arrived at by responsible investigators. 

Cutler *' in 1955 summarized 14 retrospective 
studies on lung cancer and smoking and showed 
that the estimate of relative risk of smokers and 
nonsmokers for developing lung cancer varied from 
1.2 to 36.4 for all smokers and from 1.9 to 79.0 for 
heavy smokers. It is inadvisable 13 to convert a pipe 
and cigar smoker into a statistical cigarette smoker 
by considering a cigar equal to five cigarettes and 
a pipeful of tobacco equal to two and one-half 
cigarettes as Doll and Hill a did, nor is it advisable 
to consider one cigar the equivalent of 10 cigarettes 
and one-half can of pipe tobacco or more the 
equivalent of 21 or more cigarettes as Sadowsky 
and others 14 did. 

In 195S Lilienfeld, 13 in studying the differences 
between smokers and nonsmokers, observed that 
cigarette smokers marry more often, move more 
frequently, change jobs more often, are hospitalized 
more often, and participate in more sports than 
nonsmokers do. Also, the parents of nonsmokers 
are more often foreign born than those of smokers. 
“The degree of difference,” according to Lilienfeld, 
“between smokers and nonsmokers was not suffi¬ 
cient to account for the high degree of association 
between cigarette smoking and lung cancer and 
therefore could not influence the causal inference 
derived from this association, though it might be 
sufficient to explain the association of cigarette 
smoking with peptic ulcer and coronary artery 
disease 

' It was found in Scotland in 1958 that women 
who were in paid employment and those who were 
occupied only with household duties did not diffei 
significantly in their smoking habits. 10 Men who 
were not churchgoers were more likely to smoke 
heavily, and “men who took alcohol legulaily i. e., 
at least once a week—were much more likely to be 
heavy smokers.” Probably the most significant fact 
that emerged from their analysis, according to the 
Scottish investigators, was that “over half of the 
men started to smoke in their first job when they 
had newly achieved the status of wage earners. 
Furthermore, “the lower the social-class level, the 
higher the ratio of smokers to nonsmokers, the 
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greater the proportion of heavy smokers, and th 
earlier the age at which regular smoking lZ 
Further evidence of the connection between nV- 
smoking and middle-class respectability’ was ml 
vided by the association of nonsmoking with i 
stention from alcohol and with church attendant ’ 
The study- 17 made in 1958 by the staff of i 
American Cancer Society on cigarette smokin« 
among high school students includes the following 
observations. 1. Parental smoking behavior is 4 
nificantly related to the smoking behavior of M 
school students. 2. The smoking behavior of hois 
tends to conform more closely to that of the father, 
whereas the smoking behavior of girls follows more 
closely that of the mother. 3. If one parent his 
stopped smoking and the other continues to smoke, 
the proportion of students who smoke is somewhat 
higher than in families in which neither parent 
smokes but remains lower than the proportion ir 
families in which both parents continue to smoke 
4. In families in which the father smokes, but no! 
cigarettes, and the mother smokes cigarettes, thr 
percentage of smokers among the children is abou 
the same as in those families in which both parent 
smoke cigarettes. 5. The percentage of smokers i 
higher among students in parochial high school 
than in public city high schools. 6. The percentag 
of smokers in a family is inversely related to tb 
educational level of the parent. 7. In families o 
parents of little education smoking is taken up a 
an earlier time, but the educational level does no 
affect whether or not smoking is eventually take 
up within the high school years. 8. The percentag 
of smokers is higher among students who hav 
taken or are taking general mathmatics rather tk 
algebra. 

These scientific observations indicate that lmic 
more study is needed in order to clarify the que: 
tions regarding smoking and lung cancer. 

R. H. Higdon, M.D. 
University of Texas 
Galveston 
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ADDITIONAL COMMENTS ON 
LUNG CANCER 

To the Editor:—In connection with the reservations 
expressed editorially (/. A. M. A. 171:2104 [Dec. 12] 
1959) regarding the causal relationship between 
cigarettes in smoking and lung cancer presented 
bv the Surgeon General of the Public Health Serv¬ 
ice (/. A. M. A. 171:1829 [Nov. 28] 1959) and the 
questions raised by Berkson (/. A. M. A. 171:967 
[Feb. 27] 1960), attention is directed to a report 
just issued by the World Health Organization 
(Epidemiology of Cancer of Lung: Report of Study 
Group, WHO Technical Report Series, no. 192, 
Geneva, 1960). The study group members were 
Richard Doll and R. E. Waller of England, Harold 
F. Dorn and Morton Levin of the United States, 
Leiv Kreyberg of Norway, Erkki A. Saxen of Fin¬ 
land, Daniel Schwartz of France, M. Segi of Japan, 
and L. M. Shabad of U.S.S.R. Dr. Doll was the 
chairman and Drs. Dorn and Levin were corap- 
porteurs. The meeting was held in Geneva on 
November 16 to 20, 1959. 

In section 3.1, page 4, of the report which deals 
with cigarette smoking, the following statement is 
made. “The Study Group unanimously agreed that 
there was no reason to modify the conclusions 
reached by [previous] experts that the sum total 
of the evidence available today was most reason¬ 
ably interpreted as indicating that cigarette smok¬ 


ing is a major causative factor in the increasing 
incidence of human carcinoma of the lung.. Recog¬ 
nizing that this conclusion has not been accepted 
by all who have studied or written on the subject, 
the Study Group agreed that while some, of the 
criticisms levelled did suggest avenues for farther 
investigation, none could be considered as casting 
any serious doubt on the conclusions reached on 
the basis of the extensive studies already made.” 

Michael B. Shimkix, M.D. 
National Institutes of Health 
Bethesda 14, Md. 

CYTOLOGICAL SCREENING 

To the Editor :—The editorial, “Cvtological Screen¬ 
ing Techniques,” in The Journal, March 12, page 
1165, is a well-intended and effective statement in 
behalf of an exceptionally worthy project, the in¬ 
creased use of cvtological screening for uterine can¬ 
cer. It would seem desirable to add one more 
thought. The pathologist, whose trained eye and 
judgment are so kindly recommended for counsel 
in subsequent steps, has also a useful role in the 
cvtological step. Problems in interpretation and 
correlation of smear and biopsy findings are fre¬ 
quent and unpredictable. The solution of these 
problems can often be expedited or even more safely 
assured by close counsel between the attending 
physician, a pathologist whom he knows personally 
and understands, and the pathologist-supervised 
screener. 

Accordingly, to balance the well-taken point that 
“mail-order” screening puts cytology within reach 
of all physicians, it might be added that this 
reassuring thought need not obscure the potentially 
greater advantages of using local, properly super¬ 
vised screening facilities where they are available. 

A. F. Browx, M.D. 

1509 E. Wilson Ave. 

Glendale 6, Calif. 

DETACHABLE LABELS ON SAMPLES 

To the Editor:— How long will it Lake various drug 
companies to use detachable labels on their 
samples? We are deluged with samples, and many 
have a good deal of value but have labels which, 
so to speak, require a “crowbar” to get them off. 

I throw samples with such labels in the wastebas¬ 
ket in disgust. The Journal might publish this in 
the hope that someone will take the hint. 

Arthur M. Sonxelaxd, M.D. 
Suite SOS, Herald Building 
Bellingham, Wash. 
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rinSICIAN who WAS nominated for president 

James .A. I obey, Dr.P.H., LL.D., Newtown, Conn. 


■ . «, of this Republic, numerous 

i .Viiii'ViV.in medical profession have 
■ ■ rnhlic office. hut never the highest. In 
' -.-n.-n'ro* their customary functions as state and 
( commissioners, physicians have served 

,,‘:!u)ots of cities, as governors and legislators of 
n},uV.'. .is nu’inhers of Congress, as cabinet officers, 
im j in one instance as a justice of the Supreme 
Court.* 

fn contrast to the situation in the Central and 
South American nations, where medical men fre¬ 
quently have been chief executives (as in Brazil 
today), no president of the United States has had a 
medical background. No presidential candidate 
chosen by a major political party has been a physi¬ 
cian, but on one occasion a prominent member of 
the profession sought and almost achieved the 
nomination. 

The interesting event occurred 40 years ago, in 
1920, when Major Gen. Leonard Wood came to the 
Republican national convention with more pledged 
delegates than any other candidate. He held the 
lead for a number of ballots, but never was able to 
muster more than 314 Mj votes, about half the re¬ 
quired total. Out of this unfortunate deadlock 
emerged a dark horse, an attractive but relatively 
obscure senator from Ohio named Warren G. Har¬ 
ding, who was nominated and overwhelmingly 
elected. General Wood also had been proposed for 
the presidency in 1916, but in that year the nomi¬ 
nation went to Charles E. Hughes, who was nar¬ 
rowly defeated by the Democratic incumbent, 
Woodrow Wilson. 

Leonard Wood, born in Winchester, N. H., on 
Oct. 9, 1860, received his M.D. degree from Har¬ 
vard Medical School in 1884. After an unsuccessful 
and frustrating year of private practice in Boston, 
he decided to enter the U. S. Army, but at that 
time the only available appointment was as a con¬ 
tract surgeon in Arizona, which he accepted. In 
1886 he was commissioned first lieutenant in the 
medical corps and proceeded to distinguish him¬ 
self in the Apache uprising, so much so that he was 
awarded the country’s highest military decoration, 
the Medal of Honor. 

In 1891 Dr. Wood was promoted to captain and 
in 1895 was transferred to Washington, D. C. Here 
he counted President and Mrs. McKinley among his 
patients, and here he became friendly with an ac¬ 
tive Assistant Secretary of the Navy named Theo¬ 
dore Roosevelt. 


When the war with Spain broke out in 
1 eddy Roosevelt promptly organized the first U.$. 
volunteer cavalry, popularly known as the JM 
Riders, with Wood as colonel and himself as lb 
tenant colonel. This colorful unit saw action at Las 
Guasimas in Cuba in June and shortly thereafter at 
San Juan. Wood was brevetted as brigadier general 
and in October became military governor of dis¬ 
ease-ridden Santiago. In December, now a major 
general of volunteers, he was appointed military 
governor of Cuba, a position he held until May 
20, 1902, when Cuba reverted to the Cubans. 

In February, 1901, President McKinley promoted 
Dr. Wood from his permanent rank of captain in 
the Army to brigadier general, despite vociferous 
complaints from his many seniors and some hostility 
in the Senate. Another favored officer who re¬ 
ceived similar advancement, in 1906, was Captain 
John J. Pershing, who was promoted by President 
Roosevelt to brigadier general over 862 senior offi¬ 
cers. 

During Dr. Wood’s tenure as governor of Cuba 
his engineers made Havana the cleanest city in the 
world. This feat reduced the incidence of typhoid 
and other enteric diseases, but the ubiquitous yel¬ 
low fever and malaria continued to flourish. When 
the Yellow Fever Commission, directed by Major 
Walter Reed, arrived in Cuba in 1900, General 
Wood ardently supported this work which, at the 
cost of the life of Dr. Jesse W. Lazear, proved that 
yellow fever was transmitted by the mosquito now 
known as the Aedes aegypti. When Col. William C. 
Gorgas applied this knowledge in Havana, yellow 
fever was conquered there, as it was later in 
Panama. 

After service in the Philippines, Dr. Wood, pro¬ 
moted to major general in 1903, was called to 
Washington in 1910 to become Chief of Staff. In 
this office he had to contend with the strongly en¬ 
trenched position of another former medical officer, 

' the Adjutant General, Major General Fred C. Ains¬ 
worth, who had entered the'Army in 1874 in the 
Medical Corps. Ainsworth was retired in 1912, an 
for the next two years General Wood reigne 


upreme. . , Q , <r 

At the end of his four-year term as Chief ot * > 
General Wood became commander of the Depai • 
lent of the East. World War I had begun m W 
ope, and Wood, foreseeing our eventual en ry 
his conflict, organized the officers trai " 1I . 1 S , j 
t Plattsburg, N. Y., which the Roosevelt boys j 
iany others attended. When the United 


1-12 




MISCELLANY 


297 


i 

Vol. 173, No. 3 

entered the war in April, 1917, he was the senior 
officer in the Army and hoped for, and deserved, 
a command in Europe. He trained the S9th Divi¬ 
sion in Kansas, but was abruptly removed from 
his command just as the division was about to 
embark. He then trained the 10th Division, while 
General Pershing took command of the American 
Expeditionary Force. 

This harsh treatment of General Wood by Presi¬ 
dent Wilson and Secretary of War Baker made 
Wood more of a public figure than ever. Although 
he had been passed over for the Republican nomi¬ 
nation for president in 1916, he was a very active 
candidate in 1920, but lost out in the smoke-filled 
room. In 1921 President Harding sent him to the 
Philippines as governor general, where he served 
with distinction until his death on Aug. 7, 1927. 
He died in Boston after the third operation for a 
tumor of the skull, due to an accident in Santiago, 
Cuba, about 30 years earlier. 

Those of us who had the privilege of meeting 
General Wood, remember him as a stalwart, ath¬ 
letic man, with a massive head. He walked with 
a rolling gait, because of partial paralysis on the 
left side. He was a convincing, if not eloquent, 
speaker. It is interesting to speculate what might 
have been the course of American history had he 
become president, and who might have succeeded 
him had he died in office during a second term. 
Certainly he would have been a strong president, 
which unfortunately cannot be said of the gentle¬ 
man who was elected in 1920. 
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PRACTICES RELATING TO NURSES 
FROM ABROAD 

Statement by the American Nurses’ Association 

As the professional organization for registered 
nurses in this country, the United States member 
of the International Council of Nurses, and an offi¬ 
cial sponsor of the Department of State’s Exchange- 
Visitor Program for Nurses, the American Nurses 
Association (ANA) is concerned about practices 
relating to foreign nurses in this country' under the 
Exchange-Visitor Program or on immigration visas. 

The ANA strongly' commends and supports the 
purposes and objectives of the Exchange-Visitor 
Program as outlined in the Information and Edu¬ 
cation Act of 1948. The basic aim of the Exchange- 
Visitor Program for Nurses is to afford educational 
experience for nurses to help them improve their 
knowledge and skills which will be useful when 
they' return to their own countries and, by provid¬ 
ing them such experience, to promote better under¬ 
standing of die United States. Aware of the values 
of this program, the ANA recognizes the need to 

ua 


safeguard its purposes and objectives and, at the 
same time, to protect the practice of nursing in 
the interests of the public. 

Many' complaints about abuses of the Exchange- 
Visitor Program for Nurses have come to the atten¬ 
tion of the American Nurses’ Association. Among 
such reported abuses are die following: mislead¬ 
ing advertisements which promise, but do not ful¬ 
fill, planned educational experience for foreign 
nurses; inadequately' supervised programs; em¬ 
ployment of foreign nurses to help meet the service 
needs of an institution, which leads to unsound 
poystice; and paymient of low stipends to foreign 
nurses, which tends to lower the economic status 
of American nurses. 

Such practices, representing deviation from the 
original intent of the Exchange-Visitor Program, 
lead to serious consequences. This is especially' true 
when the program is used as an employmient in¬ 
strument rather than an educational program. 

The ANA is equally' concerned with the recruit¬ 
ment of foreign nurses under immigration visas for 
the express purpose of tlieir employment in the 
United States without adequate regard for licensing 
requirements or for their qualifications to carry' out 
functions they are called on to perform. The ANA 
recognizes as acceptable practice the employment 
of graduate nurses who wish voluntarily to immi¬ 
grate to the United States, provided they have 
adequate educational preparation for the functions 
they are expected to perform, are able to meet the 
licensing requirements for registration in a state, 
and possess a sufficient command of the English 
language to permit them to practice safely. 

In view of the shortage of nursing personnel the 
world over, the ANA opposes the active recruiting, 
by advertisements or other inducements, of nurses 
from countries which are critically short of nurses. 
The ANA likewise condemns the practice of em¬ 
ploying as subsidiary' workers nurses who cannot 
meet licensing requirements. This practice is espe¬ 
cially dangerous if such personnel are assigned 
responsibilities which should be restricted to quali¬ 
fied graduate nurses. Such employment practices 
not only' run counter to accepted international pro¬ 
fessional concepts of good musing education and 
practice but jeopardize the safe care of patients 
in the United States. 

The American Nurses’ Association, therefore, 
commends the purposes and objectives of the Ex¬ 
change-Visitor Program and approves the legiti¬ 
mate employment of nurses in die United States 
under immigration visas, provided they' meet re¬ 
quirements for licensure, but deplores abuses of 
the Exchange-Visitor Program leading to corruption 
of the original intent of the program and to unsafe 
nursing practice and the indiscriminate recruitment 
of nurses from odier countries for the purpose of 
their employment as nurses in the United States. 

Judith G. Whitaker, R.N. 

Executive Secretary. 


This statement is slightly abbreviated. 
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MEDICAL LITERATURE ABSTRACTS 



INTERNAL MEDICINE 


Effect of Thoracolumbar Sympathectomy on the 
Clinical Course of Primary (Essential) Hyperten- 
sion: A Ten-Year Study of 100 Sympathectomized 
Patients Compared with Individually Matched, 
Symptomatically Treated Control Subjects. \ 
Evelyn, M. M. Singh, W. P. Chapman, and others.' 
Am. J. Med. 2S-.1SS-221 (Feb.) 1960 [New York]. 


Fhe first 50 men and the first 50 women with 
primary (essential) hypertension, on whom thora¬ 
columbar sympathectomy was performed by Smith- 
wick in the Massachusetts General Hospital be¬ 
tween 1940 and 1945, were followed up by the 
authors for 10 years. Control data were obtained 
from the records of nearly 1,500 patients with 
essential hypertension who had received sympto¬ 
matic therapy only and had been followed up in 
one of 3 cooperating hypertension clinics, (Massa¬ 
chusetts General Hospital, Boston, Columbia-Pres- 
byterian Medical Center, New York, and Royal 
Victoria Hospital, Montreal) for a minimum of 10 
years, or until death. The matching of propositi 
and control patients was “blind,” on the basis of 
the initial findings only, so that each surgically 
treated patient was paired with a control patient, 
of the same sex and of closely similar age. who 
resembled the propositus with respect to the pre¬ 
operative grades for each of the principal clinical 
and laboratory findings which reflect the course of 
hypertensive vascular disease in respect to blood 
pressure, cardiac, cerebral, renal, and retinal 
changes. Despite several admitted but unavoidable 
shortcomings, detailed comparison of the preop¬ 
erative clinical findings in the 2 series did not in¬ 
dicate systematic bias in either direction. 

A significant reduction in blood pressure was 
arbitrarily defined as a decrease of 2 or more grades 
in the average blood pressure measured under 
casual conditions, with the patient in the lying or 
sitting position. A lasting blood pressure reduction 
of this degree occurred in about 33% of the pa- 


The place of publication of the periodical appears in brackets pre¬ 
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tients in the surgical series; but when those who 
died or had major complications despite the de¬ 
crease in blood pressure were excluded, there re¬ 
mained only 10 men and 10 women whose blood 
pressure was significantly reduced, and who were 
ahve and well at the end of 10 years. A similar 
favorable outcome occurred in only one patient in 
the control series. The operation was more effec¬ 
tive in reducing the average level of blood pressure 
than in preventing the occurrence of occasional 
high values which, even in patients with the most 
clear-cut reduction of blood pressure grade, often 
reached levels almost as high as the highest re¬ 
corded preoperatively. The average difference be¬ 
tween the maximum preoperative and maximum 
postoperative blood pressures of the surgically 
treated patients was a decrease of 21 mm. Hg 
systolic and 15 mm. Hg diastolic, as compared with 
an increase of 7 mm. Hg in the systolic pressure 
and no change in the diastolic in the control pa¬ 
tients. Orthostatic hypotension, which occurred in 
almost all the patients in the immediate postopera¬ 
tive period, was still present in about half of the 
survivors at the end of 2 years, the proportion be¬ 
ing at least as high in those who were destined to 
die within the next 8 years as in those who survived 
the full 10-year period. Relatively slight degrees of 
orthostatic hypotension were still present in about 
20% of the survivors at the end of 10 years. 

Improvement of 2 or more grades in cardiac 
status did not occur in any patient in tire control 
series, but at the end of 10 years cardiac symptoms 
had improved to this extent in 2 surgically treated 
patients, and electrocardiographic abnormalities had 
decreased by 2 grades in another. The incidence of 
unfavorable changes in cardiac status was lower in 
the surgical series than in the control series, the 
frequency of deterioration in cardiac symptoms, 
heart size, and electrocardiogram being 37, 4 and 
14%, respectively, in the surgical series, and 43,19, 
and 26% in the control series. Headache of moderate 
severity was significantly improved in 58% of t' ie 
surgically treated patients, and in 41% of the con¬ 
trol patients, but headache of grade 4 severity was 
seldom relieved, all 6 patients with headache o 
this intensity having died after an average interval 
of only 8 months. Cerebrovascular accidents oc¬ 
curred during the 10-year period in 62% of the 
surgically treated patients who had had a stro »'<• 
before the operation, and in 28% of those wno 
not, the corresponding figures for the control sene 
being 45 and 24% respectively. The incidence 
deterioration in renal symptoms, proteinuria, * 
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renal function was only 15, 5, and 26% in the sur¬ 
gically treated patients, as compared with 25, IS, 
and 36% in the control patients. Sympathectomy 
was significantly more effective than symptomatic 
management in bringing about the resolution of 
retinopathy and papilledema, as well as in reducing 
the frequency with which these complications oc¬ 
curred in patients who had been free of them at 
the start of the follow-up period. 

The mortality rate at the end of 10 years was 41% 
in the surgical series (48% in men; .34% in women), 
and 47% in the control series (54% in men; 40% in 
women). A large fraction of the sex difference in 
mortality rate was due to the higher incidence of 
serious preoperative hypertensive complications. 
The clinical condition of those who survived the 
10-year follow-up period was relatively satisfactory, 
the incidence of serious disability due to complica¬ 
tions of the disease having been only 15% in each 
series. The results of this investigation confirm pre¬ 
vious reports that thoracolumbar sympathectomy 
brings about favorable and occasionally dramatic 
changes in some of the clinical manifestations of 
hypertension in certain patients. However, as judged 
by the results of a direct comparison between sur¬ 
gically treated patients and individually matched 
control subjects, the over-all effect of the operation 
on morbidity and mortality in this small consecu¬ 
tive theories of cases was somewhat disappointing. 

Quinidine in Chronic Atrial Fibrillation. I Freeman 
and J. Wexler. Am. J. M. Sc. 239:1S1-1S6 (Feb.) 
1960 [Philadelphia]. 

The records of 100 consecutive patients, admitted 
to the Veterans Administration Hospital, Baltimore, 
between 1946 and 1952, with heart disease and 
atrial fibrillation of at least 2 weeks’ duration, were 
reviewed. All had a history of cardiac decompensa¬ 
tion or were decompensated upon admission, had 
evidences of valvular or myocardial disease, and 
were treated by bed rest, salt restriction, digitaliza¬ 
tion, and mercurial diuretics when necessary. An¬ 
other series of 100 unselected patients, admitted 
between 1953 and 1958, were treated in the same 
manner with the addition of anticoagulants and 
quinidine. Bishydroxycoumarin (Dicumarol) was so 
administered that the prothrombin times ranged in 
the neighborhood of twice that of the untreated 
patients for a period of 12 to 14 days prior to the 
administration of quinidine. This was done in def¬ 
erence to those who believe that restoration to 
normal sinus rhythm increased embolization, and 
on the assumption that a 2-week period of anti¬ 
coagulant therapy would prevent new thrombus 
formation and permit existing thrombi to organize. 
Quinidine sulfate was then administered in doses 
of 0.2 Gm. every 2 hours for 6 doses. An electro¬ 
cardiogram was taken between the 4th and 5th 
doses. If the QRS duration was not increased by 


25% or more, the remaining 2 doses of the series 
were administered. If severe nausea, vomiting, 
diarrhea, tinnitus, or prolongation of the QRS com¬ 
plex beyond 25% of that of the untreated patients 
occurred, the drug was withdrawn. If no untoward 
effects were noted, the schedule was repeated on 
the following days, with an increment of 0.2 Gm. of 
quinidine sulfate per dose per day until reversion 
was effected, toxic effects were evident, or a dose of 
1 Gm. every' 2 hours was reached. A maintenance 
dose of 0.2 to 0.4 Gm. of quinidine sulfate was 
given every 6 hours if reversion was accomplished. 
Dicumarol therapy was maintained for an addi¬ 
tional 3 days after reversion. 

Prolongation of the prothrombin time to twice 
that of the untreated patients was effected by Di¬ 
cumarol administration over a period of 12 to 14 
days prior to attempted reversion. Fifty-seven of 
the treated group reverted to normal sinus rhythm, 
and their conditions were so maintained on smaller 
doses of quinidine throughout the remainder of 
their respective periods of hospitalization. There 
was one death secondary to resistant decompensa¬ 
tion and there were no embolic complications in 
the group receiving anticoagulants and quinidine, 
compared with IS deaths and a 4% incidence of 
nonfatal thromboembolic complications in the un¬ 
treated group. Ten patients who were still decom¬ 
pensated at the time of the attempted reversion, in 
spite of intensive therapy for 14 days, achieved 
compensation upon reversion and maintenance of 
normal sinus rhythm. Patients with bundle-branch 
block and marked cardiomegaly fared no worse 
than others. From these observations it appears 
safe and desirable to use vigorous measures direct¬ 
ed toward establishing normal sinus rhythm on all 
hospitalized patients with chronic atrial fibrillation. 

Variations in Serum Lipid Concentration and Clini¬ 
cal Coronary Disease. M. E. Groover Jr., J. A. Jerni- 
gan, and C. D. Martin. Am. J. M. Sc. 239:133-139 
(Feb.) 1960 [Philadelphia]. 

An executive health program was begun at the 
instigation of the Surgeon General of the United 
States Air Force in the spring of 1950. The primary 
aim was a reduction in the incidence of clinical 
manifestations of coronary artery disease among the 
general officers and civilian executives at Air Force 
headquarters. Because of this primary aim, records 
were organized and laboratory studies were select¬ 
ed to add as much information as possible to the 
problem of atherosclerosis. Special emphasis was 
placed on a study of the cardiovascular system. 
In support of this study serum was examined for 
the determination of cholesterol, phospholipids, and 
lipoprotein fractionization by the ultracentrifuge 
and by a special study of electrophoretic patterns. 
Later, special studies were begun for the purpose of 
determining the cause of widely varying serum 
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lipid levels. The laboratory studies were done at 
the time of the annual examination, and were re- 
peated when the patients returned for any reason, 
t lie number of persons studied had reached 509 by 
Jan. 1, 1959. J 

One of the first points that was impressed upon 
the authors was the tremendous variation in serum 
cholesterol, phospholipids, and total lipoproteins. 

1 he variation was noted in all 3 laboratories doing 
cholesterol determinations and in both of the lab- 
01 atones doing lipoprotein studies. To determine 
the relationship between clinical coronary artery 
disease and serum cholesterol concentration, 177 
persons were selected, each having had 6 or more 
cholesterol determinations yearly for at least 5 
years. Myocardial infarction developed in 16 pa¬ 
tients in the group that showed the greatest varia¬ 
tions in serum cholesterol. The variations were 
usually elevated considerably, 25% or more above 
the 5-year average. The variation in serum lipids 
seems to be more significant than the concentration 
in predicting the tendency to develop clinical evi¬ 
dence of coronary disease. * 

Is Mitral Stenosis More Severe in Men? G. Ricor- 
deau, J. L. Chewier, D. Dubost, and C, Dubost 
Presse med. 69:5 5-57 (Jan. 16) 1960 (In French) 
[Paris]. 

The records of 124 men and of 124 women with 
mitral stenosis, on whom mitral commissurotomy 
had been performed by the same medical-surgical 
team between July, 1954, and July, 1957, were re¬ 
viewed in order to compare the results and to judge 
whether mitral stenosis is more severe in men than 
in women. The records showed the patients’ condi¬ 
tion before, during, and after the operation, and 
indicated that mitral stenosis is more severe in men 
than in women. This fact was particularly notice¬ 
able, because operation has given good results less 
frequently in men than in women (70% in men, as 
compared with 83% in women), which was sub¬ 
stantiated by fewer ultimate improvements in men 
(50% in men, as compared with 87% in women). 
There was a greater risk of aggravating the lesions 
during operation on men than on women (22 men, 
as compared with 10 women), and more men than 
women were, therefore, denied operation (15 men, 
as compared with 10 women). The occurrence of 
complications during the operation was also higher 
in men than in women (15 men, as compaied with 
8 women). 

The particular severity of mitral stenosis in men 
seems to be due, on the one hand, to the highei 
incidence of atrial thrombosis (20.8% in men, as 
compared with 14% in women) and, on the other 
hand, especially to the anatomic structure of the 
mitral orifice itself, which renders commissurotomy 
in men more hazardous and difficult. The more 
frequent occurrence of a calcified mitral orifice 
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associated with mitral insufficiency is one of tL 
principal elements held responsible for the differ 
ence in the anatomic structure. Even when the 
factors causing die severity of mitral stenosis are 
more or less recognized before the operation, thus 
leading to a more cautious prognosis regarding the 
possibilities of surgical management, too conserva- 
tive an attitude does not seem to be justified. 

Tuberculosis of the Mouth and Throat: With Special 
Reference to the Incidence and Management Since: 
the Introduction of Chemotherapy. T. A. Cawson 
Brit. J. Dis. Chest 54:40-53 (Jan.) 1960 [London]! 

The author describes 4 cases of oral tuberculosis 
occurring in patients with pulmonary tuberculosis, 
1 case of primary oral tuberculosis, 1 case of lupus 
vulgaris of the lip, and 8 cases of tuberculosis of 
the tonsils. Thirty-four cases of oral tuberculosis 
associated with pulmonary tuberculosis are re¬ 
viewed. It is emphasized that the latter group is 
the most important, because this type of lesion is 
usually associated with advanced pulmonary dis¬ 
ease. The tongue in these patients is the commonest 
site of the mucosal lesions, particularly the edge of 
the anterior part of the tongue. Ulceration is fre¬ 
quent, and in many patients fissures, granulomas, 
tuberculomas, and diffuse glossitis are present. Pain 
is usually severe, and extensive bilateral pulmo-. 
nary lesions are usually present. 

The most important aspects of this problem are 
to distinguish oral cancer from tuberculosis and to 
detect previously undiagnosed pulmonary tubercu¬ 
losis. It is suggested that all but the most transient 
lesions of the mouth should be examined by biopsy, 
and there is no contraindication to this measure. 
A cytoiogical examination of a smear from the lesion 
may give an immediate diagnosis. Patients with oral 
tuberculosis respond rapidly to chemotherapy, but 
the essential principles of treatment are that several 
antibiotics must be given to prevent the develop¬ 
ment of resistant strains of mycobacterium tuber¬ 
culosis, and such chemotherapy must be prolonged 
to prevent a relapse. The prognosis of pulmonary 
tuberculosis today is good, and there is no reason 
to assume that the prognosis of patients with oral 
tuberculosis is inferior. 

There are no characteristic clinical features of 
tuberculosis of the tonsils, and the diagnosis is only 
made after their removal and section. It seems, 
therefore, that surgical treatment of the lynipij 
nodes will be unavoidable. Chemotherapy siiou 
be given to prevent hematogenous spread of the 
infection, especially in the younger child. Pahenb 
with primary oral tuberculosis, which seems to 0 
prone to a high incidence of adenitis as a compii- 
cation, and with lupus vulgaris should also be Be. 
ed with combined chemotherapy for a y ■ 
louver. In patients with pulmonary tuberculous 

complicated with dental infection, a biopsy 
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nation should be carried out to establish the spe- 
lific nature of the infection. Prolonged systemic 
;hemotherapy with several drugs is the treatment of 
;hoice for such patients. 

^ycopeneinia: A Variant of Carotenemia. P. Reich, 
I. Shwachman, and J. Craig. New England J. Med. 
’62:263-269 (Feb. 11) 1969 [Boston]. 

The authors present the history of a 61-year-old 
voman who was hospitalized because of recurrent 
Sin in the right upper abdominal quadrant and 
ipparent jaundice. Yellow color of the skin had 
jeen noticed IS months before and had persisted. 
The patient’s dietary history revealed an intake of 
! liters of tomato juice daily for several years. Be- 
:ause cholecystograms showed the presence of non- 
>paque stones, a cholecystectomy was performed; 
it the same time intestinal adhesions were lysed, 
ind a-liver biopsy specimen was taken. The liver 
vas enlarged and was orange-yellow. The patient 
nade an uneventful recovery, but after discharge 
;he continued to have vague complaints in addi- 
ion to pain in the right upper abdominal quadrant, 
doreover, after a period of abstinence she had re- 
iumed her heavy intake of tomato juice. 

The finding of a normal bilirubin value in the 
presence of the yellow skin and the admission diag- 
losis of obstructive jaundice led to consideration of 
Jther possible causes of the discoloration. The blood 
carotenoid level was found to be 113 units per 100 
nl., a value high in the carotenemia range, since 
lie normal range is 30 to 60 units. Tomato juice 
contains large amounts of lycopene, a physiologi¬ 
cally inert structural isomer of beta-carotene. Ly¬ 
copene and beta-carotene have absorption maxima 
if 475 and 452 A units, respectively, so that the 
colorimetric test would not distinguish between 
them. A petroleum-ether extract of the patient’s 
favorite brand of tomato juice gave an absorption 
curve comparable to that of her serum. The possi¬ 
bility that the pigment disorder was due to an 
excess of lycopene rather than beta-carotene was 
investigated. 

A normal young man was given 1 liter of tomato 
juice to drink, and his carotenoid level, as meas¬ 
ured by colorimetry, rose 34 units per 100 ml. above 
the fasting level in.45 minutes and then fell to the 
fasting level in 90 minutes. When the patient was 
given 1 liter of tomato juice, her serum showed an 
increase of 20 units per 100 ml. above the original 
carotenoid level, with a fall to its usual high value 
after 2 hours. Over a 3-week period, on a diet free 
of tomato juice, the patient’s skin color faded, and 
the serum colorimetric readings fell from a high of 
117 to 92 units per 100 ml. The woman’s condition 
'vas distinguished from common carotenemia by 
the source of the carotenoids, the color of tire skin, 
die specific carotenoids involved, and their storage 
in the liver. 


SURGERY 

Primary Repair of Compound Skull Fractures in 
Children. K. W. Carrington, J. A. Taren, and E. A. 
Kahn. Surg. Gvnec. &: Obst. 110:203-209 (Feb.) 1960 
[Chicago). 

While almost all neurosurgeons agree with the 
principle of early debridement of compound skull 
fractures, there are many differences of opinion as 
to the immediate handling of the bony defect which 
follows debridement. During a 7-year period at 
the University of Michigan Hospital, Ann Arbor, 20 
children with compound skull fractures have been 
treated by replacing the free bone fragments as a 
primary- procedure in 19 and by a primary acrylic 
cranioplasty in 1. In all but 2 of the children de¬ 
bridement, with replacement of the bone fragments, 
was carried out within 2 or 3 days of the accident. 
Ail these patients have been carefully checked post- 
operatively, and primary healing without pulsatile 
defect at the site of repair has resulted in all in¬ 
stances. There have been no complications. Four¬ 
teen patients had dural lacerations w'hich were 
closed primarily or with dural grafts, and 12 pa¬ 
tients had cortical lacerations with loss of brain 
tissue. In no case, however, has a permanent neuro¬ 
logical deficit resulted. Even in the absence of dural 
lacerations, it is advised that a small opening be 
made in the dura at the time of the primary’ repair 
to permit subdural exploration. 

Three patients had convlusions in the immediate 
postoperative period, but these are generally focal 
in type and do not necessarily recur, nor do they 
carry the serious import of those winch occur sub¬ 
sequently. Tw'elve of the children who had brain 
lacerations have been traced for from 7 months to 
9 years. Since there have been no convulsions in 
any of these patients, it seems that the incidence 
of post-traumatic epilepsy may have been reduced 
in this series. The authors stress the necessity of 
dural closure, either primarily or by graft, if the 
bone fragments are to be replaced. The supraor¬ 
bital ridge has twice been replaced as a free frag¬ 
ment, w’ith an excellent cosmetic result. 

Treatment of Chronic Coronary Insufficiency: Liga¬ 
tion of Internal Mammary Arteries in the Second 
Intercostal Space. A. N. Bakulev and Kh. N. Mura¬ 
tova. Klin. med. 38:41-4S (Jan.) 1960 (In Russian) 
[Moscow]. 

Bilateral ligation of internal mammary’ arteries 
in the 2nd intercostal space w’as performed on 60 
patients above 30 years of age, with chronic coro¬ 
nary’ insufficiency, at the institute of chest surgery 
of the Academy of Medical Sciences of the U. S. S. R. 
during the past 2 years. Three patients died within 
4 days after the operation. Satisfactory’ results were 
observed immediately after the operation in 54 pa¬ 
tients and on discharge in 42. Electrocardiographic 


302 


MEDICAL LITERATURE ABSTRACTS 


mdings.could not demonstrate improvement in the 
immediate postoperative period despite the sub¬ 
jective feeling of improvement of the patients. 
Long-term results were satisfactory in 39 patients 
and unsatisfactory in the others. Pain reappeared 
m some patients within 3 months after the opera¬ 
tion. improved coronary blood flow was shown in 
patients with excellent and good postoperative re¬ 
sults on electrocardiographic examination made 
within several months after the operation. 

I his study indicates that immediate and late post¬ 
operative results of bilateral ligation of internal 
mammary arteries for the treatment of chronic 
coronary insufficiency are good. The authors recom¬ 
mend this operative procedure in view of the satis¬ 
factory postoperative results and the relatively 
minor trauma involved. 


J.A.M.A., May 


shunt procedure, and 11 required reoperation Five 
of the patients subjected to a shunt procedure died 
during the operation or during the postopentiu 
period. Only 2 deaths occurred among the 77 m. 
dents who were older than 18 months. Six death 
occurred later, all of them in the 18-montlvol<l ni 
younger group. Several minor complications , )t . 
curred during the postoperative period. Three pa 
tients had a transient Horner’s syndrome; 2 re 
cjuiied temporary underwater seal drainage foi 
postoperative pneumothorax; and 1 developed ; 
cliylothorax which required thoracotomy and liga' 
tion of the thoracic duct. One 16-month-old gif 
developed acute pulmonary edema after a Pott; 
anastomosis. Other complications occurred late 
from 6 to 8 years after the operation. Three pa 
tients developed subacute bacterial endocarditis 


Attempts at Surgical Treatment in Acute Myo¬ 
cardial Infarction. A. N. Bakulev and V. V. Lebedev. 
Klin. mcd. 3S:-lS-55 (Jan.) I960 (In Russian) [Mos¬ 
cow]. 

Twenty patients with acute myocardial infarction 
and 10 with a preinfarction condition were operated 
on by ligation of internal thoracic arteries at the 
institute of chest surgery of the Academy of Medi¬ 
cal Sciences of the U. S. S. R. in 1959. Most of the 
patients were between 51 and 57 years old. Opera¬ 
tion was performed on 10 patients within the first 
2 days and on the others from 3 to 24 days after 
the onset of myocardial infarction. There were 2 
operative deaths. Total infarction of the walls of 
the left ventricle was revealed in both patients at 
autopsy. On discharge excellent results were ob¬ 
served in 8 patients, good in 17, and fail - in 3. The 
general condition of the patients improved during 
the 1st postoperative day. Weakness and sweating 
disappeared, and pain in the region of the heart 
either decreased or disappeared. 

Tiie authors recommend that surgical treatment 
of myocardial infarction should be undertaken as 
soon as the first symptoms of the disease appear. 
Surgical treatment will have a long-term effect only 
if adequate anastomosis of blood vessels between 
the myocardial and extracardial vessels takes place. 


Results of Shunt Procedures in Tetralogy of Fallot. 
H. B. Sluunacker Jr., and I. Mandelbaum. Surgery 
47:320-327 (Feb.) 1960 [St. Louis]. 


One hundred six patients with the tetralogy of 
Fallot were treated primarily by systemic-pul¬ 
monary artery anastomosis. There were 55 female 
and 51 male patients, ranging in age from 2 months 
to 27 years. No patient under the age of 13 months 
was operated on unless the clinical course was so 
poor as to make the operation mandatory. Eigh y- 
six subclavian-pulmonary artery shunts and -J 
aortic-pulmonary artery anastomoses were per¬ 
formed. Ninety-five patients underwent a single 


and 1 bad cerebral thrombosis and right-sick 
hemiplegia. k 

The postoperative status of the patients was con 
side red good when there was decrease in eymiosi: 
together with subjective improvement and increase! 
exercise tolerance. It was considered fair when then 
was some subjective improvement, whereas cyano 
sis and below-normal exercise tolerance persisted 
Eighty-nine patients were followed up for period 
varying from 2 to 10 years. Fifty of the 63 livim 
patients who were IS months old or older at tin 
time of the operation obtained good results; 9 hat 
fair results; and 3 remained unimproved. Fourteen 
of 19 living patients who were under IS months a 
the time of the operation had good results; 3 liai 
fair results; and 1 was unimproved. Continued use 
of the shunt procedures will probably bring in) 
provements, and one may anticipate a mortality ii 
the range of 1%. A more aggressive attitude towan 
reoperation, in case the operative shunt proves ti 
be too large or too small, might increase the per 
eentage of patients with ultimately good results. 


Defect of the Atrial Septum in the Elderly: Repor 
of Successful Surgical Correction in Five Patient) 
Sixty Years of Age or Older. F. H. Ellis Jr., R. 0. 
Brandenburg, and H. J. C. Swan. New England j- 
Med. 262:219-224 (Feb. 4) 1960 [Boston]. 


our women, between the ages of 60 and Ci 
rs, and a 61-year-old man were operated on for 
acts of the atrial septum. Significant cardiac 
tptoms had been present for 8 years before sur- 
\1 intervention in 3 patients, for 7 years in 1, a 11 
2 months in 1. Murmurs had been heard man) 
vs previously in 3 of the 5 patients. Symptom* 
gressed rapidly; at the time of the operation a 
he patients were placed in class 4 (most sewn, 
i class 3, and 1 in class 2, according to t lCC> , 

.tion of the New York Heart Association. A m 
ients showed typical clinical features. ^ 
s enlarged and overactivej with ^ and 
gth” systolic murmur, heard best 
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3rd left intercostal spaces. A systolic thrill was also 
present in 2 patients. The pulmonic 2nd sound was 
split throughout the respiratory cycle. There was 
also clinical evidence of failure of the right heart, 
characterized by venous distention and enlarge¬ 
ment of the liver, in 4 of the 5 patients. Chest roent¬ 
genograms showed cardiac enlargement, with 
prominence of the pulmonary-artery segment and 
increased pulmonary vascular markings. The elec¬ 
trocardiograms showed the configuration of partial 
or complete right bundle-branch block. Four of the 
5 patients had atrial fibrillation. All die patients had 
increased pulmonary-artery pressure, but only one 
had a hemodynamically significant right-to-left 
shunt. 

Because of the low operative risk and the excel¬ 
lent results accompanying closure of septal defects 
by means of the atrial-well technique of Gross, this 
method was employed in 2 of the 5 patients. Ex¬ 
tracorporeal circulation was employed in die other 
3 patients because of severe failure of the right 
heart, with an increased pressure in the right atrium 
that precluded use of the atrial well. The defects 
in 4 of die 5 patients were small in comparison with 
those found in younger patients; these 4 defects 
measured from 1.8 to 5 cm. in diameter. The use 
of a prosthesis fashioned from Teflon or noncom- 
pressed Ivalon is advisable, even though the defects 
in these older patients are relatively small. 

All patients survived the operation and have 
symptomatically improved. One patient still appears 
to be slightly disabled. Three of the patients have 
been reexamined at the clinic 4 months, 1 year, and 
3 years after operation respectively. Unequivocal 
reduction in the size of the heart has occurred in 
2 patients whose chest roentgenograms were avail¬ 
able for comparison. The reported data clearly 
indicate that, in the presence of significant symp¬ 
toms and a large pulmonary blood flow, surgical 
correction is indicated and can be accomplished 
successfully, at low risk in patients over 60 years of 
age, and with gratifying results. 

Late Observation of Bronchus Stump After Pneu¬ 
monectomy for Lung Cancer. V. A. Mikhalchenko. 
Probl. One. 4:607-613 (no. 5) 1958 [New York], 

Sixty patients who had undergone pneumonec¬ 
tomy for lung cancer were given clinical x-ray ex¬ 
amination with special methods for the study of 
postoperative bronchus stump. The interval be¬ 
tween the operation and the examination varied 
between 1 month and 6 years. Thirty-one patients 
were living and in good health at the time this 
article was written; 9 of them had been operated 
on from 3 to 5 years previously. Of the 29 patients 
who survived less than 2 years, 18 died of metas- 
tases in remote organs; S died of degeneration of 
the bronchus stump and subsequent empyema of 
the pleura, due to the intergrowth of metastases. 


By means of a combination of stump bronchography 
and kymography, it was established that the bron¬ 
chus stump in uncomplicated cases makes definite 
oscillatory motions in which its extension with in¬ 
spiration and concentric contraction with expiration 
are visible. The form of the bronchus stump after 
pneumonectomy' depends essentially' on tire method 
by' which it was treated, although it is also condi¬ 
tioned by' the formation of ligature granulations, 
fistulas, cancerous recurrences, and compression of 
the bronchial stump by' enlarged mediastinal lymph 
nodes as a result of metastases within them. Cancer 
recurrence in a bronchus stump was observed only 
once in the clinical and x-ray' examinations. 

Histological examinations on the 60 patients 
showed that only in 23 had the bronchus been in¬ 
tersected within the limits of healthy tissue. Eight 
of these patients had metastases in deep-seated 
lymph nodes and died within 2 years after the op¬ 
eration. The bronchus was cut away within the 
limits of cancerous infiltration in S patients. Six of 
these died within 2 years of generalized metastases. 
Inflammatory' changes w'ere found in 29 patients. 
These late observations indicate that the recurrence 
of a cancerous tumor in the stump is infrequent 
even when cancerous cells are discovered at the 
margin of the section. A distinction must be made 
between the true recurrence of a tumor in the 
bronchus stump which develops in the w'all itself 
and a secondary' disease caused by a tumor which 
in time spreads from metastaticalh' affected medias¬ 
tinal lymph nodes. 

A o-Year Follow-Up Roentgenologically Detected 
Lung Cancer Suspects. L. W. Guiss. Cancer 13:S2- 
90 (Jan.-Feb.) 1960 [Philadelphia], 

During 1950 chest minifilms w'ere taken of a total 
of 1,S67,201 persons, or almost 60% of the Los An¬ 
geles County population over 15 years of age. Al¬ 
though the chief purpose of this survey w»as the 
detection of tuberculosis, 3,500 lung tumor suspects 
w'ere found; these were incorporated into a tumor 
registry' and have been followed up to determine 
what might be the natural history of such a group. 
In 1955 a paper was published summarizing the ex¬ 
perience of this closed group during the first 3 
years after the survey, together with certain con¬ 
clusions about the effectiveness of roentgenographic 
screening as a lung cancer control measure. This 
current and final report reviews the status of the 
same group at the end of 5 years or more from the 
time of minifilming. A rather large segment of the 
original 3,500 patients (620, or almost 1S%) were 
lost to follow-up, and 74S (21%) were known to be 
dead at the end of 5 years. 

The incidence of, and death rate from, broncho¬ 
genic carcinoma appears to increase annually. The 
salvage from this disease by surgical treatment has 
not improved during the past 10 years, largely be- 
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cause of relatively late diagnosis and treatment and, 
to a lesser degree, because of limitations inherent in 
cm rent surgical techniques. Any improvement in 
cure rates for lung cancer will stem, not from ex¬ 
tensions of scope of surgical treatment, but rather 
from earlier treatment of curable cases. Periodic 
repetitive roentgenography of the chest is currently 
the only generally available and practical method 
of detecting lung cancer before it becomes symp¬ 
tomatic or incurable. If pulmonary screening pro¬ 
grams are restricted to selected groups and to men 
over 45 years of age, the yield in lung cancer cases 
may be increased immensely. 

1 lie group of chest neoplasm suspects identified 
in a single survery continues to yield a high in¬ 
cidence of lung cancer several years after the sur¬ 
vey. Much of the potential improvement in cure 
rate for lung cancer among those identified as be¬ 
ing tumor suspects is lost through dilatory medical 
management and patient reluctance to submit to 
investigation. The size of the pulmonary lesion, 
provided that it is surgically resectable, has no 
definite correlation with either symptomatology or 
prognosis in this material. The asymptomatic pa¬ 
tient has .'3 times the chance of cure as has the 
patient with clinical signs before surgery. If facili¬ 
ties for differential diagnosis are not at hand to 
permit prompt evaluation of suspects, or if those so 
identified are not willing to cooperate in this evalua¬ 
tion and submit to treatment, there would seem to 
be no purpose in any such roentgenographic screen¬ 
ing program. 
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Wh™ examination is carried out on patients whosi 
stomachs have not been decompressed bv emesi 
or nasogastric suction, gastric distention' may K 
evident. ; 

The diagnosis can often be suspected from phi 
roentgenograms of the abdomen which mav slim 


Superior Mesenteric Artery Syndrome. G. C. Kaiser, 
J. M. McKain, and H. B. Shumacker Jr. Surg. 
Gynec. & Obst. 110:133-140 (Feb.) I960 [Chicago]. 

Superior mesenteric artery syndrome is an un¬ 
usual form of high intestinal obstruction. The au¬ 
thors present their observations on IS patients who 
received surgical treatment for this condition at 
the University Medical Center and the associated 
Veterans Administration Hospital in Indianapolis 
during the past 6 years. The patients ranged in age 
from 8 to 81 years, but most were young adults. 
In 7 patients the disorder was acute; in 11 it was 
subacute or chronic. The acute form occurs without 
a previous history of gastrointestinal symptoms and 
is usually precipitated by a somewhat prolonged 
period of immobilization necessitated by unrelated 
disease, injury, or operation. It is especially likely 
to occur when patients are forced to lie supine; 
they become nauseated, complain of abdominal 
distress and distention, and vomit. The subacute or 
chronic form tends to occur in tall, slender, or un¬ 
dernourished types of people. They complain pe¬ 
riodically of flatulence, postprandial epigastric ful¬ 
ness, and vomiting of bile-stained material usually 
containing recently eaten food. Some obtain relief 
by lying prone or assuming the knee-chest position. 


;ui 

.. , -shov 

aseous distention of the stomach and duodemni 

with little or no gas beyond the point of obstruction 
Roentgenograms are of less help when the stomacl 
is distended with fluid alone, or when the stomacl 
and duodenum have been .emptied by aspiratioi 
or vomiting. The diagnosis can almost always hi 
established by roentgenologic study with a contras 
medium. The stomach and duodenum are large 
the pylorus is patulous. The obstruction is seen a 
a more or less straight-line shutoff of the duodenun 
along the lateral border of the psoas shadow on tin 
right. By fluoroscopy, reverse persistalsis and churn 
mg of duodenal contents may be noted. Cholecys 
tography may indirectly lead one to suspect sonn 
type of duodenal obstruction if the dye opacifies tin 
stomach and duodenum, or if the gallbladder re 
opacifies over a period of days. 

Medical management may be successful, especial 
ly in acute cases. Nasogastric suction should hi 
instituted and fluids given intravenously to main 
tain water and electrolyte balance. If the patien 
has been bedridden, he should be made ambulan 
if this is feasible. If not, placing him in the lef 
lateral or the prone position may be helpful. Whei 
medical management fails, surgical intervention i: 
indicated. A number of surgical methods have bcei 
recommended, but the authors are convinced tha 
duodenojejunostomy is the best treatment, not onl; 
for the superior mesenteric artery syndrome bti 
also for duodenal atresia, duodenal stenosis, am 
annular pancreas. This anastomosis can easily b( 
performed under local anesthesia, which may b< 
advantageous in a critically ill patient. Recently i 
has been suggested that division of the ligament o 
Treitz and freeing the distal portion of the duo 
denum may bring about relief of symptoms. Tin 
authors feel that this proposal deserves further trial, 
but if obstruction cannot be adequately relieved in 
this fashion, it should he bypassed by duodeno¬ 
jejunostomy. 

Study of Esophageal Cancers of Unusual Onset. 
P. Hillemand and J. Leymarios. Semaine hop. f ;irh 
36:150-155 (Jan. 18) 1960 (In French) [Paris]. 

The authors report on 5 patients with atypit.d 
initial forms of esophageal cancer. The first P aS | e! '’ 
a 64-year-old man, had a sudden acute attack 
dysphagia which disappeared spontaneously vn 

3 or 4 days. Roentgenologic and esoplwg I 

findings were negative for cancer an in j 

an epiphrenic diverticulum. The dysphay & 

4 months later, and new roentgeno^^ 
an image suggestive of cancer. A cm • * 
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study confirmed the diagnosis. The patient was 
treated surgically and was in good health 2 years 
after the operation. In the other 4 patients reported, 
the first symptom was hemorrhage. In 3 patients 
there was no dysphagia before the 1st hemateme- 
sis, and in 1 there was a slight and recent dysphagia. 
The authors stress the need for a thorough examina¬ 
tion of the esophagus in any patient with hema- 
temesis of unknown etiology. 

Pheoeliromocytoma in Children: Case Report and 
Discussion of the Use of Adrenolytic Agents in 
Conjunction with Operation. H. A. Zintel, J. F. 
Eagle, P. Skok, and S. Arnaud. Surgery 47:328-339 
(Feh.) 1960 [St. Louis]. 

An 11-year-old boy was hospitalized on a tenta¬ 
tive diagnosis of functioning pheoeliromocytoma, 
after suffering from periodic frontal headaches, 
blurred vision, vomiting, and hypertension for 2 
years. The patient’s blood pressure was 230/185 
mm. Hg; a 24-hour urine specimen contained 
2,400 meg. of catecholamines; a blood specimen, 
obtained on the same day, showed a concentration 
of 30 meg. of catecholamines per liter of plasma. 
In an attempt to localize the tumor, 340 cc. of 
oxygen was injected in the presacral area, and 
simultaneous intravenous pyelograms were ob¬ 
tained. In addition, right and left oblique films and 
tomograms were taken. A round mass was shown 
in the area of the right adrenal gland, displacing 
the superior major calyx of the right kidney. 

An attempt to prepare the patient for operation 
was made with phentolamine given orally. It failed 
to maintain a satisfactory lowering of the blood 
pressure, and was abandoned because of marked 
diaphoresis and tachycardia. Preoperative medica¬ 
tion consisted of 50 mg. of pentobarbital given 
orally and 0.3 mg. of scopolamine injected subcu¬ 
taneously 2 hours before the operation. The right 
adrenal gland containing the tumor was removed, 
and the right flank incision closed in a one-hour 
operation. The blood pressure fell to 108/62. The 
patient received 200 cc. of whole blood and an in¬ 
fusion of arterenol, 8 meg. per cubic centimeter in 
o% dextrose in water, at the rate of 50 drops per 
minute. This treatment was discontinued after a 
period of 7 hours. One week after the operation a 
24-hour catecholamine determination was reported 
to be 150 meg., still twice the normal value. 

Since the high blood pressure persisted after the 
patient was discharged, he was hospitalized again 
7 months after the operation, and a left adrenalec¬ 
tomy was performed. The blood pressure reached 
a low point of 100/60 at the time of removal of the 
tumor. The patient received 500 cc. of whole blood, 
and an infusion of 8 meg. of arterenol in 500 cc. of 
5% dextrose was started. After 2 intravenous injec¬ 
tions of 25 mg. of hydrocortisone sodium succinate 
(Solu-Cortef), the patient’s blood pressure appeared 


to stabilize at 140/80. On the 3rd postoperative day 
the parenteral cortisone medication was changed 
to oral doses of 25 mg. every 12 hours. One week 
postoperatively the administration of 0.1 mg. of 
9-aIpha-fluorohydrocortisone was added. The pa¬ 
tient was discharged one month" after the second 
operation, still on the cortisone and 9-alpha-fluoro- 
hydrocortisone treatment. 

The authors point out that, although a prophy¬ 
lactic treatment with adrenolytic agents is appar¬ 
ently beneficial in patients with pheochromocy- 
tomas, it may cause the development of multiple 
tumors. Reports on 13 patients with solitary tumors, 
operated on without the prophylactic use of adreno¬ 
lytic agents, record good results with no mortality. 

New Possibilities of Surgical Decompression in 
Animals with Portal Hypertension Due to Intra- 
hepatic Obstacle. F. Cataliotti, L. Li Castri Patti, 
and G. Di Pace. Minerva chir. 14:1457-1468 (Dec. 
15) 1959 (In Italian) [Turin, Italy]. 

New surgical techniques for the decompression 
of portal hypertension were tried in a series of 90 
rats divided into 4 groups. The 1st group, composed 
of 30 animals, was used as a control group, being 
divided into 3 subgroups of 10 each. Portal hyper¬ 
tension was induced by ligation of the vena porta 
in the hepatic hilus in the 1st subgroup, by pro¬ 
gressive and gradual stenosis of the subhepatic 
portal trunk in the 2nd subgroup, and by hepatic 
fibrosis resulting from induced chronic intoxication 
by daily exposure for 90 days to carbon tetra¬ 
chloride in the 3rd subgroup. The other 3 groups 
of 20 animals each were divided into subgroups of 
5 animals. Gastrohepatopexy, splenohepatopexy, 
splenonephropexy, or enteronephropexy was per¬ 
formed on the animals of each of these subgroups. 
In these 3 groups portal hypertension was induced 
by ligation of the vena porta in the hepatic hilus 60 
days after the performance of the various opera¬ 
tions in the 1st group, by gradual and progressive 
stenosis of the subhepatic portal trunk in the 2nd 
group, and by hepatic fibrosis induced by inhalation 
of carbon tetrachloride in the 3rd group. The re¬ 
sults of the study show that the various surgical 
techniques employed had a decompressive effect 
on the portal system. It is pointed out that in meth¬ 
ods in which die liver is used as the efferent organ 
of die caval circuladon the decompressive tech¬ 
nique is conditioned by die drainage deriving from 
the capsular and subcapsular vessels. 

The authors believe that further study in this 
field is necessary, since surgical techniques, such 
as those employed in this study, may have a decom¬ 
pressive effect, even in cirrhosis, without depriving 
the liver of die portal flow. At the same time, espe¬ 
cially on the basis of new concepts concerning the 
hepatogenous nature of ascites, diere may be some 
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indications run elimination of this phenomenon by 
means of. the'new anastomosis that results from 
pexis of the lymphatic regions of the 2 organs 
which are brought into contact. 

Local Treatment of Burns. V. Bergonzelli and 
A. Fontana; Minerva chir. 14:1535-1542 (Dec. 31) 
1959 (In Italian) [Turin, Italy]. 

1 he authors report on their experience with the 
local treatment of burns in a series of patients ob¬ 
served at the clinic for general surgery of the Uni¬ 
versity of Turin. They conclude that the “open air 
method is the most satisfactory one for the local 
treatment of lst-degree, 2nd-degree, and 3rd-degree 
burns. Ihe authors give first the most appropriate 
treatment for combating pain, shock, infection, and 
hemodynamic, protein, or electrolytic imbalances. 

1 he patient who lias suffered burns is considered as 
suffering from multiple lesions, each differing from 
the others in pathogenesis, pathological structure, 
prognosis, therapeutic indication, and reparative 
capacity. In cases of local septic complications the 
crust is removed, and wet therapy, by means of 
packs containing an antiseptic solution of the Dakin 
type, is applied. 

The proper treatment of 3rd-degree and 4th- 
degree burns consists in an early excision of the 
eschar, followed by grafting. When early excision 
is not possible because the patient is in a state of 
shock, surgical decompression by means of deep 
incisions in the devitalized areas is advised. In a 
case of severe trauma and collapse, it is advisable 
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and (2) whether such patients can metabolize or ,1k- 
or parenterally administered vitamin B„ as, 
clinically healthy subjects. 

ft was found that, as a group, patients with 
multiple scleiosis do not metabolize vitamin R 
and GSH in the same quantitative manner as does 
a eontratest group. Their average vitamin B,« serum 
level is lower, as is their ability to retain the vitamin 
when administered intramuscularly, although tliev 
absorb adequately. Average GSH content’d the 
red blood cells was reduced in the group of pa¬ 
tients with multiple sclerosis. When a vitamin B v , 
tannate derivative was administered to such pa¬ 
tients, vitamin B rj was excreted much more slowly 
in the urine than was aqueous vitamin B ]2 . 

Acute Bronchial Asthma: I. Concomitant Depres¬ 
sion and Excitement, and Varied Antecedent Pat¬ 
terns in 406 Attacks. P. H. Knapp and S. J. Nenietz. 
Psychosom. Med. 22:42-56 (Jan.-Feb.) 1960 [New 
York]. 

From the pathophysiological point of view, it is 
generally conceded that the primary pulmonary 
feature in asthmatic breathing is obstruction within 
the smallest air passages. Bronchospasm, pulmonary 
edema, and hypersecretion all lead to obstruction, 
but it is not certain which is primary. They all may 
follow exposure to histamine. The introduction of 
an allergen can lead to local release of histamine¬ 
like substances. Stimulation of the parasympathetic 
nervous system releases similar substances and may 
play a significant role. In the emotional sphere the 


to perform excision of the eschar and to rehabilitate 
the patient by the method most suitable in his case. 
Bleeding areas are covered with skin grafts applied 
as early as possible, with autoplastic material. It is 
suggested that the application of homoplastic skin 
be reserved for very rare cases, especially when 
the patient is in a grave condition. 

NEUROLOGY & PSYCHIATRY 

Bfj Metabolism and Multiple Sclerosis. J. S. O Con¬ 
nor, R. L. Davis, O. R. Langworthy, and B. F. 
Chow. Proc. Soc. Exper. Biol. & Med. 103:180-18o 
(Jan.) 1960 [Utica, N. Y.]. 

Because of the beneficial effect of vitamin Bi 2 in 
preventing and even reversing the demyelinizing 
effects of pernicious anemia, it has been assumed 
that vitamin also plays a role in multiple scleio- 
sis, and the effects of the administration of Bi 2 in 
patients with multiple sclerosis has been investi¬ 
gated in a number of clinics with variable lesults. 
This paper is concerned with studies that were car¬ 
ried out to ascertain: (1) whether there are bio¬ 
chemical signs of B] 2 deficiency in subjects with 
multiple sclerosis by measuring B 12 serum levels 
and glutathione (GSH) contents in the erythrocytes, 


precise sequence of events, before and during 
asthma, is equally in need of elucidation. To this 
end the authors have reviewed, clinically and 
retrospectively, 406 acute asthmatic attacks, de¬ 
scribed in the records of a study which included 
more than 50 cases of bronchial asthma. From the 
larger series, 9 patients were selected who had 
severe perennial asthma and who had been studied 
,by at least 75 interviews, in psychotherapy or, in 2 
cases, by psychoanalysis. Information was sought 
about concomitant feelings and fantasies accom¬ 
panying attacks, and about antecedent events oc¬ 
curring in the 48-hour period prior to onset. 

Feelings and fantasies concomitant with asthma 
tended to be dominated by absorption in the phys¬ 
ical illness. At times this appeared to serve as a 
protection against obvious psychological problems- 
In somewhat more than half of the episodes other 
emotional concomitants appeared after asthma hac 
become established. The vast majority of these 
were depressive-a sense of sadness, helplessness, 
and hopelessness, at times accompanied by ideas 
of a dangerous or poisonous inner substance, n 
contrast to them in somewhat less than hair o 
attacks, there were prodromal emotional mam es 
tions which preceded and led directly to nentt 
asthma. The principal prodromal feature uas 
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citement, usually with an angry or anxious color¬ 
ing, occasionally elated and erotic, resembling a 
miniature hypomania. The authors suggest that in 
asthma an initial phase of drive-arousal and excite¬ 
ment is followed by a later phase of drive-restraint 
and inhibition. 

Antecedent changes in the environment occur¬ 
ring in the 48 hours prior to an attack varied wide¬ 
ly. Eight categories could be discerned. Most of 
the categories could be divided into 1 of 2 groups: 
events which seemed to lead to frustration of pow¬ 
erful impulses, and those which seemed to stimu¬ 
late erotized or dangerous wishes. The authors 
postulate that both types of event, although neither 
is of itself specific for asthma, might activate a 
respiratory apparatus having both intake and ex¬ 
pulsion functions, which has become vulnerable to 
psychological as well as physiological stress. 

Myopathies and Epilepsy: Clinical and Experimen¬ 
tal Study. J. J. B. Goyanes, J. L. B. Salorio, and 
D. B. Salorio. Rev. espan. oto-neuro-oftal. 1S:295- 
305 (Sept.-Oct.) 1959 (In Spanish) [Valencia, Spain]. 

The authors report on the coexistence of epilepsy 
ivith 3 types of myopathy—progressive muscular 
lystrophy, congenital amyotonia (Oppenheim’s dis¬ 
ease), and myasthenia gravis. They found epilepsy 
in 5 of 84 patients with progressive muscular dys¬ 
trophy, in 2 of 7 patients with Oppenheim’s dis¬ 
ease, and in 1 of 18 patients with myasthenia gravis. 
These findings indicate that epilepsy is not an ac¬ 
cidental development in the course of certain myop¬ 
athies, and that there is a physiopathological re¬ 
lationship between these conditions. The muscular 
plaque in the myopathic patient needs a greater 
concentration of acetylcholine, a substance which 
is supposedly responsible for the epileptic attack. 
A predisposition to epilepsy develops as the pa¬ 
tient’s system, in a defensive mechanism against the 
myopathic blocking, increases the amount of ace¬ 
tylcholine in an effort to adjust to and overcome 
the disease. This hypothesis led the authors to an 
experimental study. 

Eight male rabbits, weighing from 1.5 to 3.0 kg., 
received a subconvulsive dose of pentylenetetrazol 
(Metrazol)—0.75 mg. per kilogram of body weight. 
The effects of this drug were then investigated by 
means of electrocorticograms, electrocardiograms, 
and electromyograms. There were slight alterations 
in the electrocorticograms with either decrease or 
increase in voltage, sometimes with higher fre¬ 
quency, sometimes with isolated spikes. No changes 
were found in the electrocardiograms. In the elec- 
fromyograms some discharges coincided with myo¬ 
clonic contractions. One hour after the electrocor- 
ticograms had become normal, minimal doses of 
curare (0.66-mg. per kilogram of body weight) were 
injected intravenously. Control animals had only a 
s kght hypotonia with alterations in breathing. In 


the experimental animals, 3 seconds after the in¬ 
jection of curare all electrocorticograms showed a 
marked and generalized change, with slow irregular 
waves and an increasing number of spikes. There 
were typical attacks in 50% of the animals, with 
synchronic generalized peak-waves of low voltage. 
The fact that the attacks had a centrencephalie 
origin with little involvement of the cortex led the 
authors to a new conclusion about the relationship 
between myopathy and epilepsy. In order to con¬ 
tract, the muscle must be prepared and must have 
a certain degree of tonus. The injection of curare 
alters this muscular tonus causing hypotonia. The 
afferent system of myofibrils increases its activity 
to overcome the hypotonia, which produces a pre¬ 
disposition in the centroencephalon; the injection 
of Metrazol in doses innocous to the rest of the 
nervous system brings about centrencephalie dis¬ 
charges. This seems to be the mechanism which 
operates in patients with myopathies with a marked 
hypotonic element, such as progressive muscular 
dystrophy, congenital amyotonia, and myasthenia 
gravis. In these patients tire frequency of epilepsy 
is much higher than in the normal population. On 
the other hand, in hypertonic diseases, such as 
paralysis agitans (Parkinsons disease), the incidence 
of epilepsy is much lower. 

Intermittent Carotid and Vertebral-Basilar Insuffi¬ 
ciency Associated with Polycythemia. C. H. Mil¬ 
likan, R. G. Siekert, and J. P. Whisnant. Neurology 
10:188-196 (Feb.) 1960 [Minneapolis]. 

The authors report on 22 patients with intermit¬ 
tent cerebral vascular insufficiency associated with 
polycythemia, who were observed at the Mayo 
Clinic between 1954 and 1957. The cases of 10 of 
these patients (7 men, between the ages of 43 and 
73 years, and 3 women, between the ages of 43 and 
65 years) are described in detail. All the patients 
had polycythemia vera, secondary polycythemia, 
or relative polycythemia. The clinical phenomena 
which were observed in these patients were essen¬ 
tially the same as those seen when polycythemia or 
focal cerebrovascular insufficiency occurs singly. In 
8 of the 10 patients the presenting complaints were 
the episodic symptoms characteristic of attacks of 
cerebrovascular insufficiency. Such phenomena as 
plethora of the lips, cheeks, fingers, and toes, en¬ 
gorgement of the retinal veins, and increased size 
of tire spleen may lead the clinician to suspect the 
presence of polycythemia. 

These signs, however, can be minimal or absent. 
One patient with repeated sudden attacks of ver¬ 
tigo, nausea, vomiting, and impairment of vision, 
in whom a clinical diagnosis of intermittent insuffi¬ 
ciency of the vertebral-basilar system, pulmonary 
arteriovenous fistula in the right upper lobe, and 
secondary polycythemia was made, had the pul¬ 
monary arteriovenous fistula surgically removed 
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and had no further attacks of vertebral-basilar in¬ 
sufficiency. In 2 patients the polycythemia was 
quickly controlled, and effective control was main¬ 
tained. One of these patients was well for 7 years 
after the control was established; then came 2 
warning attacks of carotid insufficiency, followed 
-1 days later by permanent hemiplegia that began 
when the hematocrit was high. The other patient 
was well for 15 years after his polycythemia vera 
was controlled; then came warning attacks and, 
before the polycythemia vera was controlled again, 
cerebral thrombosis caused permanent damage to 
the brain. 

These observations emphasize the fact that the 
initial important phenomenon occurring in a pa¬ 
tient with polycythemia can be an attack of insuffi¬ 
ciency in the carotid or the vertebral-basilar system; 
that it is necessary to examine the blood for poly¬ 
cythemia in every patient with focal cerebrovas¬ 
cular insufficiency; that the type of polycythemia 
should be determined, as specific therapy may be 
indicated, such as surgical intervention in the pa¬ 
tient with arteriovenous fistula; that, when focal 
cerebrovascular insufficiency occurs in patients 
known to have polycythemia, the latter should be 
controlled as rapidly as possible, and that it may 
be necessary to administer anticoagulants for a 
variable period, depending on the frequency and 
severity of the attacks of focal cerebrovascular in¬ 
sufficiency. 

Various concepts of the pathogenesis of inter¬ 
mittent insufficiency in the carotid and vertebral- 
basilar systems, such as transitory constriction of 
cerebral blood vessels (vasospasm), transient sys¬ 
temic hypotension, and temporary occlusion of a 
brain vessel by tiny emboli from a distance source, 
have been proposed by other workers. In the au¬ 
thors’ patients it appears likely that there is at least 
some partial cause-and-effect relationship between 
the polycythemia and intermittent cerebrovascular 
insufficiency. The association of intermittent cere¬ 
brovascular insufficiency and polycythemia appears 
to supply one more bit of evidence implicating 
some part of the mechanism of thrombosis in the 
pathogenesis of the attacks of insufficiency. 


PEDIATRICS 

Electroencephalogram of the Infant Born in Noi- 
mal ancl in Dystocic Labor. F. Cattaneo, C. Villavi- 
cencio, and N. Chiofalo S. Rev. chilena pediat. 
30:303-307 (Nov.-Dee.) 1959 (In Spanish) [Santiago, 
Chile). 

One hundred one newborn infants (71 born m 
normal labor and 30 in dystocic labor) received 
electroencephalographic examinations with mono- 
polar and bipolar leads. Intermittent sound and 

light stimuli were used, with frequencies that varied 

between 6 and 15 flashes a second. The infants 
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were also examined neurologically, with snecitl 
emphasis on motility, peripheral sensitivity and 
basic reflexes of suction and prehension. The elec¬ 
troencephalographic records were then compared 
as to the infants’ age, duration of the dilatation and 
expulsion periods in.labor, drugs administered lo 
the mother, type of delivery, and kind of anesthesia. 

The 2 groups, infants born in eutocic labor and 
infants born in dystocic labor, presented similar 
electroencephalographic features in most respects; 
the differences were observed in connection with 
the drugs administered to the mother and the kind 
of anesthesia. Meperidine hydrochloride, (Demerol) 
the only drug administered to the mothers who had 
an eutocic labor, was correlated with median and 
low voltages and with high frequencies. Spina! 
anesthesia and anesthesia induced with a chloro¬ 
form-ether mixture were correlated with median 
and low frequencies. While the effects of both the 
drugs and the kind of anesthesia on the infants’ 
response to light and sound were being analyzed, 
it was observed that one group did not respond to 
any of these stimuli. The only correlation found lor 
this lack of response was the use of chloroform- 
ether in inducing anesthesia in the mother. 

Hypothyroidism: Review of 19 Cases. O. Alonso, 
E. Mundt, and R. Gonzalez. Rev. chilena pediat. 
30:314-317 (Nov.-Dee.) 1959 (In Spanish) [Santiago, 
Chile]. 

The authors report on 19 patients (12 females and 
7 males), ranging in age from 1 to 23 years, whose 
hypothyroidism was evident in childhood. The diag¬ 
nosis had been established after the age of 2 years 
for most patients; only in 5 had it been made 
earlier. The interval between the onset of the dis¬ 
ease and the start of the treatment varied from 2 
to 16 years. The authors believe that tire length of 
this interval played an important part in the results 
of the therapy given to the 19 patients, and that 
the early onset of the disease suggests a congenital 
etiological factor. The patients bad disproportionate 
body measurements and were from 59 to 93% 
smaller in size than the average person of their 
respective ages. Comparatively large cranium, short 
extremities, overweight, cretinoid facies, myxe¬ 
dematous infiltration of the skin, diaphoresis, dry 
and rough skin were general features in this series. 
The so-called sluggish vital tonus syndrome, char¬ 
acterized by mental retardation, cold-bloodedness, 
slow speech, anorexia, constipation, and slow poise, 
was present in the 19 patients. Epiphysial dysgene 
sis was observed in 5 patients and involved 
ferent centers of ossification. 

The treatment consisted of the administration o 
thyroid extract in doses which varied from 1 < 

30 units for the younger children, and were «i» 
for the older patients. Favorable results wem i ^ 
in 15 patients who were followed up foi p 
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11 months to 9 years. The first symptoms to abate 
were those of sluggish vital tonus. There was a 
rapid static-dynamic corporal development, al¬ 
though the patients’ heights were still below the 
average for their ages. Sexual maturation developed 
satisfactorily, and puberty was manifested in all the 
patients who were of a puberal age. Psychological 
improvement was observed on a smaller scale; it 
was more noticeable in patients whose disease had 
started after the age of 1 year. In some of those 
who had congenital hypothyroidism a more or less 
marked oligophrenia persisted. The authors suggest 
that mental retardation resulted, in part, from lack 
of adequate education. They advise that such pa¬ 
tients should receive special educational care, to¬ 
gether with opotherapy. 

Cold Injury in the Newborn: A Study' of 70 Cases. 
B. D. Bower, L. F. Jones, and M. M. Weeks. Brit. 
M. J. 1:303-309 (Jan. 30) 1960 [London]. 

The authors classified 183 hypothermic newborn 
infants who were admitted to the Children’s Hos¬ 
pital in Birmingham, England, between 1946 and 
1956, according to the cause of their temperature 
reading below 96 F (35.6 C). Of these, 113 were 
classified as being premature, or having such condi¬ 
tions as cerebral birth injury, severe infection, con¬ 
genital heart disease, perinatal asphyxia, severe 
malnutrition, and paroxysmal tachycardia, while 70 
were classified as having primary' cold injuries, the 
most important or only factor being external chill¬ 
ing. In 53 of the 70 children the minimum air tem¬ 
perature at the start of their illness was below 35 F 
(1.7 C); in 56 of the 70 infants the chilling occurred 
in the period between January' and March. Other 
factors thought to be important are: delay in wrap¬ 
ping the infant after birth; tight wrapping, which 
may restrict muscular movement and peripheral cir¬ 
culation, and may act as an efficient insulator, keep¬ 
ing the infant cold when the room temperature 
rises; failure to heat the room at night; and inherent 
factors in the newborn infant. Nearly all the chil¬ 
dren were born at home, ancl since the average 
bedroom in England is heated inadequately or not 
at all, its temperature to a large extent reflects the 
external temperature. 

The commonest sy'mptoms in these children with 
cold injury were feeding difficulty, edema, coldness 
to touch, and lethargy'. Sy'mptoms dated from birth 
in 25 infants and from the first week of life in 60. 
The commonest signs on admission were edema in 
54, immobility in 41, facial ery'thema in 31. and 
sclerema in 27. Oliguria was common in severe 
cases, and in a few patients a biochemical study 
"’ as carried out which revealed elevated values of 
blood urea, phosphorus, and potassium. Treatment 
varied, but it soon became apparent that rapid 
warming could lead to hypothermia and convul¬ 
sions, and the authors agree that warming should 


be slow. Eighteen infants died, a mortality of 25%. 
Pulmonary hemorrhage was a universal finding at 
autopsy. A follow-up survey of 36 of the 52 sur¬ 
vivors showed that 92% were normal. One child 
had cerebral palsy, and 2 were mentally retarded 
to a mild degree. The prognosis, therefore, appears 
to be very good for infants who survive the initial 
attack of chilling. Probably all chilled babies should 
be admitted to hospital so as to have modem pedi¬ 
atric care, even though the details of treatment are 
still controversial. 

Viremia in Infection Due to ECHO Vims Ty'pe 9. 

I. Yoshioka and D. M. Horstmann. New England 

J. Med. 262:224-22S (Feb. 4) 1960 [Boston], 

The authors studied an institutional epidemic of 
infection with enteric cytopathogenic human or¬ 
phan (ECHO) virus, type 9. Of 57 children, between 
the ages of 6 and 12 years, who resided in one of 
the cottages for retarded children, 42 had clinical 
symptoms of mild nonspecific febrile illnesses, 4 
had symptoms of mild to moderately severe aseptic 
meningitis, and only 11 remained asymptomatic. 
With the aid of virus isolation from fecal and throat 
swabs and serologic tests, it became evident that 
virtually all the children were infected. Viremia 
was detected up to 6 days before the onset of fever 
in 10 of 18 children from whom blood samples 
were obtained in connection with other unrelated 
serologic studies several days before the epidemic 
began. Virus titers in the blood were low, the 
highest being 174 infection units per cubic centi¬ 
meter of serum. In one of the patients with aseptic 
meningitis, ECHO 9 virus was isolated from the 
blood 3 days before the appearance of fever and 5 
days before signs of involvement of the central 
nervous system developed. 

Experimental infection was produced in 2 chim¬ 
panzees bv feeding them a recently isolated strain 
of ECHO 9 virus. The only sign of infection in these 
animals was mild fever in one, coinciding with the 
peak titer of virus in the blood. The pattern of in¬ 
fection in man with viremia preceding clinical 
signs of the infection, the pattern of isolation of 
ECHO 9 virus from the throat and fecal specimens 
of infected persons, and the dynamics of infection 
in chimpanzees parallel the findings in poliomye¬ 
litis and suggest a similar pathogenesis of these 2 
enteric infections. 

Frequency of Accidents in Children. U-E. v. d. 
Leyen. Ztschr. Kinderh. 83:319-331 (no. 3) 1960 (In 
German) [Berlin], 

The author reports on 771 boys and 506 girls 
with injuries sustained in accidents for which they 
were treated at the Children’s Hospital in Han¬ 
nover, Germany, in 195S. Of the 1,277 patients, S27 
obtained a complete cure, 447 were improved, and 
3 died of their injuries. Nine hundred and six pa- 
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hents were treated ambulatorily, and 411 were 
admitted to .the hospital. The peak of the accidents 
occurred during the months of June to September. 
According to the type of accident, the patients 
were .classified as follows:. 13 who had suffered 
trauma at birth; 31 who were injured in their beds 
(including burns caused by hot water bottles and 
falls from the bed); 320 who had had accidents in 
Hie home (particularly falls on the stairs or the 
floor); 400 who had had accidents while playing; 
328 who had had traffic accidents (most of them 
with injuries caused by collision with automobiles 
motorcycles, and railroads); 159 who had had acci¬ 
dents^ in schools (many of them during exercises); 
and 36 who had swallowed foreign bodies. 

Incised wounds were observed on 326 children, 
and 284 of them were operated on. All these pa¬ 
tients were given tetanus antitoxin injections. Only 
13 children had received tetanus vaccine. Tetanus 
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whde those between the ages of 6 and 12 yearn* 
given 160 grains of Pripsen (which contains j 
grams [4 Gm.} of piperazine phosphate). Thou! 

]?n h P1 fEn ratl0nS we , re giVea as sin S !e doses c 
i° r ^ grams, the cure-rates (97% in ^ 

children who received Pripsen and 92% i n tlios 
who received piperazine phosphate only) 
much the same as those reported with 7-k 
courses of piperazine. The doses of piperazine we* 
less than half those hitherto used in 7 days' treat 
ment, and there were no toxic effects. Using ; 
single dose of piperazine-citrate elixir, other work 
ers obtained a much lower cure-rate (43%). Fur 
ther study is needed to elucidate the possible phar¬ 
macological advantages of the granular preparation 
of piperazine phosphate, as well as the precise pari 
played by the senna component. 


occurred in a single patient, a 14-year-ohl boy with 
a wood-splinter injury of the leg, who had not been 
vaccinated and had not been given tetanus anti¬ 
toxin. Of 247 children with head injuries, 96 had 
simple contusions of the head without involvement 
of brain or hones, 115 had brain concussions, 5 had 
brain contusions, and 31 had cranial fractures. 
Seven children had blunt injuries of the thorax, 
and 20 had blunt injuries of the abdomen; all of 
them recovered, and laparotomy was performed on 
only 1 patient. Bone fractures were sustained by 
486 children; among these fractures the arm was 
involved in 243 cases, the clavicle in 60, and the 
tibia or fibula or both in S4. Healing occurred in 
most patients without complications and in good 
position. Dislocation of joints occurred in 55 pa¬ 
tients, partial dislocation in 74, and contusions of 
extremities in 104. 

The reported data show the high risk of acci¬ 
dents in childhood. Although the death ratio is 
small, almost every accident is associated with dis¬ 
turbances of the child’s organism. Human beings in 
this stage of development show strong reactions, 
which are favorable with respect to healing but 
unfavorable mentally. The alteration of the psychic 
structure and the inhibition of development result¬ 
ing from physical damage may be decisive for the 
future course of the child’s life. 

A Single-Dose Treatment of Threadworms in Chil¬ 
dren. R. H. R. White and J. W. Scopes. Lancet 
1:256-257 (Jan. 30) 1960 [London]. 

Of 122 children with enterobiasis who were 
treated at the Evelina Children’s Hospital in Lon¬ 
don, 59 were given Pripsen, a new granular com¬ 
pound containing piperazine phospate and stand¬ 
ardized senna, and 63 children received piperazine 
phosphate only. Children between the ages of 2 
and 5 years received 120 grains of Pripsen (which 
contains 45 grains [.3 Gm.] of piperazine phosphate), 


DERMATOLOGY 

Lupus Erythematosus Cells ip , * 

MiiL c ? s e , a fr A 'T 1 H sis /wiitalSvC 1 ,; 

VI T lM4fl\3/P74 Wtj® use of cMokj' Birnji 
M. J. 1I-M0-151 (Feb.) 1^ the mothe[ 

The authors report a 21 * below 

scleroderma, in whom L, E$ Cases. O. JP as bej 
2 occasions. The authors be^w chilena } cerebr^ 
stuition of this L. E. cell pherwWhsh) [Sai “ ear t c 
fundamental relation betwer j a n 

systemic lupus erythematosus, t {n fema) £ 
of these cells is not a sufficient -» « T ' 

lishment of a diagnosis that is | d w‘ TheIt the l 

Gviseofulvin in the Treatment c- e f 

Preliminary Report. A. G. Ochoa arid ivV.!rv*rSkuiii>* 
Gac. med. Mexico 89:1017-1024 (Nov.-Dee.) 1959 
(In Spanish) [Mexico, D.F.]. 

Twenty patients, whose ages ranged from 4 to S 
years and who were suffering from different type 
of dermatophytosis, were treated with gviseohihii 
The duration- of the disease prior to treatmea 
varied from 2 weeks to 30 years. The diagnosis va 
demonstrated in all cases by microscopic examuu 
lion and, except in one case, by determination«' 
the dermatophyte responsible for the infection 
Griseofulvin was administered in a dosage of 1 Gw 
daily, in tablets of 250 mg. each (one after end 
meal and one at bedtime). Children received m 
of the dose for adults. At the end of 2 months, la 
patients were cured of the infection on hairless 
skin, and 9 patients were cured of the infection e« 
hairy skin. Those with tinea of the nails were pi® 
gressing toward recovery at the time this artic 

was written. , , 

The first’favorable changes under griseov 
treatment, whether the lesions were those o 
corporis, tinea cruris, or tinea pedis, were ^ ’ j; 
in the infection on hairless skin from the fir.t 
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of therapy; they consisted in the disappearance of 
the pruritus, followed by decrease of the erythema 
and of scaling. Favorable changes were observed 
later in the lesions of tinea unguium; increase in the 
healthy area of the nail was observed in fingernails 
at the end of 4 weeks of treatment, and in toenails 
after a longer period. Side-effects were generalized 
pruritus in one patient, recurrence of colitis in an¬ 
other, and headache in 2. These reactions were not 
severe enough to cause interruption of the therapy. 

INDUSTRIAL MEDICINE 

Silicosis: II. Study of Sense of Taste and Pain 
Threshold. K. Yii-P’U and L. Yin-Tseng. Chinese 
M. J. 79:329-332 (Sept.-Oct.) 1959 (In English) 
[Peking], 

The authors report on 417 patients, between the 
ages of 23 and 59 years, who were hospitalized in 
dllLjJnion Hospital in Peking, China; 278 of them 
..aiuu _ 56 were suspected of having silicosis, 

who were adn.'icosis associated with pulmonary 
Birmingham, 1. these patients had been working 
icording to theth China, and had been exposed to 
below 96 F ^'particles for periods ranging from 2 
1 . 0 , being prtstimations of the sense of taste and 
ce rebral birt'ireshold were made in these 417 pa- 
dise.i 115 healthy men who served as con- 
lti >n and p ition of the sense of taste was made by 
tssihtd as 1 tongue with cotton swabs which had 
iportunt or in sugar solutions of various concentra- 
53 of the Thation of the pain threshold was made 
? at the stall of a tubular device in which a needle, 
in 56 of tb weight, could be brought perpendicu- 
-'^rinz-Lhc- contact with the skin to be tested. This 
test was applied to the flexor surface of tire fore¬ 
arms, dorsum of the hands, and inner aspect of both 
thighs, and was repeated several times. The results 
showed that during the early stage of silicosis, even 
before there is definite radiologic evidence, there 
is an appreciable reduction in the ability' to taste 
sweet substances and to feel pain, or an elevation 
of the respective thresholds has occurred. These 
observations confirm the known fact that patients 
with silicosis show disturbances of various types 
of analysors. 

Silicosis: III. Study of Vegetative Functions. K. 
lii-P U and L. Yin-Tseng, Chinese M. J. 79:332-335 
(Sept.-Oct.) 1959 (In English) [Peking]. 

The same group of patients with silicosis and 
the same healthy controls, reported on in die pre¬ 
ceding paper, were studied by the authors regard¬ 
ing the reaction of the skin to ultraviolet irradia¬ 
tion. The dermographic reactions of the silicotics 
and of the controls also were studied. Both groups 
were subjected to water absorption tests, and their 
oculocardiac reflexes were studied. The results of 


these various examinations confirmed that patients 
with silicosis show a drop in autonomic nervous 
(vegatative) function (protective inhibition) in an 
early stage of their disease before a radiologic diag¬ 
nosis of silicosis can be made. These findings, to¬ 
gether with determination of the patient’s occupa¬ 
tion and his other symptoms, would be of value in 
the early diagnosis of silicosis. 

Intoxication with Parathion in Agricultural Work¬ 
ers: Observations and Notes in 41 Cases. G. Bat- 
tiato. Minerva med. 50:4086-4094 (Dec. 12) 1959 
(In Italian) [Turin, Italy]. 

The author reports on 27 agricultural workers 
who were moderately or severely poisoned by' the 
insecticide, Parathion. The most common symptoms 
of moderate intoxication, which appeared sudden¬ 
ly in these workers, were: abdominal pain; vomit¬ 
ing, frequently accompanied by vertigo; a slight 
degree of asthenia; headache; and bradycardia. 
Mild sweating was present in 7 patients, and mild 
fever in 11. The latter symptoms are apparently 
nonspecific, but to workers handling Parathion 
spraying substances, they are a warning of possible 
imminent eruption of the poisoning effects. 

Severe intoxication with Parathion had similar 
initial symptoms as the instances of moderate in¬ 
toxication, and the onset was sudden and acute. 
Unlike the moderate form, however, marked adyna¬ 
mia, impaired consciousness developing sometimes 
into coma, profuse sweating, pulmonary' edema, 
and arterial hypertension appeared within 2 hours 
after the onset of the symptoms. The arterial hyper¬ 
tension gradually decreased, and became normal 
within a few days. It seems that the same quantity 
of Parathion may produce either moderate or severe 
symptoms of intoxication according to the individ¬ 
ual reaction of die patient. Treatment with atropine 
is suggested at the onset of the symptoms, because 
initially' it is not known whether a mild or a severe 
form of intoxication will follow. 


THERAPEUTICS 

Effects on Serum Lipoprotein Cholesterol of Estro¬ 
gen in Combination with Delta-4-Androstenedione, 
Testosterone and Methyltestosterone. B. Hood and 
K. Cramer. Acta med. scandinav. 165:459-466 (no. 6) 
1959 (In English) [Stockholm]. 

The authors cite earlier studies indicating that, 
when estrogenic and androgenic hormones were 
given simultaneously', estrogenic effects were elimi¬ 
nated or reversed. Their own studies were made on 
9 patients. Five of these had survived one or more 
myocardial infarctions and had a total serum cho¬ 
lesterol value exceeding 300 mg. per 100 cc. before 
treatment. Two patients had hypercholesterolemia 
widiout definite evidence of myocardial infarction. 



312 

MEDICAL LITERATURE ABSTRACTS 

One of these Intel suffered a vascular cerebral insult 
at the age of 37 years and showed radiologic signs 
ot aortic, calcification at 3S; he had no history of 
previous hypertension. Finally, the authors tested 
the action of androstenedione on 2 men with hypo¬ 
gonadism, one of whom showed the picture of 
Klinefelter's syndrome and the other had testicular 
utiuphy after orchitis in connection with epidemic 
parotitis. I he studies had the disadvantage that 
they weic niutlo on unihuhitory patients* Moreover, 

(he period of observation was probably not long 
enough, and the determinations were not made fre¬ 
quently enough. 

Earlier studies on the shifts in values of lipopro¬ 
teins iii the Cohn fractions, caused by the adminis¬ 
tration of estrogen (ethinyl estradiol, dioxydiethyl- 
stilhene) as well as by the concurrent administra¬ 
tion of estrogen and methyltcstosterone, have been 
confirmed. Androstenedione (delta-4-androstene-3- 
17-dione) in a dosage twice that of methyltestos- 
leronc, however, did not have any effect in revers¬ 
ing the estrogen-induced pattern. Testosterone did 
not seem to differ from androstenedione in this re¬ 
spect, and androstenedione had no effect on the 
plasma cholesterol distribution pattern when given 
alone to 4 subjects (2 hypercholesterolemic men 
and 2 hypogonadic men). 

Marked effects on the lipoprotein pattern in vari¬ 
ous studies have been found only with synthetic 
androgens, such as methyltestosterone, ethinyl, 
testosterone, and 17-methyl-19-nortestosterone. On 
the other hand, there was some evidence that nat¬ 
urally occurring androgens are not entirely without 
effect in this respect. The revirilizing effect of 
androstenedione in doses up to 100 mg. daily was 
not sufficient to be of decided practical advantage 
in men treated with as heavy an estrogen dose as 
1 mg. of ethinyl estradiol daily. 


Speed of Action of Aspirin, Soluble Aspirin and 
Buffered Aspirin. P. Sleight. Lancet 1:305-307 (Feb. 
6) 1960 [London]. 

Six healthy volunteers, between the ages of 20 
and 33 years, who had not taken any salicylate in 
the previous 72 hours, were given doses of 10 grains 
of 4 preparations of aspirin, namely, aspirin B.P., 
soluble aspirin B.P. (calcium aspirin), acetylsali- 
cylic acid combined with aluminum carbonate and 
magnesium carbonate in small amounts (Buffeiin), 
and acetylsalicylic acid combined with glycine 
(Paynoeil), with use of a double-blind technique. 
Fifteen cubic centimeters of blood was drawn each 
time by repeated venipuncture at 0, 10, 20, and 30 
minutes, the time recorded being the moment of 
venous occlusion. Blood levels of acetylsalicylic 
acid and salicylate were compared. Soluble aspirin 
B.P. gave about twice the blood levels of aspirin 
B P at these times, and equal levels were obtained 
with Paynoeil and Bufferin, both of which were 


J.A.M.A., May 21, 1950 

similarly superior to plain aspirin B.P. Suc« es y 
explanations are diminished local irritation andj 
sequent speedier gastric emptying when soluble or 
buffered aspirins are used. The presence of un 
changed acetylsalicylic acid has again been demon¬ 
strated in the serum; the significance of this obser- 
vation is that aspirin therapy cannot be said to have 
failed, unless the drug has been taken at 2-nr-3- 
hour intervals. 

Diethylstilbestrol in Mumps Orchitis. E. Nordland- 
er. Acta obst. et gynec. scandinav. 38:586-597 (no. 
4) 1959 (In English) [Stockholm]. 

The author evaluated the results of diethylstil¬ 
bestrol (Stilbestvol) therapy in 192 patients with 
mumps orchitis, admitted to the Stockholm Hospi¬ 
tal for Infectious Diseases in Stockholm during 
1948-1955. One hundred of the 192 patients re¬ 
ceived diethylstilbestrol by mouth in a dosage of 
2 mg. 5 times a day for 3 days. The remaining 92 
patients did not receive any, treatment and served 
as a control group. There was no appreciable dif¬ 
ference between the 2 groups in respect to the 
clinical course of the orchitis. Follow-up examina¬ 
tions of 61 treated and 56 untreated patients re¬ 
vealed pathologicoanatomic changes of varying 
degree of severity in 44 patients of the former and 
in 49 of the latter group,, but the difference was not 
statistically significant. Follow-up examinations of 
38 treated patients, in whom semen analyses were 
carried out, and of 38 patients from the control 
group, in whom 67 analyses were performed, did 
not show any significant difference between the 2 
groups in respect to the therapeutic effect of the 
drug on spenniogenesis. In this series diethylstil¬ 
bestrol therapy had no noteworthy effect, either on 
tire clinical course of orchitis or prophylactieally 
in preventing the pathologicoanatomic sequelae in 
the affected testis. Nor did it prevent the disturb¬ 
ance of spermiogenetic function which usually fol¬ 
lows orchitis and may cause a lowering of fertility. 

The Relief of Pain in Osteitis Deformans (Paget’s 
Disease of Bone) by Phenol Injection of the Sym¬ 
pathetic Chain. W. Reid. Scottish M. ]. 5:71-7o 
(Feb.) 1960 [Glasgow]. 

Although pain is not a constant feature of Paget s 
osteitis deformans, it is not uncommon. When pres¬ 
ent, it may vary in intensity, and in some patients 
it is agonizing. The author became inteieste 


this problem in 1948, when a woman 


demanded 


amputation for relief of pain associated with ostei¬ 
tis deformans of the right tibia. For a peno 0 
years conservative treatment had failed to gne 
lief, and the pain was now excruciating. Her i «i 
was refused at first as too radical but some mon 
later amputation was performed above the k ^ 
and the patient was satisfied. Two years -A* ^ 

returned for treatment of a painful cln on 
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the left leg, which had developed after an injury. 
When conservative treatment did not relieve the 
ulcer pain, she suggested a second amputation. 

Reasoning that the increased vascularity of the 
bone in Paget’s disease might be responsible for the 
pain, the author decided to try the effect of a sym¬ 
pathetic block. Injection of procaine (Novocain) 
into the left side of the lumbar sympathetic chain 
resulted in complete relief of the pain. When the 
pain recurred, a watery 1:15 solution of phenol was 
injected around the lumbar sympathetic chain, and 
complete relief of pain resulted with healing of the 
ulcer. This has lasted for 8 years. Encouraged by 
this result, it was decided to treat other patients 
with painful osteitis with this method. It was found, 
however, that for relief to result, it was imperative 
to inject around the sympathetic chain at specific 
levels for pain in specific situations. 

Data are tabulated on 16 patients with painful 
osteitis deformans, in whom the author resorted to 
the injection first of Novocain, and then of a watery 
1:15 solution of phenol. The results of treatment 
have been satisfactory except in 4 patients in whom 
it was not possible to site the injection accurately 
because of extensive Paget’s disease in the spine 
or deformity of the spine. The method is satisfac¬ 
tory when the disease affects the bones of the limbs, 
but it has not yet been used successfully when the 
spine and pelvis have been involved. 

Hazards of Adrenocortical Therapy. W. T. Thomp¬ 
son and J. J. Kelly. Virginia M. Month. 87:80-83 
(Feb.) 1960 [Richmond]. 

The authors selected at random from the 1957- 
1959 files of the McGuire Veterans Administration 
Hospital in Richmond, Va., the case histories of 70 
patients on long-term adrenal steroid therapy and 
reviewed them for evidence of severe untoward re¬ 
actions. Peptic ulcers occurred in 12 patients. Severe 
infections—3 fungal, 2 tuberculous, and 1 bacterial 
—were observed in 6 patients, 5 of whom died. Ad¬ 
vanced osteoporosis was present in 5 patients, 1 of 
whom had paraplegia from compression fractures. 
Full-blown adrenal cortical hyperfunction ''Cush¬ 
ing s syndrome) was observed in 4 patients. There 
were psychotic manifestations in 3 patients, severe 
edema in 3, and frank diabetes in 2. Arteritis de¬ 
veloped in 3 patients treated for rheumatoid arth¬ 
ritis: the 1st patient presented with pancreatitis, 
pericarditis, pleuritis, and peripheral neuropathy; 
the 2nd had severe cerebral arteritis, peripheral 
neuropathy, and indolent skin ulcers; and the 3rd 
had a bleeding peptic ulcer, peripheral neuropathy, 
pericarditis, pleuritis, and chronic skin ulcers. All 3 
patients improved slowly over a long period of time 
with gradual reduction and then cessation of steroid 
therapy. One patient with polyarteritis nodosa was 
relatively asymptomatic except for arthralgias; pe¬ 
ripheral neuropathy and myocardial infarction oc¬ 


curred suddenly when steroid therapy .was begun. 

A total of 39 major ill-effects thus occurred in 35 
of the 70 patients. It is evident then that, when used 
nonspecifically, adrenal steroids only suppress, never 
cure; that once a patient has been started, on these 
drugs, especially for a chronic disease such as rheu¬ 
matoid arthritis, it is very difficult, and often dan¬ 
gerous, to discontinue their administration; and 
that serious results may accompany use of the adre¬ 
nal steroids. The decision to start a patient on 
nonspecific adrenal steroid therapy should be ar¬ 
rived at only after careful consideration of all the 
factors involved, weighing the possible benefits 
against the known ill-effects. 

Effect on the Kidney of Drugs Containing Phenace- 
tin. B. Harvald, F. Valdorf-Hansen, and A. Nielsen. 
Lancet 1:303-305 (Feb. 6) 1960 [London]. 

At the Bispebjerg Hospital in Copenhagen, the 
authors performed direct provocation experiments 
in a group of 27 patients who were acetophenetidin 
(phenacetin) addicts and whose renal function was 
reduced. Eleven patients were given acetopheneti¬ 
din entirely free from acetic-4-chloranilide, 8 pa¬ 
tients received an acetophenetidin preparation con¬ 
taining 0.13% of acetic-4-chloranilide, and 8 were 
given an acetophenetidin preparation containing 
0.30% of acetic-4-chloranilide, a contaminant found 
in varying amounts in practically all preparations of 
acetophenetidin. For 3 days all drugs were with¬ 
drawn, and then the patients received 3 Gm. of the 
acetophenetidin preparations daily for 5 days. The 
nephrotoxic effect of acetophenetidin was estimated 
in the 27 patients by quantitative determination of 
the urinary sediment according to the Addis meth¬ 
od. In the 11 patients given purified acetopheneti¬ 
din, a slight, but not significant, rise was recorded 
in the erythrocyte and leukocyte counts in the 
urinary sediment; in the 16 patients given acetophe¬ 
netidin contaminated with acetic-4-chloranilide, the 
effect was much more pronounced, with significant 
rise in both erythrocyte and leukocyte counts. As 
acetic-4-chloranilide is a much stronger former of 
methemoglobin than acetophenetidin, renal damage 
may be caused by the abnormal hemoglobins, and 
not by a direct toxic effect of acetophenetidin or 
related drugs. 

PATHOLOGY 

Antibiotic Combinations: Antibacterial Action of 
Serum After Ingestion of Novobiocin or Tetracy¬ 
cline or Both. H. A. Hirsch and M. Finland. New 
England J. Med. 262:209-214 (Feb. 4) 1960 [Boston]. 

The authors made a controlled study to deter¬ 
mine the effect of the administration of novobiocin 
in combinations with tetracycline on the antibac¬ 
terial activity of the serum of 8 healthy young men. 
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This activity was measured in a twofold-dilution 
est in broth with -1 test strains that were sensitive 
to one or both of these antibiotics. Synergistic 
elteets of this combination in a 1:2 or 2:1 ratio were 
not observed in the contratests of the sensitivity of 
these strains in vitro, and the combined effect could 
be considered additive or indifferent. The same ob¬ 
servations concerning the activity of the serum were 
made after ingestion of these*antibiotics by the 
same persons in these ratios, as compared with the 
same amounts of the individual drugs. However, 
the administration of 500 mg., of tetracycline with* 
250 mg. of novobiocin resulted in a lower antibac¬ 
terial activity in the serum against tetracycline- 
resistant staphylococci as compared with the dose 
of 250 mg. of novobiocin alone. These effects were 
confirmed bv assays of the novobiocin and tetra¬ 
cycline content of the same serum done by an agar- 
diffusion technique employing different assay or¬ 
ganisms. 

Tumors of the Thoracic Bones. P. Bucalossi, S. Di 
Pietro and T. Pock. Tumori 45:695-750 (Nov.-Dee.) 
1959 (In Italian) [Milan, Italy]. 
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hospital in a small New England community a 4th 
is a medium-sized (500-bed) general hospital in 
university city of a quarter million; and the re 
maniing 2 are university-affiliated general medical 
and surgical hospitals of 1,000 beds. To gather data 
a basic form was developed for reporting each case 
of staphylococcic infection discovered in participit 
ing hospitals. From August, 1957, through January, 
1959, i. e., during the IS months of the cooperative 
study, 29,817 patients occupied 3,320 beds in the 
6 VA hospitals. A total of 1,604 staphylococcic cul¬ 
tures were isolated from 1,261 persons, but 47 were 
taken from personnel in contact with the patients. 
Iheie were 1,093 patients with clinical infections 
solely or dominantly due to staphylococci. 

In this Veterans Administration study, quality of 
laboratory information has been assured by use of 
a reference center to establish standards and con¬ 
trols. A reference laboratory can distinguish early 
changes in types and patterns of infection as well 
as sensitivity of organisms to treatment. Bacterio¬ 
phage typing is not necessary or desirable in all 
infections but should be accessible for study and 
control of local epidemics. Bed-by-bed rounds to 


The authors survey the pathological and clinical 
problems characteristic of tumors of the thoracic- 
bones and report on 34 patients (27 with tumor of 
a rib and 7 with tumor of the sternum) observed at 
the Cancer Institute of Milan. They point out that 
tumors of the thoracic bones are almost always of 
the malignant type, and that the chondromatous 
form prevails among tumors of the ribs, while plas- 
mocytomas are more frequent among tumors of the 
sternum. Often the symptoms are not so severe even 
in malignant cases, and in many instances a precise 
diagnosis is possible only after histological exami¬ 
nation. Surgery which consists of a wide removal of 
the affected rib, and often also of the adjoining 
ribs with the intervening tissue, is considered the 
therapy of choice. Suitable repairs of the residual 
gap are necessary in order to maintain the function 
of the thoracic wall. Radiotherapy is to be limited 
to patients with ablastic tumors and reticulosar- 
comas, to those in whom radical surgery is not pos¬ 
sible, and to those with relapses after previous 


identify infected cases are a useful spot check to 
provide baseline data for assaying the presence of 
epidemics or the effectiveness of control measures; 
this should be one function of a hospital infection 
committee. Approximately half of the infections in 
this study were found on the medical, and half on 
the surgical services. On each service about half of 
the patients entered with the infection, and half 
acquired it in the hospital. The frequency of staphy¬ 
lococcic infection in a hospital may be a fair index 
of the total reservoir of all bacterial infections in 
that hospital. No single instrument, substance, or 
maneuver can obviate infection or the need for 
application of an entire program of control meas¬ 
ures, which must be developed with emphasis on 
phases specific to each institution. 

Behavior of the Lipicl Metabolism After Revas¬ 
cularization of the Ischemic Heart in the Dog. 
M. Ursini, A. Ciardiello, G. Curzio, and M. Grassi. 
Minerva chir. 14:1449-1457 (Dec. 15) 1959 (In 
Italian) [Turin, Italy]. 


surgery. 

An Evaluation of Hospital Infections with Analysis 
in Mortality and Morbidity. U. S. Veterans Admin¬ 
istration Co-operative Study Committee for Hos¬ 
pital Infections. Surg. Gynec. & Obst. 110:157-163 
(Feb.) 1960 [Chicago]. 

Hospital staffs are concerned with complications 
in patients due to infection with antibiotic-resistant 
organisms, particularly the staphylococci. The 
United States Veterans Administration division ot 
research developed a cooperative study to evaluate 
this problem in 6 VA hospitals. Two hospitals are 
tuberculosis hospitals; a 3rd is a 150-bed general 


The behavior of the total lipids, the phospho¬ 
lipids, and the cholesterol after myocardial revas¬ 
cularization was studied in 20 dogs. Tests were 
made on blood taken simultaneously from the 
venous coronary sinus, the right atrium, and the 
femoral artery before revascularization; this was 
repeated 1 to 24 months after revascularization. 
After the values of the total lipids, the phospho¬ 
lipids, and the cholesterol were determined in nor¬ 
mal conditions, infarction was induced by ligation 
of the descending branch of the left anterior corn 
nary artery, 10 to 15 cm. from the originapoint 
of the artery, and surgical revasculanzati 
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performed S to 10 weeks afterwards by ligation of 
the internal mammary arteries in the 3rd inter¬ 
costal space, by pneumocardiopexis, by pericardio- 
cardiopexis, or by a combination of the 3 methods. 

Results showed that after the infarction there is 
some indication of a spontaneous recovery of the 
cardiac lipid metabolism. This recovery, however, 
is partial, and it is not observed in the phospho¬ 
lipids. Surgical revascularization caused a marked 
progressive improvement in the myocardial ex¬ 
change of the lipids and especially of the phospho¬ 
lipid fraction. The best effects were observed in 
instances of isolated or associated bilateral ligation 
of the internal mammary arteries. Surgical revas¬ 
cularization caused a definite improvement in the 
lipid metabolism of the ischemic heart. 

A Rapid (24 Hour) Bioassay for Detection of 
Human and Mouse Tumor Factor. F. Friedman, 
R. Kassel, L. Burton, and others. Proc. Soc. Exper. 
Biol. & Med. 103:16-19 (Jan.) 1960 [Utica, N. Y.]. 

A cell-free factor has been extracted and refined 
from human and mouse tumor tissue. This factor, 
when injected into C 3 PI (f) mice will induce a wide 
variety of tumors, i. e., parotid, mammary, and 
adrenal carcinomas, soft tissue tumors, and leu¬ 
kemia. For convenience, this factor has been desig¬ 
nated as “tumor factor” (TF). The method utilized 
for extraction and refinement of mammalian TF is 
the Burton-Friedman-Kassel (BFK) procedure. This 
procedure is an adaptation of the method originally 
developed for purification of the tumor-inducing 
factor (TIF) present in the tu-e tumor strain of 
Drosophila melanogaster. Both methods were close¬ 
ly related, and past experience in the study of 
Drosophila tumors suggested that mammalian TF 
could produce in Drosophila the lesion already 
described in the literature as Drosophila tumor. 
Preliminary data concerning the reaction of Dro¬ 
sophila to refined mammalian TF indicated that 
Drosophila could be used as an assay animal for 
die rapid detection of mammalian TF. In this paper 
the authors describe the techniques and results of 
the Drosophila assay (DA) method. The Drosophila 
host line, wild 51-52, is a genetically stable and 
hardy strain. The preparations which were tested 
for tlie presence of TF by the DA method included, 
among others, serum, spleen, and lymph node ma¬ 
terial from patients with Hodgkin’s disease; ma¬ 
terials from mice with induced leukemia; pools of 
serum from groups of normal mice; and pools of 
serum from patients with various forms of malig¬ 
nancies. 

The application of the DA techniques to ma¬ 
terials obtained from mouse or human sources has 
indicated either the presence or the absence of TF. 
The presence of TF activity is computed from the 
number of surviving larval hosts which had de¬ 
veloped melanotic lesions within 24 hours after in¬ 


jection. With one exception, all refined preparations 
which had TF activity in the DA induced neoplasia 
in mouse hosts. Absence of active TF in prepara¬ 
tions, as indicated by the DA, was confirmed by 
lack of tumor induction by these preparations in 
C 3 H (f) mice. The DA also did not detect any TF 
activity in the refined preparations from serums of 
5 of 6 nonneoplastic human donors. Both Drosoph¬ 
ila and mouse assays indicated absence of TF 
activity in procedural control preparations and Tris 
buffer. Crude BFK serum preparations of mouse 
and human TF induced formation of melanotic 
tumors in the injected wild 51-52 larvae. These DA 
results indicated that crude BFK preparations of 
pooled serum from 47 mice of the C 3 H (f) (spon¬ 
taneous tumor-resistant) line did not contain active 
TF, whereas active TF was present in crude BFK 
preparations of serum from patients with cancer 
and Hodgkins disease. The use of larvae of the 
wild 51-52 strain of Drosophila as an animal assay 
has, among others, the advantages of (1) precise 
genetic control, (2) rapid indication of end-results 
(within 24 hours), and (3) ease of handling and 
maintenance. 


RADIOLOGY 

Mucormycosis. O. F. Gabriele. Am. J. Roentgenol. 
83:227-235 (Feb) 1960 [Springfield, Ill.]. 

The author reports on 2 men and 1 woman, be¬ 
tween the ages of 39 and 72 years, and on a 6 x k- 
year-old girl with mucormycosis, who had been 
admitted to the Grace-New Haven Community 
Hospital in New Haven, Conn., since 1955. In addi¬ 
tion to mucormycosis, the 4 patients had diabetes 
mellitus, and in 2 it was poorly controlled. Large 
doses of antibiotics had been administered after 
the onset of clinical symptoms. All the patients 
died, and autopsies were performed on them. Mu¬ 
cormycosis is a rapidly fatal disease characterized 
by acute inflammation and vascular thrombosis, 
caused by invasion of the walls and lumens of 
blood vessels by the fungus. In cerebral mucormy¬ 
cosis, thrombosis of the internal carotid artery is 
common, and this finding was noted in 3 of the 4 
patients. Other thromboses included the right oph¬ 
thalmic vein in one of the men, the retinal artery 
in the girl, the ophthalmic artery in the other man, 
and the peripheral pulmonary artery in the woman. 

In only one of the 4 patients was the pathogenic 
organism successfully cultured, and this revealed 
Rhizopus oryzae. In the woman the fungus could 
be visualized in the bronchial aspirate and tissues 
from the paranasal sinuses, but attempts to culture 
it were not successful. The diagnosis in tire first 2 
patients was established postmortem, and inability 
to obtain material suitable for culture made specific 
identification of the organism impossible. The clin- 
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ical appearance of paranasal and cerebral involve¬ 
ment is characteristic, although this does not appear 
to be true of involvement of other organ sys¬ 
tems. The cases of mucormycosis reported by other 
workers have almost invariably been associated 
with some underlying disease, usually diabetes mel- 
litus (as in this series), but have included also leu¬ 
kemia (under treatment), nephritis, and cirrhosis. 

r lhe roentgenologic findings in the 4 patients 
xu ie not diagnostic. Paranasal sinus disease was 
manifested by a clouded and thickened mucoperi- 
osteum. Possibly the absence of fluid levels and 
the relatively unimpressive extent of the involve¬ 
ment of the paranasal sinus, as compared with the 
toxic state of the patient, may be characteristic. 

Pulmonary involvement was manifested as a lobular 
pneumonia with abscess formation and lack of re¬ 
sponse to therapy. Infarctions were not recognized 
as such. Although the roentgenographic changes are 
not characteristic, awareness of the entity and its 
association with predisposing metabolic disturb¬ 
ances may make it possible to consider the diag¬ 
nosis while the disease is still in its controllable 
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coidosis noninfectious necrotizing granulomatosis 
tuberculosis, metastatic malignant neoplasm, ami 
other fungous diseases. 


stage. 

Epidemic Pulmonary Histoplasmosis: Roentgeno¬ 
graphic Findings. D. P. Babbit and B. A. Waisbren. 
Am, J. Roentgenol. 83:236-250 (Feb.) 1960 [Spring- 
field, Ill.]. 

The authors report roentgenographic findings on 
IS male patients, between the ages of 15 and 71 
years, and on a 5S-year-old woman with epidemic 
pulmonary histoplasmosis, who were examined at 
the Milwaukee Hospital. The cause of the outbreak 
was established by the isolation of Histoplasma 
capsulatum from 2 of the 19 patients. In those pa¬ 
tients in whom the illness and the chest lesions 
were very mild, lymphadenopathy with minimal 
pulmonary nodulation and infiltration was seen. In 
the others with moderate and severe lesions, the de¬ 
gree of hilar lymphadenopathy was more marked, 
and the nodulations and pulmonary infiltrations be¬ 
came more extensive with coalescence. Follow-up 
roentgenograms as long as 2M> years after the acute 
phase showed no evidence of calcification in these 
patients. About 3 to 5 years may elapse before cal¬ 
cification occurs. 

Although the diagnosis cannot be made with 
certainty from the roentgenograms alone, it should 
be suspected. A history of possible exposure to H. 
capsulatum in the soil about 2 weeks pieceding the 
occurrence of symptoms and roentgenographic find¬ 
ings should be highly suggestive. The diagnosis 
may be further corroborated by histoplasmin skin 
tests, complement-fixation tests, and biopsy of 
scalene lymph nodes to demonstrate the fungous 
agent. The findings are sufficiently suggestive to 
warrant their consideration in differential diagnosis 
among acute histoplasmosis, farmers lung, sar- 


Idiopathic Pulmonary Hemosiderosis in Adults: Re¬ 
port of a Case and Review of the Literature. S. M 
Bronson. Am. ]. Roentgenol. 83:260-273 (Feb.) I960 
[Springfield, Ill.]. 

The author reports on a 27-year-old farmer with 
idiopathic pulmonary hemosiderosis, who was ad¬ 
mitted to the Veterans Administration Hospital in 
Atlanta, Ga., because of weakness, pallor, dizziness, 
mild headache, and moderate dyspepsia. These 
symptoms, which were more marked on exertion, 
were of 6 months’ duration. For IV 2 months preced¬ 
ing the admission, the patient had had productive 
cough and hemoptysis associated with fever. The 
hemoglobin level was 9.8 Gm. per 100 cc.; the red 
blood cell count, 3.9 million per cubic millimeter; 
and the white blood cell count, 7,700 per cubic 
millimeter. Chest roentgenograms showed small 
nodular infiltrates in both perihilar lung fields, 
superimposed on a homogenous, finely granular 
background. These involved the mid and lower 
lung fields, and extended widely toward the lateral 
zones but not the subdiaphragmatic, costophrenic, 
and apical lung fields. A selective resorption of the 
infiltrates in the infraclavicular zones took place 
over a period of only 4 days, but densities in either 
lower lung field persisted. It was not until 2 months 
later that a chest roentgenogram showed marked 
clearing of either perihilar or infraclavicular densi¬ 
ties with the appearance of a reticulostriate pattern 
in both mid and lower lung fields. No evidence of 
cardiac enlargement was observed. Bronchial wash¬ 
ings showed the presence of macrophages contain¬ 
ing hemosiderin, which had a Prussian blue reaction 
with potassium ferrocyanide. 

During the major part of his hospital stay the 
patient was asymptomatic, but continued to have 
a mild degree of hemoptysis daily. After one month 
he was allowed to go home, but fever and increased 
hemoptysis occurred. On readmission, a lung biopsy 
was performed by open thoracotomy. A large num¬ 
ber of intra-alveolar macrophages filled with iron 
were seen. A chest roentgenogram, obtained 6 
weeks later, showed focal pleural thickening over 
the left pericardial lung field, with postsurgical 
adhesions of the left diaphragm. The pulmonary 
reticular markings persisted. Almost complete re¬ 
sorption of residual perihilar pulmonary densities 
was noted. A chest roentgenogram, obtained about 
a year later, showed no change in the appearance 
of the lung fields. 

The cases of 34 adult patients with idiopathic 
pulmonary hemosiderosis were collected from t ie 
literature. A preponderance of men to women in 
the ratio of 2.7 to 1 was reported. The serious ^ 
of the prognosis in this disease was levea ec , 
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fact that 21 of the 34 patients were dead at the 
time of writing- The remaining 13 patients were 
alive for varying periods of 1 to 6 years when re¬ 
ported. All patients, on whom data were available, 
showed abnormal intrathoracic x-ray findings of 
pulmonary infiltrates, except for one patient who 
was followed clinically and roentgenographically 
for 11 months to death. It should be emphasized 
that the time interval over which the pulmonary 
infiltrates change is extremely variable. A negative 
chest roentgenogram on the 1st clinical observation 
of the symptomatic patient can be expected in about 
one-third of the cases, and does not rule out idio¬ 
pathic pulmonary' hemosiderosis. Pulmonary infil¬ 
trates, although present initially in two-thirds of 
the cases, may appear as late as 2'i to 5 years after 
onset of the clinical symptoms, but usually occur 
within 19 days to 2% years. Hemoptysis, anemia 
with a hemoglobin level of 2 to 7 Gm. per 100 cc. 
(microcytic and hypochromic), persistent low serum 
iron value, and macrophages in the sputum con¬ 
taining hemosiderin are almost diagnostic of the 
disease. However, erythrocytosis may be seen inter¬ 
mittently in a patient who also shows, alternatively 
in his clinical course, a very low hemoglobin level 
or red blood cell count. 

The radiologist has a unique opportunity and an 
important role in the diagnosis of idiopathic pul¬ 
monary hemosiderosis, if he is aware of the clinical 
aspects as he evaluates the chest roentgenogram. 
Although the list of differential diagnoses is impres¬ 
sive, careful scrutiny of the infiltrates, their distri¬ 
bution and variance in time, as well as the clinical 
laboratory data, will facilitate the correct diagnosis. 
In 29 of the 34 patients, the radiologist was able 
to suggest the diagnosis of idiopathic pulmonary 
hemosiderosis. 

The Roentgenographic Appearance of Eosinophilic 
Lung (Tropical Eosinophilia). F. Y. Khoo and T. J. 
Danaraj. Am. J. Roentgenol. S3:251-259 (Feb.) 1960 
[Springfield, Ill.]. 

The authors report on 550 patients with tropical 
eosinophilia, who were seen in the department of 
radiology of the General Hospital in Singapore. 
Although Singapore has a predominantly Chinese 
population, the disease was seen most frequently 
among Indians. Some of the patients were children 
and some were older persons, but the peak inci¬ 
dence was found in those between 20 and 40 years 
of age. The presenting symptom was chronic cough, 
which was most frequent and severe at night, oc¬ 
curring in paroxysms of a few minutes with mucoid 
or mucopurulent sputum sometimes streaked with 
blood. A detailed examination of chest roentgeno¬ 
grams revealed that the essential changes were in¬ 
creased lung markings of varying extent (appearing 
as fine, moderately thick, or rather coarse, massive 
strands) and mottlings associated sometimes with 


small areas of pneumonitis. It is felt that these 
changes are distinctive enough for a diagnosis to 
be made, especially in countries in which tropical 
eosinophilia is endemic. Of the 550 patients, an 
earlier group of 202 was treated with intravenous 
injections of oxophenarsine tartrate (Neo-Halarsine). 
and a more recent group of 34S was given oral 
treatment with diethylcarbamazine. Treatment with 
organic arsenicals or diethylcarbamazine resulted 
in a regression of the roentgenographic abnor¬ 
malities. 

Dilatation of the Aortic Sinuses in the Marfan Syn¬ 
drome: Roentgen Findings in Five New’ Cases. 
I. Steinberg. Am. J. Roentgenol. 83:302-319 (Feb.) 
1960 [Springfield, Ill.]. 

The author reports on 6 male patients, between 
the ages of 9 and 40 years, and on 4 female pa¬ 
tients, between the ages of 2 and 47 years, with 
Marfan’s syndrome; 5 of these patients had been 
reported previously', and 5 w'ere new' patients in 
whom a diagnosis of dilatation of the aortic sinuses 
(of Valsalva) was made with the aid of angiocardi¬ 
ography at the New’ York Hospital-Comell Medical 
Center. Three of the 10 patients had aortic valvular 
insufficiency, and the other 7 had apical systolic 
murmurs. There were 3 deaths; 2 of the patients 
died of congestive heart failure associated with 
severe aortic insufficiency’, and the 3rd died of 
uremia before significant enlargement of the heart 
and congestive heart failure had occurred. Seven 
patients w’ere asymptomatic and were studied 
angiocardiographically and by cardiac catheteri¬ 
zation. 

Skeletal defects w’ere present in all 10 patients; 
eye abnormalities w’ere found in all but 2. In 6 pa¬ 
tients family histories of Marfan’s syndrome could 
not be elicited. However, when examinations of 
parents and siblings w : ere made, the stigmas of 
Marfan’s syndrome were evident. The blood pres¬ 
sure and electrocardiographic findings reflected the 
degree of cardiac involvement. Conventional chest 
roentgenograms readily disclosed deformities of the 
thoracic cage. Cardiac enlargement w'as evident in 
S patients. Roentgenograms also revealed abnor¬ 
mally long thoracic cavities, as well as long fingers 
and toes. Angiocardiography provided the definitive 
method of showing dilatation of the aortic sinuses, 
thus revealing the cardiovascular abnormality. In 
some patients angiocardiography provided the clue 
that linked the associated ocular and skeletal de¬ 
formities. Nine of the 10 patients had uniform dila¬ 
tations of the aortic sinuses, and in one who died 
and on whom autopsy was performed, the dilatation 
of the aortic sinus was aneurysmal and was asso¬ 
ciated with huge dilatation of the ascending aorta. 

Marfan’s syndrome is probably not as rare as had 
been previously supposed. The radiologist, by not¬ 
ing the unusually long and thin extremities, espe- 
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dally the fingers and toes, thoracic deformities, and 
cardiovascular abnormalities, may be the first to 
suggest the diagnosis, and thereby explain seem- 
mgly unrelated findings. The forme fruste type of 
Marfan s syndrome should be kept in mind when¬ 
ever there is aneurysmal dilatation of the aortic 
sinuses or ascending aorta. 

Cancer of the Thyroid from Roentgen-ray Therapy 
in Childhood. J. Perianes Carro, j. L. Pelaez Cueto, 
and C. Alonso Vivancos. Rev. clin. espan. 75:259- 
261 (Nov. 30) 1959 (In Spanish) [Madrid]. 

According to the literature, the incidence of 
cancer of the thyroid in adolescence is higher in 
those patients who have had roentgen-ray treat¬ 
ment of the upper thoracic or the cervical region 
in childhood than it is in those who have not had 
such treatment. Most frequently roentgenotherapy 
had been given to the patients for control of the 
symptoms of an enlarged thymus. 

A 12-year-old girl was brought by her parents for 
consultation because of the development of ap¬ 
parently cardiovascular and respiratory symptoms 
which had become worse during the past 6 months. 
The patient had cyanosis (mainly in the lips and 
skin of the hands), dyspnea, rapid palpitation of 
the heart, and cough without expectoration. She 
was nervous, and her hands were perspiring and 
trembling. Her parents and 7 brothers and sisters 
were normal, although one sister had a goiter. The 
mother stated that the patient had had nodules 
over the thyroid region since the age of 2, and that 
between the ages of 2 and 5 she had had roentgen 
irradiation to the nodular area. She now had one 
large and several smaller nodules in the thyroid 
region. Roentgenologic examination of the chest 
showed nodules in the lungs, which were similar 
to those observed in patients with metastases of a 
seminoma or a Wilms tumor. 

The test of seizure of iodine gave positive results 
in the skin of the thyroid region (250%) and strongly 
positive results in the skin of the metastatic areas 
of the right and left hemithoraces (360 and 290% 
respectively). The histological study of a surgically 
removed thyroid nodule showed carcinoma of mod¬ 
erate malignancy. The authors believe that in this 
patient a benign embryonal adenoma was stimu¬ 
lated by roentgenotherapy to develop into cancer. 


PHYSIOLOGY 

Oxygen Availability in Brain Tissues After Lipid 
Meals. R. L. Swank and H. Nakamura. Am. J. 
Physiol. 198:217-220 (Jan.) 1960 [Washington, D. C.J. 

Observations on erythrocytes in dark-field illumi¬ 
nation demonstrated that large fat meals in dogs 
and in human subjects caused the red blood cells 
to become adhesive and to aggregate. Since these 
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and other observations suggested that large fat 
meals may interfere with the diffusion of oxygen 
the oxygen in the brain of hamsters was studied 
polarographically with the aid of permanently 
implanted platinum electrodes. It was found that 
after the intake of large quantities of lipid, the 
amount of oxygen available in the tissues was re¬ 
duced. The reduction was greatest after cream and 
other highly saturated fat mixtures. It was least 
after the very unsaturated oils, safflower and cod- 
liver oils. Changes after olive, corn, cottonseed, and 
other vegetable oils were intermediate. Cream 
meals, containing as little as 0.9 Gm. of lipid per 
kilogram of body weight, produced significant re¬ 
ductions in the available oxygen in the tissues. 

The studies did not indicate that the unsaturated 
fatty acids, such as those contained in safflower 
and cod-liver oils, protect the organism from the 
effects of the saturated fatty acids. The oils caused 
less decrease in available oxygen in the tissues, but 
this appears to have been due to the fact that they 
contained less saturated fatty acids than the fats, 
and not to the presence in them of unsaturated 
fatty acids. In other studies, convulsive seizures 
were observed in hamsters after they had been fed 
cream in doses of 10 Gm. per kilogram of body 
weight. Oil feedings of the same amounts did not 
cause seizures. It seems likely that the reduction 
in oxygen availability after cream meals was an 
important cause of these seizures. 


Blood Coagulation and Lipid Metabolism. F. C. 
Monkhouse. Am. J. Clin. Nutrition 8.T-6 (Jan.-Feb.) 
1960 [New York]. 

Blood coagulation is the result of a complex series 
of reactions, and the formation of thromboplastin 
can be considered the 1st stage. The conversion of 
prothrombin to thrombin normally depends on the 
presence of thromboplastin, and thus can be con¬ 
sidered the 2nd stage. Once thrombin is formed, it 
acts enzymatically to convert soluble fibrinogen to 
insoluble fibrin, and this reaction can be consid¬ 
ered the 3rd stage. Associated with events in the 
3rd stage of coagulation are the activation of plas¬ 
minogen to plasmin and the subsequent lysis of 
fibrinogen and fibrin. This area has become highly 
specialized and complex and is not discussed in 
detail. One point, however, is relevant to the present 
discussion. It has been postulated that plasmin may 
function normally to prevent excess deposition of 
fibrin on the endothelium of the vessels. 

Evidence is accumulating, which indicates that 
consumption of excessive amounts of fat or im 
pairment in fat metabolism are factors in tire devel¬ 
opment of atherosclerosis and thrombosis, me 
assumption that there is a relationship between 
blood clotting and thrombosis has led to an mere 
ing number of studies on the role of fat in 
coagulation. After reviewing some of these 
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the author feels that it is reasonable to conclude 
that lipids, especially the phosphatides, play an 
important part in the formation of a blood clot. 
Not all lipids are coagulants. Changes in the level 
of fatty acids and phosphatides result in changes in 
a number of in vitro coagulation tests. However, 
variations in the same coagulation test can be 
demonstrated simply by varying the rate of centrifu¬ 
gation, the type of decalcifying agents, or even the 
order in which the reagents are added. 

Thus, at present there is no clear understanding 
how changes in static blood are related to the devel¬ 
opment of an intravascular clot. It is unlikely that 
any changes in the coagulability of blood, brought 
about by variations in the lipid level,, are important 
in the presence of a healthy endothelium or a nor¬ 
mal blood flow rate. Such changes, however, may 
be significant when superimposed on degenerative 
changes in the vessel wall or when circulation is 
impaired. The clinical importance of lipids on blood 
clotting can only be ascertained when there is a 
better knowledge of the relationship between blood 
clotting and vascular changes. 

Lipid-Induced Coagulation Changes in Normal 
Subjects and in Patients with Atherosclerosis. J. P. 
Dailey, E. A. Fullgrabe, R. L. Colescott, and Z. P. 
Tillotson. Am. J. Clin. Nutrition 8:34-37 (Jan.-Feb.) 
1960 [New York]. 

After studies by other investigators had demon¬ 
strated an effect of a high-fat challenge on the 
integrity of red blood cells and on the rate of 
circulation in the peripheral vessels, the authors 
decided to investigate the effect of such a lipid 
challenge on the coagulation of whole blood at the 
times when these circulatory changes were taking 
place. Ten normal men were given 2 Gm. of fat 
(in the form of whipping cream) per kilogram of 
body weight after a fasting blood sample had been 
drawn. Additional blood samples were obtained 
at 2, 4, 6, 8, and 10 hours after the challenge. 
Chylomicrons, times of packing and distortion of 
red blood cells, and coagulation of whole blood 
were measured. Later the same subjects were chal¬ 
lenged with 280 ml. of skimmed milk and 1,260 
calories of carbohydrate. A lipid challenge with 
- Gm. of cream per kilogram of body weight was 
carried out also on patients (5 men and 5 women) 
who had had a cerebral vascular accident. 

The authors found that the whole blood coagu¬ 
lation time after a lipid challenge was shortened 
in both normal subjects and patients with cerebro¬ 
vascular disease. This effect was measured, utilizing 
a coagulation method of low inherent variability. 
The coagulation time curve had 2 depressions, one 
at 2 to 4 hours and the other at 6 to 8 hours after 
the challenge. The shortening in coagulation time 
at 2 to 4 hours after the ingestion of cream confirms 
earlier studies. The drop in coagulation time at 6 


to S hours after the challenge corresponds to the 
time of maximum packing of red blood cells and 
decreased rate of circulation reported by Swank. 
This second shortening in coagulation time was 
greater in the older patient group than in the nor¬ 
mal subjects. An isocaloric carbohydrate challenge 
to the normal group did not produce a similar 
alteration in coagulation time of whole blood. 

Selective Extraction of Alpha-Cholesterol from Hu¬ 
man Serum by Ethyl Ether. A. Katchalsky, B. 
Rosenzweig, J. Agmon, and M. Toor. Bull. Res. 
Counc. Israel. (Sec. E Exper. Med.) SE:lS-24 (Oct.) 
1959 (In English) [Jerusalem]. 

During the investigation of cholesterol levels in 
various population groups of Israel, the authors 
corroborated observations previously reported by 
other workers that the variability in cholesterol 
levels could be attributed to the fraction bound 
with the electrophoretic beta-globulins, while the 
amount of cholesterol in the alpha fraction re¬ 
mained remarkably constant. In an attempt to dis¬ 
tinguish between the alpha-cholesterol and the 
beta-cholesterol by an independent chemical meth¬ 
od which would separate the 2 types of binding, 
it was shown that pure ethyl ether, when properly 
applied, can extract part of the total cholesterol in 
human blood serum selectively. A comparison with 
the results of electrophoretic fractionation showed 
that, in most of the cases, only die alpha-cholesterol 
and all of the alpha fraction had been extracted by 
the ethyl ether. Statistically significant correspond¬ 
ence between the ether extract and the alpha- 
cholesterol fraction was found in the blood of dif¬ 
ferent population groups in Israel having widely 
different total cholesterol levels, as well as in the 
serums of patients with myocardial infarction and 
other diseases, such as nephrolithiasis, fever of un¬ 
known origin, bronchiectasis, leptospirosis, duo¬ 
denal ulcer, thyrotoxicosis, and congenital heart 
disease, who showed a large variation in total 
cholesterol levels. 


PUBLIC HEALTH 

Q-Fever in New Jersey: Clinical and Epidemiologic 
Investigation of a Case with Some Unusual Mani¬ 
festations. E. D. Pellegrino, R. F. Goldsboro, and 
O. Sussman. J. M. Soc. New Jersey 57:59-64 (Feb.) 
1960 [Trenton]. 

This report is concerned with the first diagnosed 
case of Q fever in New Jersey, supported by labora¬ 
tory isolation of the organism, Coxiella burnetii. 
The investigation revealed that the patient, a 35- 
year-old woman, had consumed raw milk from 
cows on a farm half a mile away. She also had had 
contact with the farm’s newborn calves, the last 
time being 2 weeks prior to her illness. The patient 
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exhibited unusual symptoms, not heretofore related among patients 

to Q fever. Stomatitis, gingivitis, and cervical lym- atric dinic alsc 

phadenopatliy had been present for 10 days before disease in 1959 
she was admitted to the hospital, and she had not whereas none c 
responded to treatment with penicillin. Throughout results are attri 
tiie illness she had experienced malaise, chilliness, vaccination pro 

«?o S ?! le I ' an °, rexi ; 1 ' Hei : temperature rose to 102 F in Florence. 1 

af 5 er Emission, remained between achievement, th 

100 F (37.7 C) and 101 F (3S.3 C) for 4 days, then schedule of vac< 

dropped on the 5th day. Treatment consisted of vaccination: 1st 

the administration of 250 mg. of tetracycline 4 times 2nd at the 4th 

a day and the use of alkaline mouth washes when 4th at the 20th 

needed. Symptoms gradually disappeared, with tetanus vaccinal 

gradual subsidence of lymphadenopathy, increase month, 2nd at t 

in appetite, and a sense of well-being. There was month, 

no evidence of pulmonary infiltration, and the pe¬ 
ripheral blood picture was essentially normal except Resistance of thi 
for relative lymphocytosis. The patient’s specific Corporis de G.) 

antibody titer for Q fever had been 1:256 during de Beer, J. G. ( 

the course of the acute illness and subsided to 1.4 African M. J. 34: 

one year later. 

The pathogenic agent, C. burnetii, was isolated Reports from i 
from milk produced on the neighboring farm with woila indicate tl 

which the patient had contact. Serologic evidence tro “J? bo J~T ° 

of infection was also obtained through blood test- con ro ed b T ^ 

ing. The exact mode of transmission of infection in come resistant t( 

the present study is not clear, since the patient’s environmen a sa 

family had also consumed the raw milk and had ® amzatl f <™ C 

not exhibited clinical symptoms or any elevation ? nce I s s W1 ” 

of complement-fixation titers for Q fever. It is not r01 ^ 
unlikely that the mode of transmission was related b j ? . ,,^“ 

to the patient’s contact with newborn calves, which ° f 

she had fondled. This report is the first confirmed nTyr ‘ J f 
case of Q fever in a dairy herd in New Jersey and d ^ doth 

should alert clinicians to the possibility of this Hptermininff the 
disease in the northeastern United States. Q fever , nowders Ir 
should be considered in the differential diagnoses “ of , he ' 

of fevers of obscure origin, even when contact with 
animals is quite indirect. Awareness of subclinical , 

and atypical manifestations will result in greater obtained Dy tea 
recognition of Q fever, a disease which is increas- bei ’ ' 

ing in public health and clinical importance. t0 DDi P ow> 


Further Observations on the Course of the Diph¬ 
theritic Infection Based on the History of Hospi¬ 
talized Patients in the Pediatric Clinic and on 
Reports of Patients Who Had Diphtheria in the 
Municipality of Florence from 1952 to 1958: Con¬ 
siderations and Plan of Prophylaxis with Combined 
Diphtheria and Tetanus Vaccinations. L. Nassi and 
C. Vecchi. Riv. clin. pediat. 64:285-305 (Oct.) 1959 
(In Italian) [Florence, Italy]. 

The authors made a statistical study on the inci¬ 
dence of diphtheria among the children of Florence, 
Italy, during the period from 1952 to 1958 so as to 
determine the effectiveness of a vaccination pro¬ 
gram. There was a decreasing incidence of diph¬ 
theria throughout this period, from 430 instances 
in 1952 to 30 in 1956 and 25 in 1958. The mortality 
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among patients treated for diphtheria in the nedi. 
atric clinic also declined; 6 patients died of this 
disease in 1952, 7 in 1953, 1 in 1954, and 1 in 1 9 | 
whereas none died in 1955, 1957, and 1958. These 
results are attributable to the effective diphtheria 
vaccination program which has been carried out 
in Florence. To maintain and to improve the 
achievement, the authors suggest the following time 
schedule of vaccinations for an infant-poliomyelitis 
vaccination: 1st administration at the 3rd month, 
2nd at the 4th month, 3rd at the 9th month, and 
4th at the 20th month; combined diphtheria and 
tetanus vaccination: 1st administration at the 6th 
month, 2nd at the 7th month, and 3rd at the 17th 
month. 

Resistance of the Body Louse (Pediculus Humanus 
Corporis de G.) to DDT Powders. J. J. Steyn, J.}. 
de Beer, J. G. Greeff, and W. L. Coetzee. South 
African M. J. 34:90-92 (Jan. 30) 1960 [Cape Town], 

Reports from numerous countries throughout the 
world indicate that in connection with typhus con¬ 
trol the body louse can no longer be adequately 
controlled by DDT. Like the house fly, it has be¬ 
come resistant to this insecticide. The division of 
environmental sanitation of the World Health Or¬ 
ganization (WHO) has arranged body-louse resist¬ 
ance tests with use of a standardized kit forwarded 
from Geneva. The investigations described were 
conducted at Queenstown, Union of South Africa, 
and in neighboring Bantu locations in Cape Prov¬ 
ince as part of a global survey. In 1954 and 1958 
DDT powders from the standard WHO kit were 
used on cloth according to the kit instructions for 
determining the resistance of the body louse to 
these powders. In 1956 at Queenstown Dr, Carroll 
N. Smith, of the entomology research division, U. S. 
Department of Agriculture, confirmed the results 
obtained by the authors in 1954. 

In September, 1954, resistance of the body louse 
to 5% DDT powder at Queenstown, where DDT 
had been regularly used at 6-week intervals since 
1952, at Eskeaton, where less DDT had been used, 
and at Macibini, where still less DDT had been 
used, was found to be, respectively, 81.7, 56.7, and 
5.0%. In August, 1958, at Qoqodala, where DDT 
had not been used for louse control, resistance to 
1% DDT and 5% DDT was, respectively, 6.7 and 
0%; at Matyantya, where DDT had not been used, 
resistance of the body louse to 1% DDT, 5% DDT, 
and 0.0016% pyrethrins was, respectively, 10, 0, 
and 6.7%. As the Queenstown lice were the most 
resistant of all the lice tested, but were still W* 
killed by proper application of 10% DDT powd , 
it was suggested that experimental dusting of- 
3 premises, as well as of the occupants and heir 
clothing, should be carried out to suppleme 
ture tests with the WHO test kit. 
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BOOK REVIEWS 


Human Nutrition and Dietetics. By Sir Stanley Davidson, 
B.A., M.D., F.R.C.P.Ed., Professor of Medicine and Clinical 
Medicine, University of Edinburgh, A. P. Meikeljohn, M.A., 
B.Sc., D.M., Lecturer in Nutrition, University of Edinburgh, 
and R. Passmore, M.A., D.M., Reader in Physiology, Uni- 
rersity of Edinburgh. With foreword by Lord Boyd Orr, 
D.S.O., M.C., LL.D., F.R.S. Cloth. $15. Pp. 844, with illus¬ 
trations. Williams & Wilkins Company, 428 E. Preston St., 
Baltimore 2; E. & S. Livingstone, Ltd.. 16 and 17 Teviot PI., 
Edinburgh 1, Scotland, 1959. 

Tliis book is a welcome addition to the subject 
of human nutrition. The authors are authorities 
whose backgrounds provide the broad prospective 
represented by the subjects included in the book. 
The volume is divided into six parts dealing with 
physiology, food, primary nutritional diseases, nu¬ 
tritional aspects and dietetic treatment of general 
diseases, public health, and diet and physiological 
stress. Despite the scope, the authors have suc¬ 
ceeded admirably in selecting critical material for 
presentation, and they have condensed it into an 
orderly and readable discussion. In addition to the 
usual subjects which one might expect in a book of 
this title, they have considered a number of perti¬ 
nent topics, including appetite and satiety', alcohol, 
the use of food tablets, beverages, herbs and spices, 
new and improved foods, food poisons (infective 
agents, chemical agents, natural poisons), diet and 
general disease, nutrition in malignant disease, 
athletics, effects of climate, diets for expeditions, 
and emergency rations. 

The book is documented with well-chosen 
references which can serve as introductions for 
broader reading. These references are more inter¬ 
national in character than one encounters in many 
books. The viewpoint and presentation will have 
wide appeal to public health workers, international 
nutritionists, educators concerned with disease pat¬ 
terns abroad, medical students, and physicians. 
Furthermore, this volume should serve as an excel¬ 
lent reference volume for nonphysician groups, such 
as dietitians, graduate students in physiology, bio¬ 
chemistry', and related subjects; food technologists; 
and agricultural workers concerned with nutrition. 

The British dietary' details will be less helpful to 
the American physician than to his British col¬ 
league. The discussions of pathology' and of 
chemical findings in disease are too brief. In the 
chapter on cereals tire author devotes too much 
space to wheat and less attention than is deserved 
to other important basic foodstuffs used in large 
quantity' throughout the world. Similarly', the dis¬ 
cussion on tubers inadequately treats cassava. 


yams, and taro. Those interested in tropical nutrition 
will note the absence of plantain in the discussion 
of important foods. These omissions are cited not to 
detract from this useful book but with the. hope 
that they' may' be corrected in subsequent editions. 

It is unfortunate that the authors have chosen 
to deal with the addition of chemicals in foods in a 
chapter entitled “Food Poisons: (2) Chemical 
Agents.” One cannot label legitimate, desirable, 
chemical additives as food poisons. The ultracon¬ 
servative attitude of the authors toward the use of 
nutrients produced in the laboratory' to improve 
food products also detracts somewhat from the 
value of the volume. 

The book is relatively' free of errors and, despite 
the brief presentation of some subjects, it deserves 
widespread use as a textbook for courses in nutri¬ 
tion in schools of public health, medical schools, 
and university departments of nutrition and as a 
reference volume by many other groups. 

William J. Darby, M.D. 

Hemophilia and Other Hemorrhagic States: International 
Symposium, Rome. Editor: Kenneth M. Brinkhous, M.D. 
Professor of Pathology, University of North Carolina, Chapel 
Hill. Assistant Editor: Pietro de Nicola, M.D., Associate 
Professor, University of Pavia, Pavia, Italy. Cloth. S7.50. 
Pp. 266, with illustrations. University of North Carolina 
Press, Chapel Hill, 1959. 

This symposium consists of 27 papers by 55 con¬ 
tributors presented before the Eighth Congress of 
the International Society' of Hematology' in 1958. 
The papers are in English and are well documented. 
They' are based primarily' on clinical and experi¬ 
mental work of the authors rather than on abstracts 
or summaries of the literature. There is a useful and 
necessary' table of abbreviations. The articles are 
grouped under the subjects hemophilia (nature of 
the antihemophilia factor, treatment, and diag¬ 
nosis), vascular hemophilia (pseudohemophilia A 
and B, Willebrand’s disease, and Willebrand- 
Jiirgens form), acquired hemophilioid states (Stuart 
clotting factor), the Hageman factor and surface 
reactions, factor X, and hemostasis in hemorrhagic 
crisis. The collection of papers brings together 
widely scattered material on the subject of coagula¬ 
tion, which is becoming more complex as each new 
observation is added. This book should be wel¬ 
comed as a valuable contribution to the subject by' 
all who are working in this field. 

Raphael Isaacs, M.D. 
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QUESTIONS AND ANSWERS 


USE OF; BARIUM AND INTESTINAL 
OBSTRUCTION 

To uie Eorrou :—It has been stated that barium 
should not be administered by mouth, unless 
through a Miller-Abbott tube, to a patient with 
intestinal obstruction. Does the same apply to 
methylglucamine diatrizoatc? 


M.D., West Virginia. 


Answer.— In tile treatment of intestinal obstruc¬ 
tion it is first necessary to determine whether the 
obstruction is in the colon or the small intestine. 
Giving barium by mouth is dangerous if the ob¬ 
structing lesion is in the colon, since the barium 
suspension becomes inspissated in the colon and 
may increase the degree of obstruction. It may be 
necessary to give a barium enema first to be sure 
that the obstruction is not in the colon. 

If the obstruction is not in the colon, and if the 
degree of obstruction is not sufficient to cause dis¬ 
tended loops of small intestine (as seen in roent¬ 
genograms of the abdomen), it is safe to give 
barium by mouth, which method usually permits 
determination of the location and nature of the 
lesion. Barium suspensions do not become inspis¬ 
sated in the small intestine and therefore do not 
increase the degree of obstruction. 

If the degree of obstruction is great enough to 
cause distention of the small intestine by gas and 
fluid, giving barium by mouth is not apt to be of 
assistance in determining the location or nature 
of the lesion. The barium suspension becomes di¬ 
luted in the retained intestinal secretions and is 
not carried to the point of obstruction because of 
the altered peristaltic activity of the intestine. 
Since methylglucamine diatrizoatc is an aqueous 
solution, its diluteness makes it an even less useful 
contrast medium than a barium suspension; there¬ 
fore, it is rarely used. Sometimes attempts are made 
to gain information by administration of methyl¬ 
glucamine diatrizoate bv intestinal intubation; this 
is usually fruitless, however, since the tip of the 
tube rarely reaches the site of obstruction and, 
again, dilution of the jnethylglucamine diatrizoate 
makes it a poor contrast medium. 


The answers here published have been prepared by competent au- 
horities. They do not, however, represent the opinions of any medic, 
r other organization unless specifically so stated in the reply. Anony¬ 
ms communications cannot he answered. Every letter must contain 
he writer's name, and address, but these will he omitted on leanest. 


TUBERCULOSIS ACQUIRED AT AUTOPSY 
To the Editor'. —In the course of performin'. «„ 
autopsy a physician received a stab wound in 
the subcutaneous tissue of a middle finger. The 
lesion, which persists, has since been presump¬ 
tively diagnosed as a tuberculous infection, since 
the subject of the autopsy had had fulminatin', 
pulmonary tuberculosis. The transitory healing 
of the wound was followed by the appearance of 
an isolated subcutaneous nodule at the wound 
site in 10 days, with gradually spreading sub¬ 
cutaneous edema and dusky cyanotic flushing of 
the skin. There has been no tenderness, erythema, 
or other sign of a pyogenic infection. There ap¬ 
peared to be a favorable response to treatment 
with streptomycin and isoniazid, but streptomy¬ 
cin therapy had to be discontinued because of 
vestibular reaction. Response (after eight days) 
to therapy with the sodium salt of para-amino- 
salicylic acid (PAS) and isoniazid is questionable, 
since the patient has developed intolerance to 
para-aminosalicylic acid. The efficacy of isoniazid 
therapy alone is questionable because of rapid 
mutation to resistant strains. Reliance on the re¬ 
sponse to natural processes, or the use of other 
chemotherapeutic agents, such as ethionamide 
(recently reported in the French literature), has 
been considered. I would appreciate comments 
and advice. U.D., New York. 

Answer.— An attempt should be made to con¬ 
firm the diagnosis of tuberculosis by recovery of 
tubercle bacilli, although incision and drainage of 
the lesion may not be indicated. Should it break 
down or become fluctuant, however, the exudate 
should be cultured. If this is a tuberculous infec¬ 
tion, a tuberculin test should give a positive result; 
however, the patient may have been tuberculin¬ 
positive prior to the accidental inoculation. 

One is justified in treating such a lesion by 
antituberculosis chemotherapy in the absence of 
immediate confirmation. Isoniazid therapy in com¬ 
bination with streptomycin or para-aminosalicylic 
acid would provide a satisfactory regimen. The 
patient’s reaction to streptomycin by irritation of 
the vestibular component of the eighth nerve is 
unfortunate, but, since return of vestibular func¬ 
tion after use of streptomycin sulfate is usual, tins 
toxicity may be discounted in the light of the seri¬ 
ousness of tuberculosis. If intolerance to para-amino¬ 
salicylic acid is severe, it may be necessary o 
discontinue its use, but a change to this drugs 
potassium or calcium salt may be tried. 
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If the use of both streptomycin and para-amino¬ 
salicylic acid becomes intolerable, the patient 
should be maintained on isoniazid in a daily dosage 
of 300 to 600 mg., with pyridoxine given concur¬ 
rently, 50 mg. daily. This should be adequate 
therapy, unless the patient from whom the infec¬ 
tion was acquired at autopsy had drug-resistant 
tubercle bacilli, either primarily or after chemo¬ 
therapy. Recovery of tubercle bacilli and their 
study for in vitro susceptibility to the various anti¬ 
microbial agents would be of value. In the absence 
of significant tissue necrosis and a fluctuant lesion 
on the finger, the rapid emergence of isoniazid- 
resistant strains of bacilli is not likely. It is believed, 
however, that combination chemotherapy is su¬ 
perior to single-drug therapy. In addition to isonia¬ 
zid, tin's patient might be given pyrazinamide, 
2 Gm. daily. This drug has potential hepatotoxicitv 
(after six to eight weeks of therapy), and liver 
function studies (determination of serum glutamic 
oxalacetic transaminase and sulfobromophthalein 
retention values) should be performed before ini¬ 
tiation of therapy and every two weeks thereafter. 

There would seem to be no reason for the use 
of iproniazid, which is similar to isoniazid but has 
a greater toxic potential. Other drugs, such as cyclo¬ 
serine, viomycin sulfate, thiocarbanidin, and ethio¬ 
namide, are available but of limited usefulness, 
and some possess greater toxicity. The total dura¬ 
tion of therapy, with use of isoniazid alone if 
problems with other drugs persist, should be a 
minimum of one year and probably IS months. 

CHRONIC URINARY TRACT INFECTION 
To the Editor:— Since the age of 2 years, a 6- 
year-old girl has had difficulties of the bladder 
consisting of intermittent episodes of pyuria, 
dysuria, frequency and urgency of urination, bed¬ 
wetting, and some stress incontinence. Pus cells 
have been found in her urine each time it has 
been examined during this four-year period. 
Numerous physicians have examined her, each 
giving cystitis as the only diagnosis. The results of 
roentgenographic studies of the bladder and kid¬ 
neys and cystoscopic examination were normal, 
with the exception of typical inflammation of the 
mucosa of the bladder due to infection. Urine cul¬ 
tures have consistently produced Escherichia or¬ 
ganisms of undetermined species. How should 
this patient be managed? Should she be given 
intensive therapy for a short time or continuous 
treatment over a long period? 

Henry C. Gorman, M.D., Smyrna, Ga. 

Answer.— A careful reevaluation of this patient 
should be made. The most likely cause of continued 
cystitis in such a patient as described is a patho¬ 
logical lesion in the urethra such as a narrow meat¬ 
us, urethral stricture, vesical neck contraction, or 
congenital anomalv. Recurrent pyuria in children 


also is likely to exist in the presence-of vesicoure¬ 
teral reflux which may be demonstrated by a prop¬ 
erly made cystogram. Interstitial cystitis is also a 
distinct possibility. This entity' can be suspected in 
the presence of diminished bladder capacity' which 
is rather fixed in amount. Cystoscopy after over¬ 
distention of the bladder under anesthesia reveals 
typical submucosal hemorrhagic areas diagnostic 
of interstitial cystitis. If the cystitis symptoms are 
due to urethral pathology, correction of the patho¬ 
logical lesion should result in cure. If vesicoureteral 
reflux is present, an operation to eliminate such 
reflux is often necessary. Infravesical obstruction is 
almost sure to be present if vesicoureteral regurgi¬ 
tation is demonstrated. If reevaluation again fails 
to reveal the presence of a pathological lesion, con¬ 
trol of the infection by administration of antibac¬ 
terial medicine selected on the basis of culture 
and sensitivity' tests is recommended. The adminis¬ 
tration of such drugs over a long period in urinary 
infections is not recommended, except in the pres¬ 
ence of incorrigible anatomic defects causing ob¬ 
struction or stasis. 

MEDICAL ASPECTS OF RELIGIOUS 
DIETARY LAW 

To the Editor:— I would appreciate information or 

references regarding medical aspects of the 

Jewish dietary laws. M.D., Maine. 

Answer.— The Jewish dietary laws date from 
antiquity', but most authors seem to agree that these 
dietary restrictions were based primarily on a soimd 
program of preventive medicine. The ancient Jew¬ 
ish priests have been referred to as the founders of 
prophylaxis. Although they are not known to have 
assumed the role of physicians they were adept in 
the diagnosis of and discrimination between such 
conditions as leprosy, diphtheria, and gonorrhea. 
The biblical references to leprosy, however, prob¬ 
ably would include a varied group of skin diseases 
as we know them today. 

These religious leaders are reputed to have per¬ 
formed autopsies on slaughtered animals to deter¬ 
mine their fitness for consumption. Other dietary 
laws date from the Mosaic code developed during 
40 years of wandering in the desert. These empha¬ 
sized tire danger of eating unfit foods, presented 
procedures for sanitary food preparation, and listed 
instructions for cooking, serving, and eating the 
various foods. There also were passages devoted to 
the benefits of moderation in living and to the dan¬ 
gers of overindulgence. These dietary' laws indicate 
some knowledge of the physiology of digestion in 
their emphasis that animals which “cheweth the 
cud” were among those fit for consumption—the 
implication being that these animals digested their 
food more properly by virtue of regurgitation and 
rechewing, thus prolonging its exposure to salivary 
juice. 
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not definitely established but may be related to 
peripheral vasodilatation and increased blood vis¬ 
cosity. Generally it is relieved unimproved after the. 
red blood cell volume returns to normal, but this is 
not true of all patients. 

Among the 266 patients with polycythemia vent 
there have .been 29 cases of gout (10.9%). Eight of 
these patients (27.6%) complained of itching and 
were helped by control of both conditions. There 
has been less experience with primary gout, but 
genet ally the pruritis is controlled when the uric 
acid level is near normal levels. If probenecid is 
used, it should be remembered that this drug has 
been reported to cause pruritus without a skin rash. 

Reference 

lalbott, J. H.: Gout, ed, 2, New York, Crime & Stratton, 
Inc., 1957, pp. 1-39. 
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midaties of 8Q.tp ; 90% are reported to effect a lower 
death rate m premature infants compared with 

finr7<?- lereS Wlth a , I D e a - tive hl!mid ity of front 30 
S Sl iy erma f n and B]anc > dairies 20:477 [Sep! 
1957) Thus, if an incubator is so constructed tLJ 
the addition of mist is necessary to achieve relative 
humidities of 80 to 90%, mist can be said to be 
beneficial to the infant. 

FOOD VALUE OF TRIPE 

To the Editor:-/ have not been able to find infor¬ 
mation on the relative caloric value of fresh, 
pickled, or otherwise prepared tripe. A patient 
who is on a low-fat diet because of diabetes en- 
joys eating tripe and is unhappy since it is ex¬ 
cluded from his diet. Should diabetics be allowed 
to eat tripe? , M.D., Vermont. 


IMMUNIZING QUALITIES OF 
PRIMARY TUBERCULOSIS 

To the Editor:— Docs primary tuberculosis confer 
protection against, or produce increased suscepti¬ 
bility to, clinical tuberculosisP 

Jules Cooper, M.D., Woodbine, N. J. 

Answer.— There is evidence that a. person once 
inoculated with tuberculosis establishes a degree of 
resistance against new infection. This protection is 
incomplete, however. A small percentage of persons 
with primary infections develop progressive pul¬ 
monary tuberculosis or miliary and meningeal com¬ 
plications. Children who are known to be recent 
tuberculin converters or who are tuberculin-positive 
and less than 3 years old should be treated with 
either isoniazid alone or combined isoniazid and 
para-aminosalicylic acid, for a period of not less 
than one year, to lessen the possibility of such 
serious complications. 

In spite of the “protection” offered by a positive 
tuberculin test result, clinical tuberculosis more 
often develops in persons with a positive tuberculin 
test result than in those who are suffering from then- 
first infection. Tuberculosis control in the future 
will increasingly consist of long-term follow-up of 
all tuberculin-positive persons. 


Answer.— Bridges’ “Food and Beverage Analy¬ 
ses discloses that 115 Gm. ('A lb.) of pickled tripe 
provides 70 calories and contains 1.4 Gm. of fat, 
13,5 Gm. of protein, and 0.2 Gm. of carbohydrate. 
Canned beef tripe (115 Gm.) furnishes 170 calories 
and contains 9.8 Gm. of fat, 19.3 Gm. of protein, 
and no carbohydrate; 115 Gm. of stewed tripe con¬ 
tains 115 calories, 3.4 Gm. of fat, 20.7 Gm. of protein, 
and no carbohydrate. There are no figures for the 
vitamin and mineral content. Tripe could be used 
in a diabetic diet since it contains little or no 
carbohydrate. 

SURGICAL CORRECTION OF 
INVERTED NIPPLES 

To the Editor:— RAW types of plastic surgical 
procedures can be recommended for the correc¬ 
tion of inverted or invaginatecl nipples? 
Benjamin F. Glasser, M.D., New Brunswick, N. J. 

Answer.— There is no completely satisfactory op¬ 
eration for the correction of inverted nipples. All 
procedures involve use of local tissues, multiple 
incisions, and sutures around the periareolar area. 
In healing, tire wounds tend to contract and pull 
the nipple back to its original status. One of the 
better procedures was described by Sellheim (Zen- 
tralbl. f. Gyiidk, 41:305, 1917). 


EFFECTS OF MIST IN INCUBATORS 

To the ' Editor: —What is the efficacy of mist in an 
incubator in a nursery for newborn infants? The 
literature contains differences of opinion regard¬ 
ing its use for respiratory difficulties and hyaline 
membrane disease. 

John E. Brown, M.D., Corry, Pa. 

ANSWER.-The use of mist to produce a super¬ 
saturated atmosphere in an incubator has not been 
conclusively shown to be effective in the prevention 
or treatment of respiratory difficulties and hyaline 
membrane disease. Atmospheres with relative liu- 


ACTIVATED charcoal 

To the Editor:— What is “activated charcoal? 

Lester A. Crowell Jr., M.D., Lincolnton, N. C. 

Answer.— Activated charcoal, also known as acti¬ 
vated carbon or decolorizing carbon, is a fine, black, 
odorless powder which consists of at least Jt m 
carbon. Activated charcoal is obtained by the de¬ 
structive distillation of various organic materials, 
particularly wood and other plant materia s. ome 
times it is chemically treated to increase its natural 
capacity for adsorbing organic coloring substances 
and nitrogenous base substances. 
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WASHINGTON NEWS 


Designated Physicians for Pilots . . 

Delay Asked on Health Bills . . 
Self-Employed Retirement Measure Tax 
Relief Bill Signed . . 

Experts Back Trade-Name Prescribing . . 


FAA RULING ON PILOT PHYSICAL 
EXAMINATIONS 

The Federal Aviation Agency decided that pri¬ 
vate, noncommercial pilots must be examined by 
specially designated physicians to qualify for their 
medical certificates. 

Previously, any physician could perform the med¬ 
ical examination for such pilots. The new rule, 
which goes into effect June 15, means that all pilots, 
commercial and private, must go to physicians se¬ 
lected by the agency for their required physical 
check-ups. 

The American Medical Association, the Aero¬ 
space Medical Association, the Flying Physicians 
Association, and the Civil Aviation Medical Associ¬ 
ation had backed the FAA's proposal that private 
.pilots should be examined only by specially quali¬ 
fied and selected physicians. 

The Aircraft Owners and Pilots Association was 
the chief opponent of the move. Among other 
things, the association said the requirement could 
work a hardship on persons who might have to 
travel great distances to obtain the physical exam¬ 
ination from one of the 2,000 designated medical 
examiners (DME’s). 

However, the FAA contended that “there is no 
effective way of exercising administration over non- 
designated medical examiners and there is no 
assurance that failures to apply the applicable 
standards will be discovered and corrected.” A re¬ 
cent survey disclosed that 84% of private pilots 
awarded medical certificates did not meet the 
standards set by the agency, according to the FAA. 
“^Noting that there will be a need for more 
DME’s, the FAA said it “will welcome the applica¬ 
tion of any family physician who wishes to join us 
in our efforts to promote air safety.” DME’s are 
given courses of training on up-to-date knowledge 
of aviation medicine. 

In issuing the new regulation, which had been 
the subject of months of hearings, the FAA said: 

It is clear that the public safety' is directly 
threatened when the pilot of an aircraft is afflicted 
by a condition likely' to produce sudden incapacity 
or which interferes with his abilities to perform 
with safety those duties necessary' in the piloting of 
aircraft. The threat involves occupants on the 
ground as well as those of the aircraft, as demon¬ 
strated by' several recent light plane accidents. The 
unindoctrinated physician cannot be expected to 
appreciate fully the air safety implications of many 


of the medical defects ordinarily compatible with 
the performance of other, nonfiylng types of ac¬ 
tivity'. 

“As a consequence, perfectly’ competent physi¬ 
cians have issued certificates to airmen with coro¬ 
nary heart disease, diabetes requiring insulin, 
potentially' recurrent mental illness. These are con¬ 
ditions which medical specialists, who have care¬ 
fully studied tile involved safety’ implications, 
consider incompatible with safe flying. In the 
absence of a procedure which would permit ade¬ 
quate direction and supervision over the perform¬ 
ance of examinations and issuance of medical 
certificates, it can be expected that airmen who do 
not meet the medical requirements will continue to 
receive certificates.” 

SEEK DELAY ON AGED HEALTH PLANS 

The Health Insurance Association of America 
urged Congress to give a broad and deep study' 
to proposals for financing medical care of the aged. 

In a statement filed with the House Ways and 
Means Committee, the association said Congress 
should avoid hasty passage of a “costly and grossly 
inefficient” bill. 

“There have been jpublic hearings on only one of 
the numerous plans which have been introduced 
for congressional consideration,” said the associa¬ 
tion, which represents health insurance companies 
of the nation, “fhis proposal was rejected over¬ 
whelmingly by the House Ways and Means Com¬ 
mittee,” said the group, referring to the Forand 
bill that would finance health care through the 
social security' system. 

“As regards all other plans before Congress, 
neither the facts nor public opinion have been ade¬ 
quately explored.. 

“Moreover, the whole issue has been exposed to 
intensified political pressures which are always 
brought to bear on legislation of this type in a 
presidential election year.” 

The association suggested that increases in exist¬ 
ing benefits already being provided through state 
and federal public assistance programs might be 
the solution to the problem of health care of the 
aged rather than a costly new federal program. 
“There is no need for a new federal program,” said 
the association. 

A. M. A. ACCEPTS ADMINISTRATION 
PROPOSAL ON SELF-EMPLOYMENT 
RETIREMENT 

Tha .American Medical .Association notified the 
Senate Finance Committee that it has no objection 
to the Administration’s proposal that self-employed 
retirement legislation require that the self- 
employed participating in the program set up re¬ 
tirement savings plans for their employees. 

(Continued on next page) 
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clinical and hematologic remissions 



6-MERCAPTOPURINE 


For Acute Leukemia and 
Chronic Myelocytic Leukemia 

Similarly, with 6MP at 2.5 mg. per kilogram daily by mouth, 
30 to 50 per cent complete remissions can be obtained.” 1 [In 
childhood acute leukemia] Tablets Of 50 mg. 


me Keogh-Simpson measure that passed 
House last year and that is now before^ Sent. 
rinanc e Committee did not contain this provision 
The over-all bill would permit self-employed vet 
sons such as lawyers, farmers, small businessmeJ 
dentists, and physicians to defer taxes on 10% a 
year of income or $2,500, whichever is smaller 
phh lded t le m ° ney is placed in a qualified pension 


In a telegram to Sen. Harry F. Byrd (D. Va) 
Chairman of the Committee, Dr. F. J. L. Blasin- 
A. M. A. Executive Vice-president, said: 

This is to advise you that the American Medical 
Association has no objection to the Treasury alter¬ 
native to H. R: 10 insofar as it suggests the inclusion 
ot employees in retirement programs established by 
or for the self-employed." 

The Finance' Committee was expected to act 
favorably on the measure, and Senate passage ap¬ 
peared likely in view of widespread support. The 
bill is aimed at giving the self-employed similar tax 
treatment on retirement savings as now afforded 
salaried persons. 


LEUKERANl 

CHLORAMBUCIL 

In the Treatment of 
Chronic Lymphocytic Leukemia 

“Satisfactory responses were obtained in patients with chronic 
lymphocytic leukemia; the drug [chlorambucil] appears to be 
of particular usefulness when patients with this disease also 
have moderate thrombocytopenia .” 3 

Sugar-coated Tablets of 2 mg. 


MYLERAN 

BUSULFAN 


brand 


PRESIDENT SIGNS ELDERLY 
DEPENDENT BILL 

President Eisenhower signed a bill allowing tax¬ 
payers a full deduction of medical and dental ex¬ 
penses paid for a dependent mother or father 65 
years of age or older. Previously the deduction was 
limited to health costs of more than 3% of tax¬ 
payers’ adjusted gross income. 

The bill is expected to save taxpayers caring for 
their parents some 50 million dollars a year. The 
measure was strongly endorsed by the Ameri¬ 
can Medical Association, which urged President 
Eisenhower to sign it despite some administration 
concern about the loss of revenue. In a telegram to 
the President, A. M. A. Executive Vice-president 
Dr. F. J. L. Blasingame noted that tire Association 
“strongly supports" the bill. “We hope you will 
decide to sign this bill into law,” the telegram 
stated. “This tax relief will help younger people 
who support elderly parents." 

Late last year, the A. M. A. told Congress that to 
the extent the health problems of the elderly are 
economic in nature, further tax deductions should 
be considered. 


For Chronic Myelocytic Leukemia 

“The collective recorded experience of many clinics supports 
the conclusion that Myleran is an effective and exceedingly 
useful agent for the treatment of chronic granulocytic 

leukemia .’’ 3 Tablets Of 2 mg. 


Facilities for complete and frequent blood counts must be 
available for patients receiving ‘Leukeran’, ‘Myleran or 
‘Purinethol’. 


Full information about these products will be sent on request. 


erences: 1. Ellison, R. R. and Burchcnal, J. H.: J. Chronic Dis. 6:421 

-t.) 1957. 2. Ultmann, J. E„ Hyman, G. A., and 

2:178 (Sept. 15) 1956. 3. Bethell, F. H.: J. Chronic Dis. 6:403 (Oct.) 1957. 


BURROUGHS WELLCOME & CO. (U. S. A.) INC. 
m Tuckahoe, N. Y. 


EXPERTS TESTIFY ON PRESCRIPTIONS 

Prominent drug experts told Congress that physi¬ 
cians should avoid prescribing drugs solely > 
generic name instead of by the brand name of t ie 
manufacturer. In testimony the Senate antitrust 
subcommittee studying drug industry pricing prac 
:ices, most of the expert witnesses took issue wi 
contentions that prescriptions should always list ie 

^iTwould’be “unsafe” to prescribe drugs by their 
oroad generic name because of wide variation 
quality of drugs on the present day market, s ^ 
Dr. Lloyd C. Miller, a director of the U. S. Ph 
xjpia. He testified, that because of 
‘ederal policing some drugs on rihe^market beanj 

:he industry’s seal of approval fall e control 
medical standards. Until better quality 
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exists, it is unsafe for welfare patients and others 
to have their drugs prescribed at all times by 
Generic name only, he said. 

° Dr. Newell Stewart, executive vice-president of 
the National Pharmaceutical Council, said substitu¬ 
tion of different brands for a prescribed medicine 
could be “harmful” to the patient. “Drugs bearing 
the same generic name are not necessarily thera¬ 
peutic equivalents,” he said. 

“Only the physician is qualified to diagnose his 
patient’s illnesses and to prescribe die proper 
drugs,” he testified. “Equally important, it is the 
physician, not die pharmacist, who knows the pa¬ 
tient’s history.” 

Dean Thomas W. Rowe of the University of 
Michigan College of Pharmacy said diere should be 
no interference with present practices for prescrib¬ 
ing medicines. Fewer than 1% of the drugs now on 
die market received federal inspection, he said. Of 
the percentage checked by the FDA, “over 5% 
depart in some significant manner from labeled 
specifications,” said Rowe. 

Rowe said most violations—“probably nearly all 
of them”—were made by small concerns with in¬ 
adequate procedures for controlling production and 
with few or no trade-marked brands of their own. 

Dr. Charles O. Wilson, Dean of the School of 
Pharmacy at Oregon State College, said it would be 
“extremely shortsighted” of physicians to prescribe 
only by generic name. He said there were signifi¬ 
cant differences in drugs because of the way they 
were made even though they were identical chem¬ 
ically. 

Sen. Philip A. Hart (D., Mich.), a subcommittee 
member, said the testimony points to the need for 
continuous government inspection of drug manu¬ 
facturing plants. 


MISCELLANY 


Dr. Henry Welch applied for retirement as Di¬ 
rector of the Food and Drug Administration’s 
Division of Antibiotics. Dr. Welch, who had been 
in ill health for some time, was the subject of the 
latest round of hearings before the Senate antitrust 
subcommittee. Committee investigators disclosed 
that Dr. Welch had earned $287,142 in income for 
the past 10 years from outside interests in private 
medical publications. The disclosure prompted 
Arthur S. Flemming, Secretary of Health, Educa¬ 
tion, and Welfare, to charge that Dr. Welch “de¬ 
liberately misled his superiors” about the compen¬ 
sation he received from trade journals. He called 
tor Dr. Welch’s immediate resignation. 


A White House Committee of scientists proposed 
creation of a special advisory board to the Depart- 
ment of Health, Education, and Welfare to help 
prevent cancer-causing substances in food. “The 
rapidly increasing number of new chemicals poten- 
I >' useful in agriculture and food production 
( emand vigilant and careful scrutiny of the com¬ 
pounds offered in order to safeguard the consumer 
tom those that may present carcinogenic and other 
uazards,” said the committee that was appointed 
f y *° s hrdy the use of chemical additives in 
oou. Xhe proposed advisory board of government 
m* P nva ^ e scientists would help the HEW Depart- 
ent evaluate scientific data and decide whether 
^prohibit the use of possibly cancer-causing com- 
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brand 


BUSULFAN 


For the Management of 
Chronic Myelocytic Leukemia 

‘"All patients showed alleviation of symptoms, restoration of 
normal blood values and some regression of the spleen within 
the first two months of therapy. Complete clinical and hema¬ 
tologic remissions developed in almost every case, and were 
maintained by small daily doses.” 1 Tablets Of 2 mg. 



6-MERCAPTOPURINE 


For Acute Leukemia and 
Chronic Myelocytic Leukemia 

“A high percentage of temporary remissions can be achieved 
with this drug in children with acute leukemia. Occasional 
remissions also occur in adults but the results are generally 
not as satisfactory as with the children.” 1 Tablets Of 50 mg. 


1EUKERAN 

CHLORAMBUCIL 


7 s 

brand 


In the Management of 
Chronic Lymphocytic Leukemia 

“It appears that CB 1348 [Chlorambucil] is an effective agent 
for the control of certain of the manifestations of chronic 
lymphocytic leukemia. It causes the leukocyte count to de¬ 
crease, reduces the size of enlarged organs, and produces 
considerable subjective improvement.” 5 

Sugar-coated Tablets of 2 mg. 

Facilities for complete and frequent blood counts must be 
available for patients receiving ‘Leukeran’, ‘Myleran’ or 
‘Purinethol’. 

Full information about these products will be sent on request. 
References: X. Unugur, A., Schnlman, E., and Dameshek, W.: New England 
J. Med. 256:727 (Apr. 18) 1957. 2. Burchenal, J. H.. Karnolsky, D. A.. 
Murphy, M. L. t Ellison, R. R., Sykes, M. P., Tan, C. T. C., Mermann, A. C., 
Yuceoglu, M., and Rhoads, C. P.: Am. J. M. Sc. 228:371 (Oct.) 1951. 3. All- 
man, S. J., Haul, A., Cartwright, C. £., and Wintrobe, M. M.: Cancer 9:512 
(May-June) 1956. 
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meetings 



AMERICAN MEDICAL ASSOCIATION; Dr. F. J. L. IHasineainc ST! 
‘ otlii Dearborn St., Chicago 10, Executive Vice-President. 

tnrn Beach, Flu., June 13-17. 

I. 00 Clinical Meeting, Washington, d, c„ Nov. 28-Dec. 1. 

*';" u “ al McctntB, New York City, June 20-30. 

UUi Cluneal Meeting, Denver, Nov, 27-30. 

!un» Iteting, Chicago, June IMS. 

1UG ~ Clinical Meeting, Los Angeles, Nov. 2G-29, 

AMERICAN 




i* 


July 


'SaSF“a‘s»ife 

I^ockv Mountain Ganceh Conference Hilton llntai n. », 

Mr. Harvey T. Sethmau, 835 Republic Bl£ Dele'S 
retary, Colorado State Medical Society. E ** 


1900 


August 


May 

American Gvxocoi.ot.iCAi, Society, Williamsburg Inn, Williamsburg, Vo., 

v...?°** un s k Dr ' Andrew A. Marchetti, Georgetown Univ. Hosp 
Washington 7, D. C., Secretary. 1 * 

Axii.iiican Orthopaedic Association, The Homestead, Hot Springs. Vn 
May 30-June 2, Dr. Lee Ramsay Straub, 535 E. 70 St., New York 21* 
Secretary, ’ 


June 


Americas Academy op Tuuuuculosis Physicians, Miami Beach, Fla. 
June 11. Dr. George V. Bailey, P. O. Box 7011, Denver 0, Secretary. ' 

Americas Association op Neuropathologists, Stntler-Hilton Hotel 
Boston, June 11-12. Dr. Leon Robin, 722 W. 168tli St., New York 32* 
Secretary-Treasurer. 

American College op Anciologv, Roney Plaza Hotel, Miami Beach, 
Fla., June 10-12. Alfred Halpem, Ph.D., II Hampton Court, Great 
Neck, N. Y„ Executive Secretary. 

American College op Chest Physicians, Miami Beach, Fla., June 8-12. 
Mr. Murray Konifeld, 112 E. Chestnut St., Chicago II, Executive 
Director. 

American Diaiietes Association, Inc., Hotel Deauville, Miami Beach, 
Fla., June II-I2. Mr. J. ltichurd Connelly, 1 E. 45th St., New York 17, 
Executive Director. 

American Electroescui'iialogradhic Society, Belmont Hotel, Cape 
Cod, Mass., June 10-12. Dr. George A. Ulctt, 1420 Grattan St,, St. 
Louis 4, Secretary, 

American Geiuatiucs Society, Americana Hotel, Miami Beach, Fia., 
June 9-10. Dr. Richard J. Kraeiner, 2907 Post Road, Warwick, R. I„ 
Secretary. 

American Medical Women’s Association, Hotel Carilion, Miami Beach, 
Fla., June 9-12. Mrs, Lillian T. Mojuily, 1790 Broadway, New York 19, 
Executive Secretary. 

American Neurological Association, Hotel Statler, Boston, June 13-15. 
Dr. Melvin D. Yahr, 710 W. lOStli St., New York 32, Secretary. 

American Physical Therapy Assoclvtion’, Penn-Sheraton Hotel, Pitts- 
hurgli, June 26-July 2. Miss Lucy Blair, 1790 Broadway, New York 19, 
Acting Executive Director. 

American Physicians Art Association, Miami, June. Dr. Kurt F. Falkson, 
7. E. 78tli St., New York 21, Secretary. 

American Rheumatism Association, Hotel Diplomat, Hollywood-by-the- 
Sea, Fla., June. Mr. Gerard W. Speyer, 10 Columbus Circle, New York 
City, Executive Secretary. 

American Society of X-Ray Technicians, Netherland Hilton Hotel, 
Cincinnati, June 11-16. Genevieve J. Eilert, R.T., 16 Fourteenth St., 
Fond du Lac, Wis., Executive Secretary. 

American Therapeutic Society, Barcelona Hotel, Miami Beach, Fla,, 
June 9-12. Dr. Oscar B. Hunter Jr., 915 19th St., N. W., Washington 6, 
D. C., Secretary. 

Association for Research in Ophthalmology’, Inc., Miami, Fla., June 
12-17. Dr. Lorand V. Johnson, 10515 Carnegie Ave„ Cleveland 6, Sec¬ 


retary-Treasurer. , 

Endocrine Society, Eden Roc Hotel, Miami Beach, Fla., June 9-11. Dr. 
Henry H. Turner, 1200 N. Walker, Oklahoma City, OMa., Executive 

Idaho State Medical Association, Sun Valley, June 15-18. Mr. A mi and 
L. Bird, Somia Bldg., Boise, Idaho, Executive Secretary. 

Maine Medical Association, Hotel Samasct, Rockland, June 

Dr. Daniel F. Hanley, P. O. Box 240, Brunswick, Maine, Executive 

Northwest Proctologic Society, Roche Harbor, Sau Juan Island, Wash., 
June 21-24. Dr. L. D. Leslie, 1162 Willamette St., Eugene, Ore., 

Society’ 1 or Biological Psychiatry, Deauville Hotel, Miami Beach, Fla., 
June 11-12. Dr, George N. Thompson, 2010 Wiislnre Blvd., Los Angeles 

S o c hity” illii^ In vestic.ati vl Dermatology, Inc., di Lido Hotel. Miami 
Beach, Fla., June 13-15. Dr. Herman Beennan, -55 S, 17th St., Hula" 

Park, Colo., June 22-25. Dr. Thad 
P Scars, Veterans Administration Hospital, Denver 20, Chairman. 

Society for Vascular Surgery, di Lido Hotel, Mimrn Beacb Fla., June 
12 Dr George H. Yeager, 314 Medical Arts Bldg., Baltimore 1, Sec¬ 
retary. 


American Association of Blood Banks, Jack Tar Hotel, San Ftw - 
21-26. For information write: AABB Central Office, Suite KK 
30 N. Michigan, Chicago 2. 

American Congress op Physical Medicine and Rehabiuiatox it- 
®?wcr Hotel, Washington, D. C., Aug. 21-26. Mrs. Dorothea C.W& 
3U iv. Michigan Ave, Chicago 2, Executive Secretary. 

Amewcax Hospital Association, Civic Auditorium, San Fiandseo.A'.ti 
27-Sept J. Mr* Maurice J. Nodby, 18 E. Division St„ Chicago, Asairii 
Director. . j 

American Institute of Ultrasonics w Medicine, Sladei-Hiltas 
Washington, D. C., Aug. 20. Dr. Dorothy M. Stillwell, Dept, d I'd 
Med. and Rehab., Univ. of Colorado Med. Center, Denver 20, Clufoaj 
American Physiological Society, Stanford University, Calif., kj. ” 
26. Mr. Ray G. Daggs, 9650 Wisconsin Ave., Washington H, D.C, 
Executive Secretary. 

American Society of Clinical Hypnosis, Miami, Fla., Aug. 1-14. ft, 
Seymour Hershman, 6770 N. Lincoln Ave., Chicago 46, Secretuy. 
American Veterinary Medical Association, Denver-Hilton Hotel Da 
ver, Aug. 15-18. H. E. Kingman Jr., 600 S. Michigan Avenue, Oca; 
5, Executive Secretary. 

Biological Photographic Assoclvtion, Inc., Utah Motor Lodge, 
Lake City, Utah, Aug. 23-26. Miss Jane H. Waters, Box 1668, Ci. 
Central P. 0„ New York 17, Executive Secretary, 

Conference on the Chemical Organization of Cells: Ndmhs. l 
Abnormal. University of Wisconsin, Madison, Aug. 25-27. Dr. J. F. 
McManus, Dept, of Pathology, University of Alabama Medical 0- 
Bimlingham, Chairman. 

Gerontological Society, Inc., Mark Hopkins Hotel, San Franwcc,.! 
7-12. Mrs. Marjorie Adler, 660 S. Kingshighway Blvd., St. Lcid 
Administrative Secretary. 

National Medical Association, Inc., Penn-Sheraton Hotel, Fittba 
Aug. 8-11. Dr. John T. Givens, 1108 Church St., Norfolk, Va., & 
tive Secretary. 

Reno Surgical Society, Mapes Hotel, Reno, Nev, Aug. 18-20. Di. 

bert G. Lenz, 505 S. Arlington Ave., Reno, Nevada. 

Rocky Mountain Radiological Society, Denver-Hilton Hotel, &- 
Aug. 11-13. Dr. John H. Freed, 4200 E. 9th Ave., Denver 20, Star 1 
Treasurer. 

Sx. Joseph’s Hospital Annual Clinics, St. Joseph’s Hospital, ft 
Aug. 3-5. Dr. W. H, Leitcb, St, Joseph's Hospital, 1818 Hand* 3 " 
Denver 18, Chairman. , 

West Virginia State Medical Association, The Greenbner, J 
Sulphur Springs, Aug. 25-27. Mr. Charles Lively, Box 1031, Cbw 
24, W. Va., Executive Secretary. 


•St 


September 

American Academy of Pediatrics, and American Academv or J 
er.il Practice, Louisiana CHAPTER, Roosevelt Hotel, New Os 
Sept. 23. Dr. Herbert B, Rothschild, 1520 Louisiana Ave., M-w» 
IS, Chainnan of Publicity Committee. 

American Medical Writers’ Association, Hotel Mormon, us 
Sept. 30-Oet. 1. Dr. Harold Swanberg, 510 Maine St., Quin)'. 

American Roentgen Ray Society, Ambassador Hotel, AtiMte 
Sept. 27-30. Mr. Hugh Jones, 20 N. Wacker Dr., Chicago 6, v - 
Public Relations. n - 

American Society of Clinical Pathologists, Palmer House, 
Sept. 24-Oct. 2. Mr. Claude E. Wells, 445 Lake Shore Drive, ta¬ 
ll, Executive Secretary. c..; 

College of American Pathologists, Palmer House, Clues* , 

27. Dr. Arthur H. Dearing, 2115 Prudential Plaza, Chicago, 

Colorado State Medical Society, Stanley Hotel, BUe*Pa*>£^ 
17. Mr. Harvey T. Sethman, 835 Republic Bldg., Denver 

Delaware, Medical Society of, Rehoboth, Del., Sept. Ml ^ 

C. Morris Jr., 1925 Lovering Ave., Wilmington 0, Del, * 

Flying Physicians Assoclvtion .third FljW'; 

Lodge, Wagoner, Okla., Sept. 6-9. For 3175 Tiling 

cians Association National Headquarter, ?• • ° chic " s0 ’ Sept. - 

fNTER-SOCIETY CYTOLOGY COUNCIL, ’ 'fg JfejJ, Sefl« 

Dr. Paul A. Lounge, 1101 Beacon St„ Broakime 


(Continued on page 34) 
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PULMONARY ALVEOLAR PROTEINOSIS 

REPORT OF CASE WITH FATAL OUTCOME 

Edgar G. Harrison Jr., M.D., Matthew B. Divertie, M.D. 

and 

Arthur M. Olsen, M.D., Rochester, Minn. 



INCE pulmonary alveolar proteinosis was 
first described in June, 1958, we have been 
able to find reference to only 32 cases in 
the world literature; 27 of these were 
included in the original report of Rosen and asso¬ 
ciates. 1 The characteristic pathological changes in 
the lung were recognized as early as 1953, before 
the entity was delineated, and the condition will 
no doubt be diagnosed with increasing frequency 
in the future. The final diagnosis depends on the 
microscopic demonstration in the alveoli and 
smaller bronchioles of a dense, granular or floccular 
acidophilic material that gives a positive reaction 
in preparations stained by the periodic acid—Schiff 
(PAS) method. Although this amorphous material 
has been described as proteinaceous, its true chemi¬ 
cal composition is unknown. The disease is one of 
unknown cause, variable course, and uncertain 
outcome. 


This report concerns a case of pulmonary alveolar 
proteinosis in which death occurred within five 
months of the onset of progressive pulmonary in¬ 
sufficiency. It brings the total number of recorded 
deaths from this disease to nine. 


Report of Case 

History .-A 42-year-old man, a wholesale fruit 
merchant from the state of Washington, was first 
seen at the Mayo Clinic on March 6, 1959. He gave 
a four-month history of nonproductive cough and 


Pulmonary alveolar proteinosis, apparent¬ 
ly a new disease, is being encountered with 
increasing frequency. Clinically, progressive 
dyspnea is a common feature, and its sever¬ 
ity is often at variance with the extent of the 
roentgenographic changes, which frequently 
resemble those of pulmonary edema. Patho¬ 
logically, the alveoli are filled with a dense 
material that gives positive results when sub¬ 
jected to the periodic acid-Schiff staining 
technique; this material contains abundant 
fat and apparently is produced by prolifera¬ 
tion and degeneration of septal cells. The 
pathogenesis of this disease and the exact 
nature of this material are obscure. This case 
represents the ninth fatality among the 32 
cases of this disease now available for re¬ 
view in the literature. 


increasing dyspnea and cyanosis on exertion. Al¬ 
though he came from a region of pine forests, he 
had not worked with lumber nor was he exposed 
to any known pulmonary irritant. He had been in 
good health until seven months previously, when 
he noted the onset of a chronic cough associated 
with fatigue and some fever. This lasted for six 


From the sections of surgical pathology (Dr, Harrison, Jr.) and medicine (Drs. Divertie and Olsen). Mavo Clinic and Ma>o Foundation. The .Main 
totmdation i 5 a nnrt of the Graduate School of the University of Minnesota. 
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Fig. 1. Pulmonary alveolar proteinosis: roentgenograohic 
appearance, showing involvement of both Jung fields hv 
ch use, finely nodular, soft densities of predoSuSypeS 
1. an ^ basa, distribution. Absence of hilar or paratraeheal 


i t .. ui imar or paratraeheal 

ivwthy 0 aUd ° f significant cardiac enlargement is note- 


His symptoms progressed and were not relieved by 
cessation of smoking and by taking 100 mg. of 
cortisone daily. He was found to have an abnormal 
thoracic roentgenogram and, in February, 1959, 
biopsy of a right-sided scalene lymph node was per¬ 
formed elsewhere. Histologically, the node showed 
only inflammatory change. The dose of cortisone 
was inci eased to 300 mg. per day, but his tolerance 
foi exercise gradually became reduced by dyspnea 
to half of one city block at a normal pace. In the 
two weeks prior to his examination here, he had 
frontal headache and retro-orbital aching, which 
were relieved by therapy with acetylsalicylic acid. 

Results of Examination .—Examination at the 
clinic revealed severe dyspnea during normal con¬ 
versation. The pulse rate was 120 beats per minute, 
with a regular rhythm. The blood pressure and 
temperature were normal. He was extremely cy¬ 
anotic, and there were telangiectases and livid and 
cyanotic papules over the upper part of the trunk. 
Early clubbing of the fingers was noted. Fine 
crepitations were present throughout both lung 
fields. Funduscopie examination revealed greatly 
distended veins with normal pulsations. The optic 
disks appeared hyperemic and full. 
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diffuse changes suggestive of pulmonary edema b, 

procesV (fiV V n h in ^ ammat0ry or fibroti 

funSon /T r P f Sent ReSultS of Pub»4 

tunchon tests showed deviations from predicti 
njonmi Va UGS COmpatibIe with diminished pul 
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Pulmonary Function Data in Patient with 
i ulmonanj Alveolar Proteinosis 

Entity .Measured 

Pulmonary volumes ' plltlc!lt 

Vital capacity .. .. 


2.1!) (2 .:»)• 
filer 

1.01 liter 
3.20 liter 

Residual volume. 


Total capacity . 


Hosidmil volume 'total capacity 

X 100 .... 


Funetumui residual capacity 
Inspiratory capacity. 

,Q 

2.8liter 

32% 

1.4’J liter 

1.70 liter 

0.18 liter 

155 till.-,') 

Expiratory reserve. 

Maximal breathing capacity. 

1.2 liter 

127 liter/minute 


expiratory slowing . 0 


u 


2.5% or iuss 


os-os% 
1110% 
03-98% 


Air truppin 

Xitrogen washout index ... 

Arterial oxygen saturation (oximeter) 

Hosting . 

Breathing oxygen..11 ”[.[ 

Before exercise .. 

Exorcise tor 0.9 min. So tall 

0.5 min. after exercise .. 

Exercise (oxygen; for 1.0 min. 100% 

Ventilation breathing oxygen (at rest) 

Liters per minute. 

Rate: respirations per minute. 

Average tidal volume (ml.). 


llter/niiniii 

0 ( 0 *) 

0(0*) 

o.<% 


7U% 

100 % 


«S% 

00 % 

01 % 


12.10 

15,(1 

Soo 


* Values filter nso of aerosolized brouchodllator. 


men ovale. This was thought to result from in¬ 
creased pressure in the right side of the heM 
secondary to obstructive disease of the lungs- ^ 
was obvious that he had severe respiratory insuffi¬ 
ciency, with secondary polycythemia and probabb 
cor pulmonale. 




















Vol. 173, No. 4 


PROTEINOSIS—HARRISON ET AL. 


329 


Diagnosis—The diagnosis was thought to be 
either the Hamman-Rich syndrome, alveolar cell 
carcinoma, or alveolar proteinosis, with the first of 
these considered as most likely. The changes in the 
skin and optic fundus were considered to be caused 
by the polycythemia. The severe respiratory' in¬ 
sufficiency contraindicated biopsy of the lung. 

Therapy .—Because of rapid deterioration in the 
patient’s condition while undergoing examination, 
he was hospitalized and treated with a low-sodium 
diet, digitalis, diuretics, intermittent oxygen ther¬ 
apy, and phlebotomies. Dexamethasone in daily 
doses of 4.5 mg. and antibiotics for low-grade fever 
also were used. On this regimen, he lost IS lb. 
(8.2 kg) in body weight and his hemoglobin level 
was reduced to 12.6 Gm. per 100 cc. No demon¬ 
strable changes in the appearance of the thoracic 
roentgenograms were noted after this treatment. 
The patient was allowed to go home after two 
weeks in the hospital. He was feeling more com¬ 
fortable but was given an extremely guarded prog¬ 
nosis. He died one month later. 

Pathological Findings 

Post Mortem— Autopsy was performed elsewhere. 
The major findings were those of cor pulmonale 
and a diffuse process involving both lungs. The 
combined weight of the lungs was 2,692 Gm. 
(5.6 lb.). They presented diffusely mottled, yel¬ 
lowish-tan surfaces and contained palpable firm 
miliary nodules, each a few millimeters in diam¬ 
eter, within the parenchyma. 

The pathological changes in this patient’s lungs 
were similar to those described previously in cases 
of pulmonary alveolar proteinosis. The cut surface 
of the pulmonary parenchyma showed coalescent 
grayish zones of consolidation, with irregular brown 
mottling; the intervening parenchyma appeared 
somewhat emphysematous (fig. 2). 

Microscopic examination showed that the con¬ 
solidated appearance of the gross specimen was 
caused by a dense, relatively acellular, eosinophilic 
material that filled the alveoli (fig. 3a). There was 
no inflammatory reaction or fibrous thickening of 
the interalveolar septums in most of the.sections 
examined. The floccular and granular material gave 
an intensely positive reaction with the periodic 
acid-Schiff technique, and some PAS-positive ma¬ 
terial was also present in the septal cells (fig. 3b). 
Acicular needle-like spaces were present within the 
material. In frozen sections viewed by polarized 
light, these clefts were doubly refractile because of 
their content of lipids. This proteinaceous material 
apparently was formed by the proliferation, des¬ 
quamation, and degeneration of alveolar septal cells 
(fig. 3c). Some of the degenerated cells produced 
rounded masses, a number of which had a lami¬ 
nated structure. 

Staining with Sudan IV demonstrated fat within 
the foamy cells that in some locations filled the 
alveoli and within the intra-alveolar material. Muci- 


carmine stains did not demonstrate mucus within 
this material. These foamy cells also contained 
cytoplasmic granules demonstrated by the PAS- 
method, and they degenerated and contributed to 
the intra-alveolar material (fig. 3d). As a terminal 
event in this case, pulmonary emboli were present 
in sections of small arteries. Foci of superimposed 
recent pneumonitis also were noted (fig. 4). Lysis 
of the proteinaceous material by the inflammatory 
reaction was present in these regions of pneu¬ 
monitis. Fungi or other parasites were not found 
in this tissue when it was stained by Gomori’s me- 
thenamine-silver nitrate technique (Grocott’s modi¬ 
fication). 

Sputum Studies.—Since some patients with alve¬ 
olar proteinosis may have pulmonary insufficiency 
of such severity as to make biopsy of the lung im¬ 
possible, as in the present instance, some diagnostic 
aid might be obtained by histological and histo- 
chemical studies of sputum. We decolorized smears 
of this patient’s sputum that previously had been 
stained by the Papanicolaou procedure. The amor- 



Fig. 2.—Cut surface of formalin-fixed lung 
tissue, showing coalescent zones of consolida¬ 
tion, with emphysematous appearance in inter¬ 
vening tissue. 

phous material on the slides still turned a deep red 
with the PAS method and stained only slightly 
with mucicarmine. The characteristic cellular reac¬ 
tion was not found. Five control sputums of patients 
screened for presence of malignant cells were proc¬ 
essed in the same way. These mucoid sputums also 
turned red with the PAS technique, and they con¬ 
tained more material staining with mucicarmine 
than did the sputum of the patient who had pro¬ 
teinosis. However, this difference was considered 
inconclusive evidence of this disease, even in retro¬ 
spect. Perhaps after more cases are encountered, 
it may be found that histochemical procedures and 
study of sections of unsmeared thick sputum may 
be of assistance in making the diagnosis when pul¬ 
monary biopsy is not feasible. At present, examina¬ 
tion of tissue is the only certain way to establish 
the diagnosis. 

Comment 

Pulmonary alveolar proteinosis is predominantly 
a disease of adult males. Despite the constancy of 
the pathological changes in the lungs, the clinical 
picture is variable. Often, little correlation is seen 


330 


PROTEINOSIS—HARRISON ET AL. 


between the appearance of successive roentgeno¬ 
grams and the progress of the patient. Improve¬ 
ment or worsening of the clinical picture often may 
be accompanied by paradoxical changes in the 
thoracic roentgenogram. By far the earliest and 
most prominent symptom has been dyspnea on 


J.A.M.A., May 28,196a 

exertion. Cough, with or without sputum, fati-me 
thoracic tightness or pain apparently related to'th’ 
effort of breathing, and mild loss of weight have 
been frequent complaints. Cyanosis was an early 
feature in all the patients who died. In most' in. 
stances, the course has been afebrile; however, a< 



'■ES&k. — 

writ *■ “moteinaceous” materials note lack o£ iu- 

F,v a a pulmonary alveoli filled with dense amorphous iOO). b, amorphous material 
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d cells containing fat and PAh-posiuve t 
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in the present case, a premonitory febrile respira¬ 
tory illness has been noted on occasions. Moertel 
and co-workers 2 reported a case with features of 
a systemic disease in which the main problem was 
fever of unknown origin that responded well to 
steroid therapy. In several cases in which death 
occurred, secondary bacterial or fungal infection 
has been seen, probably facilitated by steroid and 
antibiotic therapy. 

At most, a few scattered rales may be heard on 
examination of the thorax. The physical signs in 
the lungs are extremely meager in comparison with 
the extensive disease seen in thoracic roentgeno¬ 
grams. The roentgenographic changes tend to be 
mainly perihilar or basal in distribution; although 
they closely resemble the changes of pulmonary 
edema, none of the clinical stigmata of that dis¬ 
order are present. Similar changes may be present 
in sarcoidosis, but tire hilar adenopathy so charac¬ 
teristic of this disease has not been described in 
alveolar proteinosis. Calcification of the lesions has 
not been observed. 

Laboratory studies have not been helpful, but 
polycythemia and nonspecific changes in the glob¬ 
ulin fractions of the serum have occurred in a few 
instances. Pulmonary-function tests have given re¬ 
sults ranging from normal measurements in the 
presence of extensive changes in the thoracic roent¬ 
genogram to deviations from estimated normal 
values that are compatible with both small pul¬ 
monary volumes and alveolocapillary block with 
arterial oxygen desaturation. 

No known treatment exists for this disease. 
Steroids have been thought to be of value in some 
instances, but they have had no influence in most 
patients. 

The exact nature of the PAS-positive material 
that fills the alveoli remains obscure, and the term 
proteinosis” may be a misnomer for this disease. 
Payseur and associates 3 suggested that it is a muco- 
protein, yet Lull and co-workers 4 found that it 
contained large amounts of nucleic acids and amino 
acids without true protein. An astonishingly high 
content of lipids, ranging up to six times the amount 
(dry weight) in normal lung tissue, has been re¬ 
ported. 1 There is a need for chemical analysis of 
fresh lung tissue to characterize the nature of this 
unusual intra-alveolar material accurately. 

In view of the fact that the original report of this 
entity was presented only a little more than one 
year prior to the time of writing, one might wonder 
whether this disease has gone unnoticed among the 
multitude of other diffuse pulmonary diseases, per¬ 
haps as a variant of one of them, or whether this 
is a new disease process that is only now being 
encountered. 

A number of theories regarding its pathogenesis 
have been proposed. Considerable interest has been 
displayed in the possible relationship between this 
disease and Pneumocystis pneumonitis. In disease 


caused by parasites of the genus Pneumocystis, the 
alveoli are filled with a foamy eosinophilic material 
that is also PAS positive. The lungs of these pa¬ 
tients have an interstitial infiltration with plasma 
cells, and they lack the desquamation and degen¬ 
eration of proliferating septal cells so character¬ 
istically seen in alveolar proteinosis. Structures con¬ 
sidered to be cysts of the parasite classed Pneu¬ 
mocystis carinii can be demonstrated by Gomori’s 
methenamine-silver nitrate technique. 3 Other dis¬ 
tinct differences between these two diseases have 
been pointed out. Pneumocystis pneumonitis has 
been reported infrequently in the United States 
and has been seen predominantly' in the lungs of 
infants dying in the first few months of life. The 



Fig. 4.—Superimposed focal pneumonitis: note lysis 
of amorphous material (PAS stain; x 100). 


few adults with Pneumocystis pneumonitis usually 
have had an underlying debilitating disease, such 
as lymphoma or leukemia, which has not been a 
finding in cases of alveolar proteinosis. 5 It has been 
stated, however, that Plenk and associates 9 ob¬ 
tained a positive serologic reaction for Pneumo¬ 
cystis with serum from one of their patients who 
had alveolar proteinosis. This finding probably will 
renew the search for transitional forms between 
these two diseases, although the accuracy of this 
test has not yet been established. 

The possible role of occupational exposure, per¬ 
haps to a chemical inhalant, also has been con¬ 
sidered in the pathogenesis of alveolar proteinosis. 
In six of the recorded instances of this disease, the 
patients worked with lumber, five in lumberyards 
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p 11cI onc as 11 c ^penter. One patient in the series of 
iiosen and associates 1 had been exposed to various 
fruit and vegetable sprays; although our patient 
was a fruit wholesaler, no history of active exposure 
to such agents was elicited. Rosen’s group also 
speculated that this disease may be “a penalty for 
the convenience of modern living,” in view of the 
numerous aerosols, volatile solvents, and plastics to 
which these patients may have been exposed. They 
also mentioned that this may be a type of tissue 
reaction that can occur in response to more than 
one agent, in much the same way as a number of 
different disease processes are associated with the 
formation of a hyaline membrane in the lungs and 
even more with interstitial pulmonary fibrosis. The 
possibility that this disease could be the result of 
an immune response to a microbiological agent 
altered by recently developed antibiotics also has 
been suggested. 1 The premonitory febrile episode 
that preceded the development of dyspnea and 
usually was considered pneumonia in some of the 
reported cases suggests this possibility. One also 
wonders whether the characteristic lack of an in¬ 
flammatory reaction to this amorphous material, 
unless a superimposed bacterial infection also is 
present, may not be a factor in its accumulation in 
the alveoli. 

The prognosis in alveolar proteinosis has not 
been favorable. Including our patient, 9 of the 32 
patients known to have alveolar proteinosis have 
died from progressive pulmonary insufficiency. In 
most patients, the disease has tended to follow a 
chronic course; the longest reported survival to 
date among the patients living at the last report 
has been 58 months. The average duration from the 
onset of the disease to death has been 11 months, 
and cyanosis was an early feature in all of the pa¬ 
tients who died. The condition of seven patients 
improved, and the pulmonary infiltration appar¬ 
ently resolved in one of the patients reported on 
by Rosen and associates. 1 Fifteen patients have per¬ 
sisting pulmonary disease, with symptoms of vary¬ 
ing intensity. Thus, the ultimate fate of a patient 
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With alveolar proteinosis will remain uncertain un 
til more knowledge is gained about its pathogenesis 
and a more successful mode of treatment is evolved 
Summary 

A 42-year-old man, whose case is reported, had 
rapidly fatal pulmonary alveolar proteinosis The 
clinical course was characterized by progressive 
pulmonary insufficiency, with secondary poW 
themia and cor pulmonale. This is the ninth death 
m the 32 cases of alveolar proteinosis available for 
review. 

Pulmonary alveolar proteinosis is a disease of 
unknown cause, with characteristic pathological 
changes in the lungs and a clinical course that may 
run independently of the extensive roentgeno- 
graphic changes; it may be chronic or proceed to 
death in a few months from increasing pulmonary 
insufficiency. There is no known treatment. 

Dr. Robert Bonifaci, Wenatchee, Wash,, supplied the lung 
tissue used in this study for examination. 

Addendum 

Since completion of this manuscript, three addi¬ 
tional nonfatal cases of pulmonary alveolar pro¬ 
teinosis have been reported. 7 
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N EWER CONCEPTS OF ARTERIOVASCULAR DISEASE.—One of the 
most important changes that has taken place in medicine is the concept that 
we should no longer look upon disease of the coronory arteries as a mani¬ 
festation of heart disease, or strokes as a manifestation of brain disease, or senile 
diabetes as a manifestation of pancreatic disease, but that we should look upon most 
of these disorders as chance manifestations of a generalized process of athero- 


sclerosis. ... 

If we think in terms of the changed concept, we should consider the mattei as 
primarily one of atherosclerosis plus clotting. This point of view carries broad im¬ 
plications, much different than those involved in regarding a disease as merely ca¬ 
pable of damaging a single organ. What we treat m the heart or brain is the 
end-result or by-product of a process that is more fundamental and biologica ly 
widespread,— I. S Wright, M.D., Coronary Artery Disease: Progress and Problem , 
Journal of the American Geriatrics Society , April, 19bU. 
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VACCINATION AGAINST RABIES WITH DUCK-EMBRYO 
AND SEMPLE VACCINES 

Morris Greenberg, M.D., M.S.P.H. 
and 

Jean Childress, B.S., New York 


Rabies vaccine has been used prophylactically, 
in human beings bitten by rabid animals, since the 
days of Pasteur. The amount of protection obtained 
varies, depending on the type of biting animal, 
location of bite, extent of injury, degree of protec¬ 
tion by clothing, and other factors. All workers in 
the field agree, however, that the vaccine has defi¬ 
nite protective value. This has been especially true 
since the establishment of standard techniques. 1 In 
recent years antiserum has been used together with 
vaccine for best results. 2 

The type of vaccine used most extensively in 
man is a suspension of rabbit brain which has 
been infected with fixed rabies virus. In some of 
the vaccines the virus has been inactivated; in 
others, it has not. Neither multiplies in the human 
being, 20 however, so that for all practical pur¬ 
poses all antirabies vaccine used in man is dead 
vaccine. Inactivation is brought about by the 
addition of phenol or by exposure to ultraviolet 
light. Semple vaccine is of the former type and is 
one of the most popular in the United States. It is 
injected subcutaneously in a dose of either 2.0 ml. 
of a 5% suspension in saline solution or of 0.5 ml. 
of a 20% suspension. 

One of the greatest drawbacks to the use of 
rabies brain-tissue vaccine is the occurrence of 
neurological complications after its use. Such acci¬ 
dents occurred in 44 persons treated in the anti¬ 
rabies clinics of the New York City Department of 
Health from 1928 to 1951. 3 They are believed to be 
due to sensitization to nerve tissue and have been 
produced in experimental animals. 4 Antibrain anti¬ 
bodies have been demonstrated in animals injected 
with brain substance 5 and in man receiving anti¬ 
rabies vaccine. 6 The advantage of a potent rabies 
vaccine free of brain tissue is obvious. Such a vac¬ 
cine has been prepared in embryonated duck eggs 
infected with fixed virus, to which betapropiolac- 
tone 1:4,000 has been added. 7 It has been approved 
for use in human beings by the National Institutes 
of Health. Theoretically, such a vaccine should 
cause no neurological symptoms since it contains 
little or no brain tissue. In tests in guinea pigs no 
neuroparalytic factors could be demonstrated. 8 The 
development of antibodies against rabies in man by 
the 10th day after the first injection has been re¬ 
ported. 9 


Froni the bureaus of preventable diseases and records and statistics, 
cw rork City Department of Health. 


A comparison was made of the general 
and local reaciions and the antibody titers 
produced in 123 patients given injection of 
duck-embryo rabies vaccine and 127 pa¬ 
tients given brain-tissue rabies vaccine (Sem¬ 
ple). The results indicate that duck-embryo 
rabies vaccine stimulates an earlier produc¬ 
tion of antibodies than Semple vaccine and 
that the range of antibody titers between the 
11th and 15th days is not significantly dif¬ 
ferent. Booster effects were obtained readily 
with both- vaccines. In this study the complica¬ 
tion of encephalomyelitis did not occur after 
the use of the duck-embryo vaccine but did 
occur in two patients who received the vaccine 
containing brain tissue. The recommendation 
that duck-embryo vaccine supplant the use 
of brain-tissue vaccine for prophylaxis of 
rabies seems to be justified. 


The present investigation was undertaken to test 
the comparative routine prophylactic values of 
brain vaccine (Semple) and duck-embryo vaccine 
in patients in the antirabies clinics of the New 
York City Department of Health. About 400 per¬ 
sons a year receive such treatment in accordance 
with the recommendations of the World Health Or¬ 
ganization’s Expert Committee on Rabies. 10 The 
study was begun in July, 1957, and completed at 
the end of May, 1959. It was limited to the reac¬ 
tions caused by the administration of the two vac¬ 
cines and the comparative abilities of the vaccines 
to stimulate the development of neutralizing anti¬ 
bodies. 

Method of Study 

Two antirabies clinics of the Department of 
Health, one in Manhattan and the other in Brook¬ 
lyn, were used in this study. In each clinic a bound 
book was kept, in which successive lines were num¬ 
bered from 1 to 200. Each new registrants name 
was entered in the book in rotation. All persons 
with odd numbers received 14 daily injections of 
Semple vaccine; those with even numbers received 
an equal number of injections of duck-embryo vac¬ 
cine. Injections were given subcutaneously, usually 
in the arm, in a dose of 0.5 ml. of Semple vaccine 
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(20% suspension) or 1.0 ml. of duck-embryo vac¬ 
cine. A chart was made out for each treated person 
and given a number corresponding to the one in 
the book. On the chart were entered the name, age, 
sex, color, and address of the vaccinee and the 
type of vaccine used. The chart also had spaces 
to indicate the dates when blood was drawn, when 
vaccine was administered, and the general and local 
reactions sustained after each injection. These were 
graded from 1-j- to General reactions spe¬ 
cifically inquired about were fever, malaise, nausea, 
vomiting, and muscle aches; local reactions listed 
were pain, swelling, redness, and abcess formation. 
At each visit inquiry was made about reactions to 
the previous injection. 

A blood specimen was requested from each 
treated person prior to the first injection, again on 
the 10th, 15th, and 21st days, and again one month 

Tama; 1.—Neutralizing Antibody Titers in Serums of Persons 
Infected with Duck-Embryo and Semple Rabies Vaccines 
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1960 


Reciprocals 


Specified Days Alter First Injection 


Of 

Antibody 

Titer 

Level 

7*10 Days* 

. 

11*15 Dayst 

-A. - 

31-00 Duys 

0-9 Montbsl 

' Puck 

Sample 

Duck Semple Duck Semple 
No. of Serums Obtained 

''Duck 

\ 

Semple 

0. 

»>•> 

51 

11 

33 


•> 

4 

5 

1-13.9. 

•10 

»*) 

24 

17 

5 

9 

13 

10-03.0. 

IS 

4 

10 

39 

35 

24 

21 

10 

01-127.0 .... 

•> 

0 

7 

10 

12 

24 

o 

5 

123 und 
over .... 

l 

2 

I 

4 

6 

17 

2 

5 

Total ... 

K5 

79 

97 

90 

75 

72 

38 

44 

0. 

20.5 

01.0 

Percentage Distribution 

14.4 14.5 0.7 2.8 

10.5 

11.4 

1-15.9. 

•15.2 

27.8 

30.1 

20.7 

22.0 

7.0 

23.7 

29.5 

10-03.9. 

21.7 

5.1 

41.3 

43.3 

40.7 

33.3 

55.2 

30.3 

0-1-127.9 .... 

2 .4 

. . « 

7.2 

11.1 

10.0 

33.3 

5.3 

11.4 

123 and 
over .... 

1.2 

2.5 

1.0 

4.4 

8.0 

23.0 

5.3 

11.4 

Total ... 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 


* About 90% ot blood specimens were taken 9 or 10 days after the 
first Injection; about 5% cuch were obtained 7 and 8 days after the 

^f^Vbout'75% of blood specimens were taken 13 or It duys after the 
first Injection; the rest were taken 11, 12, or 15 days after the first 

injection.^ four ^] 00 j specimens taken from 10 to 17 months after 
the first injection. 

after completion of treatment. As many vaccinees 
as possible were recalled six to nine months after 
completion of treatment. A blood specimen was 
again obtained, a booster dose given, and another 
blood specimen obtained some weeks later. The 
blood specimens were delivered to the department s 
laboratory within a few hours and the serum was 
separated from the cells, drawn off into another 
sterile tube, and frozen in a deep freeze. About 
once a month the accumulated tubes were shipped 
by air express to Indianapolis for antibody determi¬ 
nation. The tubes were labeled with the vaccinee s 
name and the date when the blood was obtained, 
but there was no notation about the type of vac¬ 
cine used. 


Results 


During the period of study, 297 persons Wm 
treatment m the two clinics. Of these, 229 com 
pleted the series of 14 injections; the rest received 
from 1 to 13 injections. The distribution of 250 
persons who received from 9 to 14 injections was 
as roiiows. There were more men than women (IS 5 
and 68) and more white than nonwhite persons 
(153^ and 97) respectively. About equal numbers 
received Semple and duck-embryo vaccine (127 and 
123), and in each age group (0-9,10-19, 20-39, and 
40 years of age or older) the distribution by type of 
vaccine administered and by age, sex, and color 
was similar. General reactions occurred in two per¬ 
sons only, both of whom received Semple vaccine; 
their cases are given below. 

Case 1.— A 47-year-old man received 14 injec¬ 
tions of Semple vaccine. On the last day he com¬ 
plained of weakness, headache, and vomiting after 
the injection. His temperature rose to 102 F (38.9 C). 
Two days later he developed urinary retention and 
was admitted to a hospital. He had weakness in the 
lower extremities, diminished vibratory sensation, 
and a Babinski reflex on both sides. The white 
blood cell count was 16,400 per cubic millimeter, 
with a differential count of 78% polymorphonuclear 
cells. Spinal fluid cell count was 25 (5 polymorpho¬ 
nuclear cells and 20 lymphocytes) per cubic milli¬ 
liter. A diagnosis of encephalomyelitis was made. 
The patient recovered. 

Case 2.— A 35-year-old woman received eight in¬ 
jections of Semple vaccine. After the last injection 
she had considerable local reaction, abdominal 
cramps, and weakness of both legs. Three days later 
she was admitted to a hospital with a temperature 
of 101 F (38.3 C), headache, and moderate nuchal 
rigidity. The white blood cell count was 8,900 per 
cubic millimeter, with 71% polymorphonuclear cells. 
The spinal tap yielded fluid with 82 cells per cubic 
milliliter, of which 98% were lymphocytes; the pro¬ 
tein concentration was 103 mg. per 100 ml. The 
diagnosis was encephalomyelitis. Recovery was 
complete. 

Local reactions according to grade were about 
the same after receipt of the two types of vaccine, 
although the severer reactions were somewhat 
greater after injection with Semple vaccine (3-j- 
reactions occurring in only five subjects with use of 
duck-embryo vaccine versus nine with Semple vac¬ 
cine, and no 4-f- reaction occurring with use of 
duck-embryo vaccine versus one with Semple vac¬ 
cine). 

Laboratory Studies 

Method of Antibody Titration .-The serum speci¬ 
mens were subjected to standard serum virus neu¬ 
tralization tests with use of white mice. Seru 
were inactivated at 56 C (132.8 F) for 30 mmut® 


Doubling dilutions of serum were 


mixed with equal 
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volumes of a constant dilution of CVS strain of 
fixed rabies virus. Serum-virus mixtures were al¬ 
lowed to stand for one hour at 37 C (98.6 F) prior to 
injection. Six mice were used for each serum dilu¬ 
tion level. A mixture of 0.03 ml. of serum-virus, 
containing 100 LD S0 , was injected intracerebrally 
into each mouse, and the mice were observed for 
14 days. Death and survival figures were calculated 
according to the method of Reed and Muench." 
Antibody titers are expressed as the reciprocal of 
the serum dilution saving one-half the mice. 

Serum Neutralizing Antibodies After Primary 
Immunization.— Pretreatment samples of blood se¬ 
rum were obtained from most subjects receiving 


vaccine had no neutralizing antibodies. By the 15th 
day (see footnote 2, table 1), all but about 15% of 
both groups had measurable antibodies. Between 
one and two months after the first injection the 
rate of immunization was 93% for those who re¬ 
ceived duck-embryo vaccine and 97% for those who 
received Semple vaccine. By six to nine months 
after the first injection, measurable antibodies had 
dropped to about 88% in both groups. 

A calculation of the median and the geometric 
mean of antibody titers showed again that the rise 
was more rapid and at a higher level up to the 10th 
day in those vaccinees receiving duck-embryo vac¬ 
cine. Thereafter, the median and the geometric 
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vaccine. Only those from whom at least a second 
specimen was obtained are considered in the evalu¬ 
ation. Of these, 111 were injected with duck-embryo 
vaccine and 106 with Semple vaccine. None of them 
had antibodies to rabies virus before the injections 
were started. There were, in addition, nine persons 
who had antibody titers to rabies virus; they will 
be discussed later. It will be seen from table 1 and 
the figure that there was a more rapid rise in anti¬ 
bodies after injections of duck-embryo than of 
Semple vaccine. By the 10th day (see footnote 1, 
table 1), all but 26.5% of those receiving duck- 
embryo vaccine had neutralizing antibodies of 1:1 
°r higher, while 64.6% of those receiving Semple 


mean titers continued at a higher level in those 
receiving Semple vaccine (median, about 1:75 for 
Semple and about 1:40 for duck-embryo vaccine; 
mean, about 1:65 for Semple and about 1:30 for 
duck-embryo vaccine). 

Serum Neutralizing Titers After Booster Dose.— 
The 63 vaccinees who returned about seven months 
after the primary series of injections were given a 
booster dose of the vaccine they had originally re¬ 
ceived, immediately after a blood specimen was 
taken. A postbooster blood specimen was requested 
several weeks later. All responded to the booster 
dose, even those who had no measurable antibodies 
prior to the injection. The titers for both types of 
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vaccine, in general, reached much higher levels 

n«an% tbe F r i mil 7 o£ injections (a mean 
of 1:390 [Semple] and of 1:230 [duck-embryo] after 
the booster dose compared to about 1:20 for both 
types after primary doses). 

The preinoculation serum specimens of nine per¬ 
sons had had neutralizing antibodies in titers of 
1:4 to 1:41 before the present series of injections 
was begun. Six had received a full series of 14 
injections of Semple vaccine 2 to 17 years previous- 
y* other three denied having received anti- 


[ aisle 2.—Serum Antibody Response in Persons Receiving 
Rabies Vaccine Who Had Preinjection Titers of 
Neutralizing Antibodies to Rabies Virus 
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rabies injections previously. It will be noted in 
table 2 that a booster effect was obtained in those 
previously inoculated, irrespective of whether the 
vaccine used in the present series was duck embryo 
or Semple. No such booster effect was noted in the 
three vaccinees who denied having received rabies 
vaccine previously. 

Six veterinarians on the staff of the Department 
of Health, who had received one or more series of 
Semple vaccine in previous years, were given a 
single injection of duck-embryo or Semple vaccine 
after a specimen of blood had been drawn. Two to 
four weeks later another blood specimen was ob¬ 
tained. The prebooster and postbooster antibody 
responses are given in table 3. It will be noted that 
only two of these six subjects had no measurable 
antibody in their blood serum, prior to the booster- 
dose. All responded with a good titer to a booster 
dose, even one (case 3, table 3) who had received 
only three or four injections 19 years previously. 
Good responses were obtained whether the booster 
dose was duck-embryo or Semple vaccine. 

Comment 

This investigation was undertaken to test the 
effectiveness of duck-embryo killed rabies vaccine 
in the prophylaxis of rabies. The need for such a 
vaccine is mainly due to the fact that the vaccines 
in common use today contain brain tissue, which 
causes encephalomyelitis in a certain percentage of 
persons injected. While this percentage has been 
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reported to be low in most investigations 3 n™ 
group reported it to be as high as 

The rarity of human rabies in New York Citv 
made a field study impracticable. The present study 
was limited, therefore, to a comparison of general 
and local reactions and of antibody titers after in- 
jections of a duck-embryo vaccine and a biain- 
tissue vaccine (Semple). There was no significant 
difference in local reactions between the two. Two 
cases of encephalomyelitis occurred among the 
Semple-treated group. 

Tests for rabies neutralizing antibodies were 
made on all blood specimens received. They de¬ 
veloped sooner after injection of duck-embryo than 
of Semple vaccine. By the 10th day after the first 
injection, 74% of recipients of the former and 35% 
of the latter had developed neutralizing antibodies 
in a titer of 1:4 or higher. By the 15th day, about 
86% in both groups had measurable antibody, and 
about one month after the first injection 93 and 97%, 
respectively, had developed antibodies. The median 
and geometric mean titers were significantly higher 
in those treated with duck-embryo vaccine before 
the Uth day after the first injection and higher in 
the Semple-treated group thereafter. The difference 
between the two groups in the ll-to-15-day period 
was not statistically significant. 

Only nine persons had neutralizing antibodies in 
their blood prior to the start of treatment. Six of 
them had a booster antibody response after the in¬ 
jection of vaccine. These persons had received 
Semple vaccine from 2 to 17 years previously. Six 

Table 3.—Serum Antibody Response to Booster Dose in 
Veterinarians Who Had Previously Received 
Semple Vaccine 


Xo. of and Interval, 
Yr., Since Previous 
Injections of Vaccine r~ 
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veterinarians, who had received injections of Sem¬ 
ple vaccine previously, were given a single dose o 
duck-embryo or Semple vaccine. Four of the six had 
prebooster antibody titers; all responded with a 
booster type of increase in titer, even the two who 
had had no measurable antibody titer in their blood 
prior to the booster dose. One of the veterinarians 
had received several series of Semple vaccine - 
years previously. Of particular interest arei hvo o 
the veterinarians. One had received on y !r ' 
four injections of Semple vaccine 19 years P ' 
viously. He had a serum titer of zero prior to 
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booster dose and one of 1:555 after the booster. 
The other had received seven injections of Semple 
vaccine 14 years previously. After a booster dose 
he had an antibody titer of 1:23. Apparently, pre¬ 
vious treatment conditions the recipient to respond 
to a booster dose, even though the original treat¬ 
ment was given many years previously. This was 
also demonstrated by Fox and co-workers. 13 

The data presented indicate that duck-embryo 
rabies vaccine stimulates an earlier production of 
antibodies than Semple vaccine and that the range 
of antibody titers between the lltli and 15th days 
is not significantly different after the use of either. 
Booster effects are obtained readily with both vac¬ 
cines. Since there is reason to believe that the com¬ 
plication of encephalomyelitis does not occur after 
the use of the duck-embryo vaccine but does occur 
in some persons after the use of vaccines contain¬ 
ing brain tissue, the recommendation that duck- 
embryo vaccine supplant the use of brain-tissue 
vaccine for prophylaxis of rabies seems to be justi¬ 
fied. 

Summary and Conclusions 

Duck-embryo killed rabies vaccine was compared 
with Semple rabies vaccine in the prophylaxis of 
rabies. Local reactions occurred to about the same 
extent in groups of patients treated with each. Two 
cases of encephalomyelitis occurred in the Semple- 
treated group. Serum antibody titers began to rise 
sooner in those treated with duck-embryo vaccine; 
by the 10th day 74% of these had a titer of 1:4 or 
higher, in contrast with 35% of those treated with 
Semple vaccine. By the 15th day 86% of both groups 
had developed measurable antibodies, and about 
one month after the first injection about 95% had 
measurable antibodies. 

A booster dose, given six to nine months after 
the beginning of treatment, evoked a booster re¬ 
sponse, with titers higher than those reached after 
the primary series. Four persons xvho had received 
one or more series of injections as long as 20 years 
prior to the study still had circulating antibodies 
in their blood and responded with a booster effect 
after a single injection. The earlier development 
of antibodies and tire absence of the complica¬ 
tion of encephalomyelitis after the use of duck- 
embryo vaccine suggests its use in the prophylaxis 
of rabies in preference to vaccines containing 
brain tissue. 

125 Worth St. (13) (Dr. Greenberg). 

The vaccines used in this study were supplied by Dr. 
L B- Peck Jr., of Eli Lilly and Company, Indianapolis 6. 

Drs. Samuel A. Cohen, Louis Levin, and Jeanne Shore 
administered the vaccine injections and obtained the blood 
specimens. Horace M. Powell, Sc.D., performed the titra¬ 
tions. 
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HODGKIN’S DISEASE WITH INVOLVEMENT OF THE 
HEART AND PERICARDIUM 

Herbert G. Jakob, M.D. 

and 

Richard M. Zirkin, M.D., Cleveland 


An autopsy on a patient with Hodgkin’s disease, 
with cardiac involvement, prompted us to review 
tlie literature on this relatively rare manifestation. 
This case and two others taken from our files will 
be xepoited. Although reference will be made to 
the general subject of cardiac metastasis from 
malignant tumors, this communication will deal 
mainly with detailed reports of cases of Hodgkins 
disease with cardiac involvement. In this discussion 
tumors of the pericardium will be considered along 
with those of the heart proper. 

Review of Literature 

The recent literature indicates that the heart is 
rarely involved by Hodgkin’s disease. The classic 
review by Jackson and Parker 1 cited 63 autopsies 
in cases of Hodgkin’s granuloma. Of these, only two 
showed pericardial tumor. Several additional cases 
showed pericardial effusion, but there were no 
tumor nodules present in the pericardium or epi- 
cardium. In none of the authors’ 9S autopsies in 
cases of Hodgkin’s disease, including paragranu¬ 
loma, granuloma, and sarcoma, was there myocar¬ 
dial involvement. 

In 1939 Harrell 2 reported eight recorded cases 
of Hodgkin’s disease with pericardial involvement 
and added a ninth case. Ritvo 11 reported a case of 
Hodgkin’s disease in which the patient survived 
17 year's after diagnosis. At autopsy extensive in¬ 
vasion of both heart and pericardium was seen. The 
unusually long survival time was attributed to an 
excellent response to x-radiation therapy. In 1941 
Garvin 4 cited a case of Hodgkin’s disease with 
extensive involvement of the heart and pericar¬ 
dium. This was apparently the first report of ante 
mortem diagnosis of Hodgkin’s disease with car¬ 
diac involvement. Hagans 3 in 1950 reported an 
unusual case of Hodgkin’s disease which initially 
presented signs and symptoms of pericarditis with 
effusion. De Loach and Haynes 0 in 1953 reported 
3 cases of cardiac involvement in 49 cases of Hodg¬ 
kin’s disease. In two of these there was involvement 
of the myocardium and in one of the pericardium. 
Bisel and co-workers 7 noted 8 cases of cardiac 
involvement in 31 cases of Hodgkins disease. The 
exact site of involvement, with respect to pericar¬ 
dium, epicardium, or myocardium, was not stated. 

’ Also, in the same year, Nabarro 8 reported 24 cases 

Resident in Surgery (Dr. Jakob) and Resident in Pathology (Dr. 
Zirkin), Mount Sinai Hospital. 


The heart was found to be involved in 3 of 
15 cases of Hodgkin's disease. In one patient, 
a 46-year-old man, the myocardium showed 
a striking degree of fibrosis, with nodules of 
cells exhibiting extreme pleomorphism and a 
tumor mass protruding into the cavity of the 
right atrium. In the second patient, a 63- 
year-old woman, an infiltrate of lymphocytes, 
macrophages, and Reed-Sternberg cells was 
found in both myocardium and epicardium. 
In the third patient, a 50-year-old man, two 
nodules on the epicardial surface revealed 
massive infiltration of the subepicardial tissue 
with large pleomorphic cells, multinucleated 
giant cells, typical Reed-Sternberg cells, and 
nests of lymphocytes. In each case the history 
contained some evidence of cardiac disturb¬ 
ance. Unexplained arrhythmias and decom¬ 
pensation refractory to the usual treatment 
are two common manifestations of myo¬ 
cardial metastases. 


of Hodgkin’s disease, 4 of which showed both 
gross and microscopic involvement of the heart. 
One showed only microscopic involvement. Rottino 
and Hoffman 0 cited five additional cases. In four 
of these, however, the lesions were small and ap¬ 
parently insignificant, affecting only the visceral or 
parietal pericardium. Their fifth case demonstrated 
involvement of the right auricle with obstruction 
of the inferior vena cava and tricuspid orifice. 

Report of Cases 

In our own series of 15 cases of Hodgkins dis¬ 
ease, cardiac involvement was noted in 3. One case 
showed involvement of the myocardium, one of the 
epicardium, and a third of both epicardium and 

myocardium. . 

Case l.-This patient had Hodgkin’s disease, with 
obliteration of the pericardial sac and widespread 
involvement of the myocardium, mediastinal struc¬ 
tures, lymph nodes, spleen, and other viscera. A 
46-year-old man was first admitted to Mount binai 
Hospital in August, 1956, for evaluation of a mass 
in the chest discovered on routine x-ray examina¬ 
tion. On Aug. 8, 1956, a left-sided thoracotomy was 
performed, with incomplete resection of an anter 
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mediastinal mass which had invaded the pericar¬ 
dial sac. Pathological examination established the 
diagnosis of Hodgkin’s disease. In 1957 the patient 
was readmitted to Mount Sinai Hospital with clini¬ 
cal evidence of obstruction of the superior vena 
cava. In 1958, he manifested weakness and atrophy 
of the lower extremities, suggesting cord involve¬ 
ment. In each instance satisfactory clinical im¬ 
provement was obtained as a result of a course of 
nitrogen mustard and x-radiation therapy. In Janu¬ 
ary, 1959, he developed atrial flutter with variable 
degrees of heart block (fig. 1). The arrhythmia could 
he well controlled with digitalis, but it was inter¬ 
preted as due to myocardial involvement with 
Hodgkin’s disease. His final admission was on 
March 14, 1959, because of marked weakness and 
profound anemia. 

Physical examination revealed a chronically ill 
patient in no acute distress. Examination of the 
. neck showed enlarged, firm lymph nodes in the left 
supraclavicular fossa. The lungs were resonant. A 
few fine rales were noted at the left lung base. 
A faintly audible pericardial friction rub was pres¬ 
ent over the precordial area. There were no other 
remarkable cardiac findings. The liver edge was 2 
fingerbreadths below the right costal margin but 
nontender. The spleen and kidneys could not be 
palpated. 























Fig. 1 (case I).—Standard leads, showing atrial flutter with 
2:1 block. 


After admission, a routine blood count showed a 
hemoglobin level of 7.7 Gm.% and a hematocrit 
reading of 29%. A roentgenogram of the chest 
showed a density of the left lung area considered 
to represent pleural and parenchymal involvement 
with Hodgkin’s disease. Electrocardiogram showed 


normal rhythm with slight S-T segment and T wave 
changes. Treatment was mainly symptomatic, in-, 
eluding administration of antibiotics and digitalis 
and blood transfusions. During the last transfusion, 
on March 20, 1959, the patient developed intracta¬ 
ble pulmonary edema and died several hours later. 



Fig. 2 (case 1).—Photograph of tumor in right 
atrium arising from endocardial surface above 
tricuspid valve. 


Autopsy Findings.—The pleural cavities each 
contained about 1,000 cc. of fluid. The left lung was 
firmly adherent to the chest wall, laterally and 
posteriorly, by means of thick fibrous adhesions. 
Medially, the left lobe was plastered against the 
chest wall by thick, firm, yellow tumor tissue. The 
lungs showed severe edema. The pericardial sac 
could not be identified, evidendy because of its 
removal as part of the tumor mass at previous sur¬ 
gery. The heart weighed 650 Gm. and showed a 
diffusely thickened epicardium. 

The cavity of the right atrium was partially oblit¬ 
erated by a tumor measuring 6 cm. in diameter and 
arising from beneath the endocardial surface just 
above the anterior cusp of the tricuspid valve 
(fig. 2). On section, the tumor was shown to consist 
of firm, fleshy, gray tissue divided into lobules by 
thin white fibrous septums. The left ventricular 
myocardium was diffusely invaded by tumor tissue. 
A similar lesion was found in the interventricular 
septum. Sections from various tumor sites had a 
similar microscopic appearance. Sections of the 
heart revealed a striking picture of myocardial 
fibrosis as well as nodules of cells exhibiting ex¬ 
treme pleomorphism (fig. 3). The various cell types 
noted were rare lymphocytes, eosinophils, large 
mononuclear cells, and giant cells of the Reed- 
Stemberg type (fig. 4). Sections from the region of 
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the tricuspid valve showed a tumor invading the 
myocardium as well as the subendocardial layer, 
with no involvement of the valve proper or endo¬ 
cardium. 

Comment .—In this case, the development of car¬ 
diac arrhythmia, as recorded by electrocardiogram, 
was regarded as possibly indicating myocardial 
invasion by Hodgkin’s disease. 
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The diagnosis of lymphoma was entertained but 
abdominal exploration could not be carried ou 
because of the patient’s poor condition. She started 
on a course of x-ray therapy to the spleen, as well 
as administration of steroids, with a remarkable 
improvement in her general condition. The remis¬ 
sion was short-lived, however, and chemotherapy 
with nitrogen mustard and triethylene-thiophos- 
phoramide was initiated. Her condition deteriorated 
rapidly and she died two months after admission. 

Autopsy Findings .—Each pleural cavity con¬ 
tained 200 cc. of clear yellow fluid. There was 
moderate bilateral pulmonary edema. The heart 
weighed 350 Gm. and was not remarkable on gross 
examination. Liver and spleen were both enlarged, 
the former weighing 2,250 Gm. and the latter 770 
Gm. There was about 1,000 cc. of clear yellow fluid 
in the peritoneal cavity. 
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Fig. 3 (case 1).—Histological section of tumor, showing 
diffuse involvement of intraventricular septum (X 160). 

Case 2.-A 68-year-old woman was admitted to 
Mount Sinai Hospital on April 19, 1956, with the 
chief complaint of shortness of breath, epigastric 
pain, weakness, and persistent fever of six weeks’ 
duration. These symptoms were associated with 
thrombophlebitis of the left lower extremity and a 
rapidly enlarging mass in the left upper quadrant 
believed to be spleen. Physical examination on ad¬ 
mission revealed that the spleen extended 4 finger- 
breadths below the left costal margin and the liver 
5 fingerbreadths below the right costal maigin. 
There was no significant lymphadenopathy. Lab¬ 
oratory findings included leukopenia, anemia of 
slight degree, and a positive result of the Klme 
test, in the absence of a history of syphilis. Roent¬ 
genograms of the chest, gastrointestinal series, 
barium enema examination, and intravenous 
pyelography were noncontributory. Marrow studies 
were not diagnostic and liver biopsy showed a 
slight portal hepatitis. The electrocardiogram 
demonstrated a nodal tachycaidia. 
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Fig. 4 (case l).-High-power view of similar field, show- 
ing fibrocytes, mononuclear cells, and multinucleate gian 
cells of Reed-Sternberg type (X 440). 

On microscopic examination, lesions of Hodgkins 
disease were seen in the lymph nodes liver, spleen, 
lungs and other viscera. Sections of the myoc. 
dium showed an interstitial infiltrate consis in ^ 

chiefly of lymphocytes, macrophages and cel 

the Reed-Sternberg type. A similar mfiltra dj , 
found in the epicardium; however, no per 
involvement could be demonstrated. 
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Comment.— This case represents an acute dis¬ 
seminated variety of Hodgkins disease with wide¬ 
spread visceral involvement. Myocardial involve¬ 
ment was not suspected ante mortem, since the 
electrocardiographic finding of a nodal tachycardia 
could also be explained on the basis of the patient’s 
febrile course. 

Case 3.—A 50-year-old man was first admitted to 
Mount Sinai Hospital on Oct. 26, 1952, with a 
four-week history of dull, aching pain over the left 
lower part of his chest associated with general 
malaise and weakness. A biopsy of a cervical node 
performed at anodier hospital nine years previous 
to this had demonstrated Hodgkin’s disease. Sub¬ 
sequently the patient was treated with x-radiation 
and apparently remained in satisfactory condition 
until the present hospital admission. 

Physical examination revealed a well-developed, 
well-nourished man, with a palpable left supra¬ 
clavicular lymph node, a palpable liver, and deep 
tenderness to palpation in the left upper quad¬ 
rant of the abdomen. Laboratory studies showed 
hypochromic anemia, negative urinary findings, and 
occult blood in the stools. Roentgenogram of the 
chest showed moderate cardiac enlargement and 
bilateral pulmonary infiltrate, probably represent¬ 
ing tumor. X-ray examination of the spine showed 
no evidence of sclerosis or destruction of vertebrae. 
An upper gastrointestinal study demonstrated the 
presence of a fistulous tract between the stomach 
and the hilar area of the spleen, with a definite 
extravasation of barium between the two organs. 

During the first and subsequent admissions to 
the hospital the patient was treated chiefly with 
x-radiation. This resulted in only slight clinical 
improvement. Because of severe low back pain, 
thought to be the result of cord involvement, a 
bilateral cordotomy was performed. 

At the time of the fourth and last admission, on 
Jan. 30, 1953, the left supraclavicular mass had 
grown to the size of a small grapefruit. There was 
dulness, and breath sounds were absent, at the left 
lung base, indicating pleural effusion. There was 
marked tenderness over the right iliac crest and 
4+ pitting edema of the lower extremities. It was 
the clinical impression that the inferior vena cava 
was being compressed by a large retroperitoneal 
tumor mass. The patient’s condition deteriorated 
rapidly and, on Feb. 21,1953, he developed Cheyne- 
Stokes respiration and became comatose. He died 
two days later, with terminal hyperpyrexia. 

Autopsy Findings—The left pleural cavity con¬ 
tained about 1,400 cc. of slightly turbid yellow 
fluid. The parietal pleura was markedly thickened 
and showed multiple firm light gray nodules. Both 
lungs contained similar multiple nodules. The 
peritoneal cavity contained no fluid. On the pos¬ 
terior wall of the stomach, along the greater curva¬ 


ture, there was a large ulcerated mass measuring 5 
by 3 by 1 cm. A fistulous tract connected the gastric 
mass with the spleen. The heart weighed 285 Gm. 
and showed two firm light gray ovoid nodules on 
the epicardial surface. The pericardium was not 
involved. 

Microscopic examination showed evidence of 
Hodgkin’s disease in the lymph nodes, esophagus, 
stomach, spleen, lungs, liver, left adrenals, ribs, and 
11th and 12th thoracic vertebrae. Section of one of 
the nodules in the epicardium revealed massive 
infiltration of the subepicardial fatty tissue xvith 
large pleomorphic cells and multinucleated giant 
cells. Typical Reed-Stemberg cells were present, as 
were nests of lymphocytes. The myocardium 
showed an increase of interstitial fibrous connective 
tissue, with patchy areas of fibrosis but no tumor. 

Comment— In this interesting case of Hodgkin’s 
disease, with an associated gastrosplenic fistula, the 
presence of cardiac metastases was not suspected 
ante mortem. 

Comment 

Metastatic tumors of the heart and pericardium 
are usually a manifestation of advanced malignant 
disease. The primary lesion may be located in prac¬ 
tically any organ; however lesions of the breast and 
lung, lymphoma, leukemia, and malignant mela¬ 
noma are most frequently complicated by this 
condition. Various large autopsy series show a wide 
range of frequency of cardiac involvement. 10 
Figures range from 1 to 21% of cases of malignant 
disease. 

The embolic transfer of tumor cells from the 
primary site to the heart is supposed to be the most 
frequent mode of metastasis. Prichard 10b and others 
have stated that the lymphatic route of spread is 
more frequent than spread by direct extension, even 
in cases of carcinoma of the lung and other extra¬ 
cardiac intrathoracic malignant processes. When 
direct extension does occur, its form may be un¬ 
usual, with invasion of the pulmonary vein and 
extension into the left atrium or invasion of the 
superior vena cava and extension into the right 
atrium. Scott and Garvin 10c cited embolic metasta¬ 
ses via the coronary arteries as the most frequent 
mode of metastasis to the heart. They considered 
involvement by retrograde lymphatics less frequent 
than direct extension from the lungs or mediastinal 
nodes. In the special case of Hodgkin’s disease and 
of malignant lymphoma one must also consider the 
possibility of a multicentric origin. Often one may 
not be able to point to a primary tumor, at best 
only a primary region of involvement. There is 
evidence that the abnormal growth stimulus which 
gave rise to the original primary tumor may sub¬ 
sequently affect distant sites, especially those con¬ 
taining relatively large amounts of lymphoid tissue. 
This may account for the relatively less frequent 



involvement of the heart as compared to the spleen, 
liver and lymph nodes. Nevertheless,-it has been 
round that the percentage of cardiac involvement in 
cases of lymphosarcoma and Hodgkins disease is 
generally higher than in cases of carcinoma. 

The nature of the cardiac involvement is variable. 
Metastatic carcinoma or sarcoma usually occurs as 
discrete nodules involving pericardium, epicardium, 
and myocardium, the former two sites being more 
common. Leukemic infiltration and secondary 
lymphoma are more commonly diffuse. Neoplastic 
lymphangitis has occurred. Rarely, the nodules in 
the myocardium develop into large tumor masses 
which seriously encroach on a cardiac chamber. 
The cardiac involvement is often associated with a 
fibrinous pericarditis. In rare instances parenchymal 
lesions are absent; however, miliary infarction of 
the myocardium occurs as a result of the tumor 
emboli in coronary vessels. Endocardial involve¬ 
ment is considered to be the most unusual form of 
metastasis. Coller, Inkley, and Moragues 11 reviewed 
the literature in 1950 and found only nine cases 
with endocardial involvement, six of which showed 
implantation on the tricuspid valve. They added a 
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heart block. Disturbances of rhythm are usually 
associated with atrial involvement, particularly 0 f 
the right atrium. Occlusion of the coronary artery 
by tumor may give rise to symptoms of angina pec . 
tons. Sudden death also may be associated with 
cardiac metastases. 

Summary 

Cardiac involvement is relatively rare in Hodg¬ 
kin’s disease, but its occurrence in 3 of 15 cases 
indicates that the incidence may be greater than 
formerly recognized. The degree of involvement 
varies considerably, from microscopic foci to mas¬ 
sive tumor nodules which give rise to arrythmias 
and cardiac decompensation. 

Dr. Harry Golblatt gave advice and criticism in the pres¬ 
entation of these findings. Miss Josephine Jones and Mrs. 
Frances Christovitch provided technical assistance. Mr. Rob¬ 
ert Newhouse supplied the photographs. Misses Diane Tan¬ 
ner and Sandra Barnes assisted in the preparation of the 
manuscript. 
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ENTRANCE OF BARIUM INTO INTESTINAL GLANDS 
DURING BARIUM ENEMA 

Leon Sasson, M.D., Bronx, N. Y. 


There has been no mention in the literature of 
barium sulfate observed within the intestinal 
glands after a barium enema. This paper is pre¬ 
sented primarily to demonstrate a case in which a 
barium enema showed what is believed to be filling 
of numerous intestinal glands; second, to present 
histological evidence that barium does enter the 
glands; and third, to demonstrate that it causes 
pathological changes within the glands and may 
therefore explain the portal of entry and the mecha¬ 
nism of some cases of barium granuloma occurring 
after barium enemas. 

Report of Investigation 

A 24-year-old hyposthenic man presented himself 
with clinical symptoms suggestive of a mild irri¬ 
table colon syndrome and recent onset of hemor¬ 
rhoids. Result of physical examination was normal. 
Proctosigmoidoscopy showed normal mucosa ex¬ 
cept for second-degree hemorrhoids. Barium enema 
examination, with use of a self-retaining balloon 
catheter showed no abnormalities. However, the 
postevacuation film showed numerous minute 
spicules of barium projecting at right angles from 
the margins of the transverse and descending colon 
(fig. 1). They were remarkable in that they were 
perpendicular to the contour of the colon and were 
uniform in shape and size, measuring about 0.5 to 
0.8 mm. in length. 

The outline of the colon between the spicules 
was sharply defined and smooth and showed no 
signs of irritability. These projections were too fine 
and uniform to be interpreted as prediverticula or 
ulcerative colitis. Other causes of contour irregu¬ 
larities such as mucus, fecal residue, and spasm 
were considered and discarded because of the ap¬ 
pearance of the spicules. The interpretation was 
that this represented barium which had entered 
the lumens of some of the intestinal glands, render¬ 
ing them radiopaque. Three weeks later a biopsy 
specimen (fig. 2) was taken from the mucosa of the 
second rectal valve to see if there were any histo¬ 
logical peculiarities to explain the findings, and 
serial sections revealed no abnormalities. A barium 
enema examination was given nine months later, 
with the same type of barium medium (Gas- 
tropaque), and at this time the contour was smooth 
and without spicules. 

Method of Investigation.—In order to determine 
whether or not barium can enter the lumens of the 
intestinal glands during barium enema examina- 

From the Department of Medicine, Lebanon Hospital, New \ork. 


Evidence that barium sulfate, administered 
by enema as a contrast medium for roent¬ 
genologic study of the colon, actually enters 
the lumens of the intestinal glands was ob¬ 
tained in the case of a 24-year-old man. 
That this was not the result of individual pecu¬ 
liarities or of local disease was shown by 
further studies in five unselected female pa¬ 
tients, for biopsy showed barium sulfate 
crystals within some of the intestinal glands 
after a barium enema in each case. It was 
also found that pathological changes fol¬ 
lowed. This suggests that in the production of 
barium granulomas the barium enters through 
the lumens of the intestinal glands. 


tions, the following investigation was carried out 
Five unselected patients were given barium enemas 
for various indications, and immediately after the 
postevacuation films were taken, sigmoidoscopy 
was done, the residual barium was washed and 
wiped away from the edge of the second or third 
rectal valve, and a punch biopsy was taken. Serial 
sections were made of each and studied for the 
presence and location of barium sulfate crystals. 
Two different barium preparations were used to 
see if differences would be noted. To aid in the 
identification of the barium crystals, a piece of 
Gelfoam was saturated with barium and it was 
prepared by the routine paraffin method, sectioned, 
and studied (fig. 3) in the same manner as the 
biopsy specimens. 

Results of Rectal Biopsy in Fice Unselected Patients * 

__ Age, Barium 


Case No- Yr. Diagnosis Preparation 

1 . 59 Internal hemorrhoids Gastropaque 

2 . 65 Diverticulosis Veri-O-Pake 

3 . 41 Polio w*up for polyp of colon Yerf-O-Pake 

4 . 47 Irritable colon Gastropaque 

5 . 63 Irritable colon Gastropaque 


* All patients were female, and the presence of barium was noted in 
the glands of *.11. 

Results— It was found that the biopsies in each 
of the five cases showed barium sulfate crystals to 
be present within some of the intestinal glands 
(see table). There were no differences noted be¬ 
tween the two barium preparations used. The 
barium sulfate crystals were pale yellow and either 
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Fig. 1.—Postevacuation film, showing fine spicules of 
barium arising from contour of transverse and descending 
colon. Arrows point to 4 spicules, 11 of which were counted 
on medial aspect of this particular haustram. Note spicules 
present on other haustra. Inset: haustrum enlarged two and 
one-half times. 


measurements of the spicular projections seen on 
the film (fig. 2). It is believed that the occasional iso¬ 
lated spicule seen along the contours of the colon 
in many barium enema examinations may be due 
to filling of an intestinal gland. 

It is also concluded that intraglandular deposits 
of barium sulfate crystals injure the cells of the 
intestinal glands. It is proposed that this is the 



in fi«:i'7 R E CW . bi ° PSy s P, ecim en from same caseas shown 
of S3 k s “°wiiig normal intestinal glands. Note opening 
of gland through which barium can enter (X 150). 



Fig. 3.—Barium sulfate crystals in Geifoam, photographed 
in polarized light ( X 540). 
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one by Beddoe and co-workers, 3 in which barium 
granulomas of the submucosa of the rectum were 
found or removed 2 to 25 days after barium enema 
examinations. They were all small, measuring 3 to 
10 mm. It was suggested by the authors that the 
rectal mucosa may have been traumatized during 
the barium enema examination, allowing the barium 
to enter the submucosa, with subsequent develop¬ 
ment of a foreign body granuloma. However, in 
four of five cases the mucosa was intact over the 
lesion, and in the fifth there was a microscopic 


ally this phenomenon can be demonstrated roent- 
genographically. Destructive changes of the epi¬ 
thelium of the intestinal glands from deposits of 
barium sulfate crystals may be shown by biopsy 
specimens taken immediately after barium enema 
examinations. This may explain the portal of entry 
and mechanism of formation of barium granulomas 
of the rectum occurring after barium enemas. 

Dr. Joseph Ehrlich, Director of Pathology, interpreted the 
pathological material. 

1475 Grand Concourse (52). 




Fig. 4—Rectal biopsy specimen taken after barium enema, showing barium sulfate crystals within intestinal gland and 
lestructive changes of epithelial cells in contact with crystals, A, in polarized light, B, in ordinary light ( X 540). 
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ulceration of the mucosa which may have been 
secondary to the underlying granuloma rather 
tuan being the traumatic point of entry. 

Two cases of appendiceal granulomas caused by 
uarium sulfate crystals introduced during barium 
snenia examinations have been reported,' 1 and it 
ls possible that the barium gained entry into the 
‘Ppendiceal wall through the lumens of the in¬ 
testinal glands. 

Summary 

Histological evidence shows that barium sulfate 
enters the lumens of intestinal glands during barium 
enema examinations. It is believed that occasion- 
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LEUKOCYTIC INFILTRATION OF THE UMBILICAL CORD 

manifestation of fetal hypoxia due to reduction of blood flow in THE CORD 

Rafael Dominguez, M.D., Abraham J, Segal, M.D. 

and 

John A. O’Sullivan, M.D., Cleveland 


The significance of leukocytic infiltration of the 
umbilical cord has been a subject of investigation 
and speculation for many years. In the early part 
of this century, such infiltration, as well as round 
cell infiltrates in other locations, was attributed to 
syphilis. Controlled studies, 1 however, clearly dem¬ 
onstrated that leukocytic infiltration of the umbili¬ 
cal cord is not due to syphilis. In Beckman’s and 
Zimmer’s u report, the microscopic findings in the 
umbilical cord were correlated with clinical ob¬ 
servations on the mothers and their infants. In 
addition to denying any relationship to syphilis, 
these authors found that there was no association 
with either maternal or fetal bacterial infection. 
They concluded that the cellular infiltrates were 
tlie result of mechanical stasis of blood in the 
course of labor or of delivery and that the presence 
of such infiltrates was of no clinical consequence 
to the newborn infant. Recently, Benirschke and 
Clifford ' reported a study of placentas and umbili¬ 
cal cords in 1,300 consecutive deliveries. They found 
leukocytic infiltration of the cord in 10% of cases. 
They interpreted such infiltration as vasculitis of 
the cord and implied that such infiltrates may be 
an indication of intrauterine fetal infection. 

Leukocytic infiltration of the umbilical cord was 
found in about 10% of the cases examined in the 
first investigation conducted at Saint Luke’s Hos- 
pital. !i> One of the impressions obtained from this 
investigation was that there was apparent associa¬ 
tion of leukocytic infiltration of the umbilical cord 
with clinically recognized fetal distress. During 
subsequent years we have had frequent opportu¬ 
nity to examine microscopically the umbilical cords 
of infants who died intra partum or in the early 
postpartum period. The incidence of intrauterine 
infection was insignificant in the infants on whom 
autopsies were permitted. On the other hand, death 
was apparently due to hypoxia in a large propor¬ 
tion of these autopsies. Leukocytic infiltration of 
the umbilical vessels was found so frequently in 
these infants that we became convinced of the im¬ 
portance of the observations as an index of intra¬ 
uterine hypoxia. In 1957 we decided to conduct a 
controlled investigation to determine whether we 
could demonstrate a statistically significant associa¬ 
tion between leukocytic infiltration of the umbilical 
'■ cord and intrauterine fetal distress. 


From tire divisions of pathology and obstetrics and gynecology, 

Sa Bi U S”re Scientific Session of the 25th Anmve-ary Celebra- 
tion of the Jewish General Hospital, Montreal, Sept. -1, 195 9. 


Leukocytic infiltration was found in 10% 
of the umbilical cords examined in a prelim!- 
nary study. The present examination of f/ie 
cords obtained from 1,000 consecutive de¬ 
liveries made it passible to correlate the pres¬ 
ence or absence of the infiltration with each 
of a list of maternal and fetal factors. Lym¬ 
phocytic infiltration of the umbilical cord was 
most strongly associated with prolonged 
labor, with a staining of the amnioiic fluid by 
meconium, and with positional abnormalities 
of the cord. Correlations with inhalation 
anesthesia, with mu/fiparify, and with fetal 
tachycardia or bradycardia were suggestive 
but weaker. Leukocytic infiltration of the card 
is therefore interpreted to mean that there 
has been fetal distress and anoxia due to 
hindrance of the umbilical circulation. 


Method 

In this discussion of leukocytic infiltration of the 
umbilical cord, we refer to infiltration of the blood 
vessels, primarily the vein. Infiltration of the vein 
without infiltration of the arteries is common. We 
have never observed infiltration of the arterial wall 
without infiltration of the vein. Assuming our in¬ 
terpretation of the progression of the severity of 
the infiltration to be correct, the earliest manifes¬ 
tation is margination of leukocytes closely apposed 
to the intima of the vein either in one sector of 
the lumen or completely around the circumference. 
In more advanced stages the leukocytes penetrate 
the wall and infiltrate either in clusters or dif¬ 
fusely. The mural infiltration may be confined to 
one sector of the wall or more. In intense degrees 
of infiltration the leukocytes may migrate outside 
the wall of the vein into the adjacent Wharton’s 
jelly. When one umbilical artery, or both, is infil¬ 
trated by leukocytes, the appearance of the in¬ 
filtrate is similar to that found in the veins. These 
observations are identical to those previously re¬ 
ported by Beckmann and Zimmer. 1 ' 1 We have not 
observed the cellular infiltration of the surface o 
the umbilical cord reported by Benirschke an^ 
Clifford, 2 nor, in our promptly fixed tissue nave we 
found bacteria on the surface of the cord, as they 
described. 
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We examined umbilical cords in 1,000 consecu¬ 
tive deliveries. The nurses in attendance at the 
deliveries were instructed to remove two segments 
of each umbilical cord immediately after delivery 
of the placenta. One segment, 3 to 5 cm. long, was 
taken near the placenta and the other, of approxi¬ 
mately equal length, near the severed end. The 
segments were placed immediately in Bouin’s fluid, 
each segment identified in a separate container. A 
paraffin section of each segment was prepared after 


pose of this review was to obtain a consistent inter¬ 
pretation, by a single observer, of the severity of 
leukocytic infiltration. The degree of this infiltra¬ 
tion was evaluated in the vein and was graded as 
follows (see figure): ±: margination of leuko¬ 
cytes, with or without sparse subintimal or mural 
infiltration (94 cases); +: clusters of leukocytes 
in intramural position, with or without subintimal 
infiltration (95 cases); -j—j-: intramural leukocytic 
infiltration, either in large focal clusters or mod- 



Sectors of cross section of umbilical veins, showing variation in appearance from normal vein to intense 
leukocytic infiltration of vein (medium magnification). A, normal vein, no leukocytic infiltration; B, slight 
leukocytic infiltration in interstices of wall; C, moderate leukocytic infiltration in interstices and margin¬ 
ation of leukocytes on intima; and D, intense leukocytic infiltration. 


fixation and the sections were stained with hema¬ 
toxylin and eosin. The sections were examined by 
staff pathologists who had no knowledge of any 
clinical details related to the specimen. In every 
case leukocytic infiltration was recorded as being 
present or absent in one or both of the umbilical 
cord segments, regardless of the number of vessels 
affected. After 1,000 specimens had been obtained, 
°ne of us (A. J. S.) reviewed all those in which 
leukocytic infiltration had been observed. The pur- 


erately diffuse (41 cases); and -f-ff-ff: marked 
diffuse leukocytic infiltration, with or without infil¬ 
tration of Wharton’s jelly (15 cases). 

While the tissue study was in progress, one of 
us (J. A. O’S.) worked independently on the col¬ 
lection of clinical information as recorded on the 
obstetric record of each patient. The present re¬ 
port deals with 986 single births. All the informa¬ 
tion collected was transferred to punch cards to 
facilitate analysis of the data. The clinical data 
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collected and the association of'each with leuko¬ 
cytic infiltration of the cord are shown in the table, 
the significance of the association of pairs of cate¬ 
gories was determined from two-by-two contin¬ 
gency tables by the method of Fisher and Yates.' 1 

A significant association, with probability less 
than 0.005 in one tail, was found between leuko¬ 
cytic infiltration of the cord and (a) meconium 
staining of the amniotic fluid, ( b ) positional ab¬ 
normalities of the cord, and (c) prolonged labor. 
A suggestive association, with probability less than 
0.025 in one tail, was found between leukocytic 
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Comment 

Role of Infection.- Infiltrations by leukocytes 
are commonly attributed to infection. However i 
is equally well known that infiltrations by l eu L 
cytes can and do occur in the absence of infection. 
Aseptic tissue necrosis secondary to vascular oeelu 
sion is characterized by a zone of leukocytic infjj. 
tration on the boundary of the necrotic focus. Stasis 
of blood in vessels, spontaneous or induced, results 
in margination of leukocytes when the flow is suffi¬ 
ciently decelerated. If the condition of stasis is 


Data Obtained in 986 Consecutive Single Births to Determine Association of Maternal 
and Fetal Factors with Leukocytic Infiltration of Umbilical Cord 9 


Clinical Factors 
No. of pregnancies 

First* . 

2-3*. 

6 or more. 

Positive result of serologic test (or syphilis 

(mother) . 

Rli-negntlvu (mother) . 

Complications of pregnancy 

HccorUotl . 

Not recorded . 

Duration of labor, hr. 

Less than IS*. 

IS to 24* . 

More than 24. 

N’ot recorded . 

Vaginal examination during labor 

accorded . 

Not recorded ... 

Meconium staining of amniotic Iluid 

accorded* . 

Not recorded . 

Fetal heart rate and rhythm, per min. 

Less than 120*. 

120-160 . 

More than 100* . 

Not recorded . 

Irregular . 

Itupttire of membranes (interval between rupture 
and delivery), hr. 

Less than 12... 

Artificial (less than 12) . 

At delivery . 

More than 12. 

Not recorded . 

Position and presentation 

Vertex . 

Breech . 

Transverse . 

Not recorded . 

Type of delivery 

Spontaneous . 

Low-forceps . 

Mid-forceps . 

Breech extraction . 

Cesarean section . 

Other manipulation .. 

Not recorded . 

Analgesic agent used 

Meperidine . 

Alphuprodine . 

Not recorded . 


Leukocytic 
Infiltration of Cord 
-■ -_ 


Yes 

No 

Total 

53 

181 

237 

la? 

199 

G50 

if) 

.18 

93 

1 

a 

3 

13 

71 

84 

11 

40 

57 

231 

695 

929 

211 

052 

803 

13 

14 

57 

17 

17 

34 

4 

28 

32 

13 

115 

1G3 

197 

020 

823 

20 

24 

50 

219 

717 

930 

13 

25 

38 

199 

G32 

831 

10 

13 

23 

22 

G2 

84 

Y 

9 

10 


88 

304 

392 

10 

40 

50 

124 

331 

455 

21 

48 

09 

a 

12 

14 

233 

717 

950 

9 

19 

28 

0 

1 

1 

3 

i 

7 

47 

120 

167 

1GS 

537 

705 

15 

20 

41 

9 

10 

25 

0 

35 

41 

0 

3 

3 

0 

4 

4 

195 

G30 

825 

11 

14 

25 

39 

97 

136 


infiltration of the cord and (a) general inhalation 
anesthesia as compared with noninhalation anes¬ 
thesia, ( b) grand multiparity, and (c) marked 
slowing or acceleration of the fetal heart rate. 

We recognize that the clinical data are some¬ 
times incomplete and sometimes apparently incon¬ 
sistent. Any such apparent inadequacies are in¬ 
herent in routinely prepared clinical records. In 
our opinion, the conclusions we have reached from 
the present study are more valid than they would 
be if die clinical recorders had been aware of the 
information we were seeking. In the present study 
the significance of degrees of seventy of leukocytic 
infiltration of the cord will not be discussed. 


Clinical Factors 

Number ol doses oi analgesic agent 

1 . 

Leukocytic 
Infiltration of C’orJ 

,--*- 

Yes No Total 

v) ' ’ ' 




3-5 . 



22i 

6 or more. 



221 

Not recorded . 

30 

92 


Interval Irom last dose of analgesic agent 

to 



delivery, min. 




Less than 15 .. 

1 


. 

15-30 . 




31-45 . 




More than 45. 

190 

587 

783 

Not recorded. 

3G 

00 

120 

Type of anesthesia 




Spinal* . 

189 

020 

809 

Pudendal* . 

o 

5 

7 

Caudal* . 

3 

G 

9 

General .~.. 

38 

78 

no 

Not recorded . 

.. 13 

32 

45 

Duration of anesthesia, min. 




Less than 10 . 

.. 11 

61 

72 

10-20 . 

.. ISO 

6i7 

727 

21-30 . 

28 

G3 

91 

More than 30. 

12 

30 

43 

Not recorded . 

.. 14 

31 

43 

FetuI distress during labor 




Recorded . 

.. 13 

27 

40 

Not recorded . 

.. 232 

714 

910 

Birth weight, Gin. 




Less than 2,500 . 

.. 17 

52 

09 

2,500-3,500 . 

.. 143 

451 

534 

3,501-4,000 .. 

.. 03 

172 

235 

4,001-4,500 . 

17 

55 

72 

More than 4,560 . 

4 

9 

13 

Not recorded . 

1 


3 

Positional abnormalities of umbilical cord 




Cord around neck* . 

70 

102 

238 

Prolapse of cord* . 


1 

3 

Not recorded . 

. 167 

578 

7-1.7 


Resuscitation (oxygen inhalation of the 


newborn) 

Abnormal postnatal course of the newborn 

Recorded . ° - u 

Pcrinntnl deaths ... 

Stillbirth .. f .? J 

Neonatal death. J *2 

Autopsies . - 1 

* In calculating association of pairs, data marked with an asterisk 
were compared with boldface data. Where more than one line of date, 
in any category, is similarly identified, these data were combined lor 
the calculation. 


prolonged, die leukocytes soon migrate into and 
around the vessel walls. Such phenomena are com¬ 
mon in tissues removed at surgery and are familiar 


he surgical pathologist. , 

lthough Benirschke and Clifford" implied tha 
;ocytic infiltration of the cord is an indication 
ntrauterine fetal infection, they freely . 

: the incidence of leukocytic infiltration or the 
1 is considerably greater than the incidence o 
ically evident neonatal infection. They toun , 
tave other investigators, an incidence of 10* ° 

*s with leukocytic infiltration of the cord, 
ily improbable that 10% of infants born in a 
[-controlled maternity hospital would ha 
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quired an intrauterine infection. We believe, there¬ 
fore, that no convincing evidence of direct asso¬ 
ciation of leukocytic infiltration of the cord and 
intrauterine fetal infection has been presented. 

Role of Blood Stasis .—Obstetricians have long 
recognized that fetal distress is clinically manifested 
by meconium staining of the amniotic fluid, in 
presentations other than breech, and by gross ab¬ 
normality of the fetal heart rate or rhythm. It has 
also been long recognized that the fetus at or near 
term can survive a more prolonged total lack of 
oxygen than can the newborn infant. 

In a carefully documented study of fetal anoxia. 
Walker 4 showed a significant association of fetal 
hypoxia or anoxia with meconium staining of the 
amniotic fluid and with gross abnormality of the 
fetal heart rate or rhythm. His conclusions were 
based on oxygen levels determined in the blood 
of the human fetus in both abdominal and vaginal 
deliveries, in the latter half of pregnancy, before 
and after labor, and in normal and abnormal cases. 
In all cases the author took a detailed clinical his¬ 
tory, and he stated that the length of gestation 
was accurately known. Inhalation anesthesia was 
not used in the cases he studied so as to avoid 
interference with the blood-gas analysis. Although 
in the report cited Walker emphasized his finding 
that the oxygen supply and oxygen reserve of the 
fetus decrease very rapidly, and occasionally, after 
the 40th week of gestation, may reach fatal levels, 
he made other important observations. He ob¬ 
served, for example, that oxygen deficiency of the 
fetus is manifested by passage of meconium when 
the oxygen saturation of the blood in the umbilical 
vein is at or below 30%. 

If the association of hypoxia and passage of me¬ 
conium demonstrated by Walker is valid, strength 
is added to our own observations and conclusions. 
We have demonstrated a significant association of 
leukocytic infiltration of the cord with passage of 
meconium, from which xve infer that there is a 
significant association of hypoxia with leukocytic 
infiltration of the cord. 

We have also demonstrated a significant asso¬ 
ciation of leukocytic infiltration of the cord with 
stasis-producing positional abnormalities of the 
cord. We infer, therefore, diat the hypoxia and the 
leukocytic infiltration of the cord are the direct 
results of reduction of blood flow in the vessels of 
the cord. 

We have shown that leukocytic infiltration of the 
cord occurs much more frequently than clinically 
evident meconium staining of the amniotic fluid 
a nd more frequently than gross abnormalities of 
the fetal heart rate. If our interpretation of the 
significance of leukocytic infiltration of the cord 
is correct, it would appear that this infiltration is a 
rnore sensitive index of intrauterine hypoxia than 
either the passage of meconium or abnormalities 
of the fetal heart rate. This assumption leads to 
die further inference that a severe degree of hy¬ 
poxia is already present when meconium staining 


is apparent. The latter inference is supported by 
Walker’s observation of low oxygen saturation of 
the blood in the umbilical vein when meconium 
staining is evident. We speculate that it may be 
possible to detect lesser degrees of fetal hypoxia 
by colorimetric examination of the amniotic fluid 
at die time of delivery. 

Since the fetus xvho survives prolonged hypoxia 
during birth may nevertheless suffer damage to the 
less resistant higher cerebral centers, and since 
leukocytic infiltration of the umbilical cord is a 
more reliable index of fetal hypoxia due to reduc¬ 
tion of blood flow, it is suggested that a method 
is hereby provided for a long-term study of the 
effect of intrauterine hypoxia on the growth and 
development of children. The present study is being 
continued to include an additional 1,000 consecu¬ 
tive deliveries in order that we may evaluate odier 
observations which have not been discussed. 

Summary and Conclusions 

This is a report of a correlated clinical and 
pathological investigation into the significance of 
leukocytic infiltration of the umbilical cord in 1,000 
consecutive deliveries at Saint Luke’s Hospital. 
Leukocytic infiltration of the umbilical vein (with 
or without infiltration of the umbilical arteries) was 
found in 245 of 986 single births (24.8%). A sig¬ 
nificant association occurred between leukocytic 
infiltration of the cord and (a) prolonged labor, 

( b ) meconium staining of the amniotic fluid, and 

(c) positional abnormalities of the cord. A sug¬ 
gestive association occurred between leukocytic 
infiltration of the cord and (a) general inhalation 
anesthesia as compared with noninhalation anes¬ 
thesia, ( b ) grand multiparity, and (c) marked 
slowing or acceleration of the fetal heart rate. 

Our observations led us to conclude that leuko¬ 
cytic infiltration of the umbilical cord is due to 
interference with the normal flow of blood in the 
umbilical vessels and that it is a more sensitive 
indicator of fetal distress due to hypoxia than are 
abnormalities of the fetal heart rate and rhythm 
or clinical recognition of meconium staining of the 
amniotic fluid. It is suggested that die examination 
of the umbilical cord for leukocytic infiltration af¬ 
fords a means for a long-term study of children to 
determine the effect of intrauterine hypoxia on their 
ultimate growth and development. 
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PROPHYLAXIS against streptococcic infection IN AN ADIII t 

rheumatic population ult 


Ralph Wieland, M.D., James Katz, M.D. 
and 

Herman K. Hellerstein, M.D., Cleveland 


At the Work Classification Clinic of the Cleveland 
Area Heart Society, we have been surprised that 
prophylaxis against streptococcic infection has been 
prescribed so infrequently for patients referred to 
us with rheumatic heart disease or past rheumatic 
fever. Even more puzzling has been the fact that 
recommendations to institute such prophylaxis have 
usually been ignored by the referring physician, 
especially since there is convincing proof of the 
value of prophylactic programs for patients with 
rheumatic disease. 1 To determine whether this re¬ 
flected local practices, we surveyed the recent 
medical literature for facts about the application 
of such prophylaxis in adults with rheumatic dis¬ 
ease elsewhere. This information apparently was 
not available. It has been estimated by two active 
workers in the field that 15% of the rheumatic 
population is currently receiving adequate prophy¬ 
laxis against streptococcic infection. 2 In an attempt 
to verify this shockingly low figure and to elucidate 
important factors involved in the prescription of 
prophylaxis for patients with rheumatic disease we 
have reviewed our recent experiences at the Work 
Classification Clinic. 


Evidence that patients with rheumatic heart 
disease were not receiving adequate prophy¬ 
laxis led to an investigation of the reason for 
this neglect. A series of 101 patients with 
rheumatic heart disease or past rheumatic 
fever were studied, first with regard to the 
severity of their condition and second with 
regard to the measures they were taking to 
prevent recurrences. No evidence was found 
to indicate that either the patient's age or 
the severity of his heart disease influenced 
his observance of a program of prophylaxis. 
The most definite factor increasing the likeli¬ 
hood of such observance was his exposure to 
the influences of a teaching hospital. In a few 
instances private physicians seemed to be 
unaware that a free supply of penicillin was 
available. Both physicians and patients need 
to be educated about the need for prophy¬ 
laxis and the means available. 


Methods and Material 


The present study encompasses the last 101 con¬ 
secutive patients with rheumatic heart disease or 
past rheumatic fever referred to and evaluated in 
the Work Classification Clinic of the Cleveland 
Area Heart Society between June 15, 1956, and 
May 1, 1959. All except three had unequivocal 
clinical evidence of rheumatic heart disease as 
manifested by significant murmurs. Twelve had 
“pure” aortic disease, 32 had “pure” mitral dis¬ 
ease, and 54 had both mitral and aortic valvular 
involvement. The remaining three patients had pre¬ 
sumptive evidence of rheumatic disease: two had 
typical histories of sore throat followed by poly¬ 
arthritis and the third had had chorea as a child. 
Patients with other associated cardiovascular dis¬ 
eases were excluded. 

Their clinic records were reviewed with respect 
to age, sex, severity of heart disease as judged by 
therapeutic and functional classification of the 
New York Heart Association, 3 length of time elapsed 
since the initial episode of activity, recurrences of 


From the Work Classification Clinic of the Cleveland Area Heart 
Society the Department of Medicine, University Hospitals of Cleve¬ 
land- the School of Medicine, Western Reserve Umversity; and 
Department of Medicine, Mount Sinai Hospital. 


rheumatic activity, type of prophylactic program, 
source of clinic referral, and presence of small 
children in the home. No effort was made to eval¬ 
uate the strictness of adherence to the prophylactic 
program. Prophylaxis was considered adequate if 
one of these accepted programs 4 was being fol¬ 
lowed: (I) benzathine penicillin G (Bicillin), 
1,200,000 units given intramuscularly every four 
weeks; (2) penicillin, 200,000 units given orally 
once or twice daily; or (3) sulfadiazine or a related 
sulfonamide, 0.5 Gm. given twice daily. 


Results 

Hie study group of 101 patients included 26 
men and 75 men. The ages ranged from 18 to 
years. Thirty-one patients (30.7%) had no his- 
v of overt clinical rheumatic activity at any 
ie. The incidence of a history of acute rheumatic 
ivity was comparable in the various functional 
ssifications (table 1). However, there was a 
finite relationship between the seventy ot near 
ease and the rate of recurrence of rheumatic 
ivity (table 2). Thus the rate of recurrence al¬ 
iased from 14.7% to 34% to 52.9% as the fun- 
nal classification increased from I or better 
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to III or worse. This correlation implies that recur¬ 
rences of rheumatic activity were associated with 
deterioration of cardiac function. 

At die time of their initial visit to the Work 
Classification Clinic, 28 subjects (27.7%) were on a 
prophylactic program prescribed by dieir physician. 
Nineteen were receiving therapy with injectable 
benzathine penicillin G, seven oral therapy with 
penicillin, and two therapy with sulfonamides; two 
patients had experienced a recurrence of rheumatic 
activity w'hile receiving prophylaxis (one with 
benzathine penicillin G and one with a sulfona- 


Table 1. —Relation of Hisionj of Acute Rheumatic 
Activity to Functional Classification of 
101 Adults with Rheumatic Disease 

History of Acute 



Total 

Rheumatic Activity 


Patients, ,— 


A 


Functional Classification 

Xo. 

Xo. 


Vo 

Class I or better*. 

34 

21 


61.8 

Class II . 

50 

37 


74.0 

Class III or worse. 

17 

12 


70.6 

Total. 

101 

70 


69.3 


• Includes three patients with no heart disease. 


mide). Twenty-diree patients had had previous 
heart surgery, i. e., mitral commissurotomy. Of 
these 23 patients, 9 (39%) were being given pro¬ 
phylactic medication. Five patients had experienced 
an episode of subacute bacterial endocarditis. 

Neither age nor die clinical severity of rheumatic 
heart disease had a significant effect on the preva¬ 
lence of the prescription of a prophylactic program 
(table 3). Exposure to the childhood reservoir of 
streptococcic carriers was also not a factor in in¬ 
fluencing the physician to institute prophylaxis, 
since there was an equal incidence of prophylaxis 
in the patients with and those without children of 
school age or younger in the home, in the 95 cases 
in which this information was available (table 3). 

The incidence of rheumatic prophylactic therapy 
varied with the source of referral (table 3), being 


Table 2.— Relation of Recurrence of Rheumatic Activity to 
Functional Classification of 101 Adults with 
Rheumatic Disease 


History of Recurrence 
of Rheumatic Activity 


Functional Classification 

Patients, ,— 
Xo. 

Xo. 


Vo 

Class I or better*. 

34 

5 


14.7 

Class II 

50 

17 


34.0 

Class III or worse. 

17 

9 


52.9 

Total. 

101 

31 


30.7 


* Includes three patients with no heart disease. 


higher in patients treated in a teaching hospital 
(43.9%) than in those treated elsewhere (16.7%). 
Any patient who had been hospitalized in a teaching 
hospital or who was treated as an outpatient at a 
teaching hospital was considered as having been 
treated in a teaching hospital, regardless of who 
was the actual referring physician. Thus, it can be 


seen that exposure to a teaching hospital increased 
strikingly the likelihood, but did not assure, that a 
patient with rheumatic heart disease would re¬ 
ceive prophylaxis. 


Table 3 .—Relation of Functional Classification, Age, 
Presence of Children in Home, and Source of 
Referral to Prescription of Prophylaxis for 
101 Adults with Rheumatic Disease 


Classification 

Patients, 

Xo. 

Prophylaxis 
,—*—. 
Xo. % 

Class I . 

31 

S 

26.5 

Class II. 

Class III or worse. 

50 

17 

15 

4 

25.3 

Total . 

101 

2S 

27.7 

Age, yr. 

18*24 . 

18 

5 

27.S 

25-40 . 

... 45 

14 

31.1 

Over 40 . 

35 

9 

23.7 

Total ... 

101 

*28 

27.7 

Sehool-age children or infants in home 

Yes. 

43 

15 

31.3 

Xo . 

47 

13 

27.7 

Total . 

95 

25 

29.5 


Source of referral 
Treated in a teaching hospital 

Industrial physician. 

Cardiologist. 

Internist.►. 

General practitioner. 

Staff . 

Total . 

Treated elsewhere 

Industrial physician. 

Cardiologist. 

Internist. 

General practitioner. 

Total. 


6 

4 
6 

5 
*20 
41 


9 

39 

60 


3 

1 

3 

1 

10 

18 

0 

0 

2 

8 

10 


43.9 


16.7 


Comment 

The effectiveness of adequate prophylaxis against 
streptococcic infection in patients with a history of 
rheumatic fever in preventing recurrence is well 
established/* The likelihood of recurrence of rheu¬ 
matic activity for at least 20 years after the initial 
attack of rheumatic fever has been shown by Bland 

Table 4.— Expected Rate of Recurrence After 
Initial Episode of Rheumatic Fever ° 


Tears After Initial Attack Recurrence,^ 

I- 5 .. 76 

6-10 . 57 

II- 15 . 30 

16-20 . 7 


* After Bland and Jones. 3 

and Jones 5 to be substantial and predictable (table 
4). Another study has shown a one-in-three chance of 
developing a recurrence over a 10-year period in a 
group of patients between 17 and 25 years of age.® 
The most important factor controlling the initial 
rate and the rate of recurrence probably is the inti¬ 
mate contact with carriers of the group A strepto¬ 
coccus. Once a streptococcic infection develops, 
the rates are uninfluenced by age. 7 In patients who 
have suffered a recent attack of rheumatic fever 
the rate of recurrence has been reported in one 
study as being 50%/ The importance of these facts 
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is recognized by the American Heart Association, 
which recommends the following program for 
prophylaxis." 

Piophylaxis far Patients with Rheumatic Disease. 
~^?. n & enera ^ principles, a prophylactic program is 
indicated (a) for ambulant or hospitalized patients 
with rheumatic heart disease and (b) for all chil¬ 
dren and young adults with a well-documented or 
probable history of rheumatic fever. Penicillin is the 
drug of choice; sulfadiazine is useful only in pa-.. 
tients with penicillin allergy. Recommended pro¬ 
phylactic regimens include the intramuscular in¬ 
jection of benzathine penicillin G, 1,200,000 units 
every four weeks; the oral administration of peni¬ 
cillin, buffered penicillin G or penicillin V, 200,000 
units twice daily; or administration of sulfadiazine, 
0.5 Cm. twice daily (0.25 Gm. twice daily for chil¬ 
dren weighing less than 60 lb. [27.2 kg.]). 

A final answer to the question of the length of 
time prophylaxis should be continued in patients 
with rheumatic disease is not yet available. This is 
partly because information about the incidence of 
clinical streptococcic infections or about carrier 
states among adults over 40 years of age or among 
such adults with a history of rheumatic fever is 
not available. However, as pointed out recently by 
Miller, 4 the use of penicillin or sulfonamides up to 
the age of 40 years would cover the 20-year period 
of high recurrence rate, since most initial attacks 
occur between the ages of 5 and 20 years. Coverage 
during this period would also protect the patient 
during the time he has maximum exposure to the 
childhood streptococcic reservoir. 

We have presented our experience with an adult, 
nonindigent, employed rheumatic population in an 
urban community. This population does not differ 
significantly, as far as age, sex, source of referral, 
working status, motivation, and functional classifi¬ 
cation are concerned, from the patients with other 
forms of heart disease seen in the Work Classifica¬ 
tion Clinic of the Cleveland Area Heart Society. 10 
The age, varying severity of cardiac involvement, 
types of valvular lesions, incidence of cardiac 
surgery, and frequency of subacute bacterial endo¬ 
carditis are fairly representative of an adult working 
rheumatic population. 

Our study group, which resides in an urban com¬ 
munity, is not receiving adequate prophylaxis 
despite the fact that free penicillin and sulfona¬ 
mides are made available by public funds. The 
reasons for this failure to apply a sound publi 
health measure are obscure in view of the local 
interest in heart disease, vigorous annual health 
campaigns, and generous public support of re¬ 
search, including that by investigators known na¬ 
tionally for their pioneering work in rheumatic 
heart disease. Is this due to apathy, ignorance or 
reiection by the practicing physician or by tne 
pS himself of the value of prophylaxis; or are 
there economic or other factors? 


J.A.M.A., May 28, I960 


In a fevy instances lack of awareness by the nri- 
vate physician of the free supply of penicillin Id 
his charge for an injection may have been responsi¬ 
ble. The high employment rate of our population 
however, excludes the likelihood that economic 
tactors were of primary significance. Age of patient 
seventy of heart disease, and the presence of chib 
drwi certainly did not impress the private physician 
sufficiently to alter the incidence of prophylaxis in 
this population. The greater acceptance by the 
pediatrician of prophylaxis for the childhood 
rheumatic population” suggests that practicing 
physicians attending adult rheumatic patients have 
not been reached by the educational programs of 
private and public health agencies. Inadequate dis¬ 
semination of basic information is suggested by the 
low incidence of prophylaxis of rheumatic patients 
exposed to local teaching centers and to such special 
and sophisticated treatment as cardiac surgery. The 
present application of prophylaxis in rheumatic 
adults falls far short of the goals and hopes of de¬ 
voted investigators and public health agencies to 
eradicate rheumatic fever. 

Summary 

The present study reveals a low incidence (27.7%) 
of measures taken to prevent recurrence of rheu¬ 
matic activity in 101 adults with rheumatic disease, 
of whom 98 had unequivocal cardiac involvement. 
There was a definite relationship between the clini¬ 
cal severity of heart disease and the recurrence of 
rheumatic activity, implying that rheumatic activity 
is associated with deterioration of cardiac function. 
The incidence of prescription of a prophylactic 
regimen varied with the source of referral and was 
higher in patients who had been treated in a teach¬ 
ing medical center. There is an obvious need for 
further lay and medical education to enable adults 
with rheumatic disease to obtain the unquestioned 
benefits of prophylaxis. 

2065 Adelbert Rd. (6) (Dr. Hellerstein). 

This study was supported, in part, by a grant from the 
Cleveland Area Heart Society. 
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EFFECT OF CHLOROTHIAZIDE ON INSULIN REQUIREMENTS 
OF PREGNANT DIABETIC WOMEN 

Mervyn Lakin, M.D., Ibrahim Zeytinoglu, M.D., Mary D. Younger, M.D. 

and 

Priscilla White, M.D., Boston 


At the Joslin Clinic diuretic agents are an integral 
part of the regimen used in the treatment of preg¬ 
nant diabetics to prevent the formation of poly¬ 
hydramnios. Chlorothiazide (6-chloro-7-sulfamyl- 
1,2,4-benzothiadiazine-l, 1-dioxide) markedly alters 
the renal excretion of sodium, chloride, and potas¬ 
sium and is a potent diuretic. The question was 
raised as to whether chlorothiazide, being a sul¬ 
fonamide, affected insulin requirement. The present 
study was undertaken to determine any such effect 
in pregnant diabetic women. 

Materials and Methods of Study 

The use of chlorothiazide in this diabetic popu¬ 
lation was begun early in 1958. It has subsequently 
been used in the treatment of 61 female diabetics 
throughout the course of their pregnancy. Many 
other patients were given chlorothiazide at some 
time during their pregnancy, but these women 
were eliminated from this study. 

The average patient was seen initially in the 
ninth week and then weekly throughout the course 
of pregnancy. Chlorothiazide therapy was begun 
at the first visit. The patients were selected at 
random. Our cases varied in severity, with several 
diabetics requiring no insulin and some diabetics 
having nephropathy. The patients were seen by 
both medical and obstetric staff members. The 
women were placed on a diet of 30 calories per 
kilogram of ideal body weight. It consisted of 200 

Felio-ws in Medicine (Drs. Lakin, Zeytinoglu, and Younger) and 
b isicun (Dr. White), Joslin Clinic. 


to 250 Gm. of carbohydrates and 1.5 to 2.0 Gm. of 
protein per kilogram of body weight; fat consti¬ 
tuted the remainder. The diet contained 2 Gm. of 
sodium chloride daily. The patients were weighed 
weekly, and the insulin dosage was adjusted as 
necessary. The average date of confinement was 
the 36th week. At the time of confinement elec¬ 
trolyte determinations were performed for 43 of 
the 61 patients. The objective of total management 
in respect to gain in weight was 12 lb. (5.4 kg.). 
The patients were seen in the follow-up clinic four 
to six weeks after delivery. 

For the purposes of comparison, a control group 
of an equal number of patients was selected at 
random from the pregnant diabetic population of 
the year 1955. At that time ammonium chloride 
and acetazolamide (Diamox) were used as diu¬ 
retics. Their use was begun at the first visit. In 
addition, meralluride (Mercuhydrin) sodium was 
given weekly, beginning in the 28th week. 

Twenty-eight patients received chlorothiazide, 
500 mg. daily, throughout pregnancy. Twenty-five 
additional patients were given 500 mg. daily until 
the 2Sth week and then 1,000 mg. per day until 
delivery^ The eight remaining patients received 
varying doses of chlorothiazide ranging up to 
2,000 mg. per day throughout pregnancy. Potas¬ 
sium supplements were not given. 

Results .—In the control group, the 61 patients 
gained a total of 883 lb. (400.8 kg.), or 14.4 lb. 
(6.6 kg.) per woman. The insulin dosage from the 
first until the last clinic visit increased from a total 
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Comment 

Chlorothiazide increases the renal excretion of 
sodium, potassium, and chloride. 1 Along with the 
increase in solute output, the urine flow is also 
increased.* Our 61 patients exhibited a 10% weight 
reduction with respect to the control group the 
weight dropping from 14.4 to 13.0 lb. per patient. 
Meralluride was used only occasionally in the 
chlorothiazide treated group to enhance diuresis. 

In the control group meralluride had to be given 
weekly, beginning at the 28th week, in order to 
keep the edema and polyhydramnios to a minimum 
Chlorothiazide seemed to have no effect on the 
insulin requirements. During pregnancy, the in¬ 
sulin requirement increased 65% in the chlorothia- 
zide-treated group and in the control group. No 
long-term effect on the insulin dosage was noted. 

The average postpartum dose of insulin was 2 units 
less than the prepartum dose. This was not con¬ 
sidered to be a significant decrease. 

The continued daily use of chlorothiazide may 
lead to hypokalemic alkalosis. This is usually re¬ 
versible with the administration of supplements of 
potassium chloride. In our study the patients were 
not given potassium supplements. Careful dietary 
analysis indicated that in the prepregnancy state, 
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T HE HEALTH OF THE FEET.—A high proportion of patients seeking treat¬ 
ment from chiropodists can only be given any considerable or lasting relief if 
they are willing to improve their footwear, and a very large number need no 
other form of treatment than a change of shoes. . , . Foot health is very largely 
dependent on adequate function of the toes, especially of the great toe. It follows 
from this that two things are of paramount importance if trouble is to be avoided: 
First, the development of this function should not be inhibited—and civilized life 
from birth onwards can hardly be said to encourage it—though in fact a high pro¬ 
portion of the population never do develop it. Second, once it has been acquired, 
footwear should not prevent its being maintained and used.—Shoes and Feet, Corre¬ 
spondence, British Medical Journal, March 12,1960. 
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CLINICAL NOTES 


OUTBREAK OF TYPHOID FEVER STARTING WITH 
A CASE OF PURULENT MENINGITIS 

Charles O. Wagenhals, M.D. 
and 

Joseph Tannenberg, M.D., Warsaw, N. Y. 


We are reporting a water-borne outbreak, of 
typhoid fever that was initiated by a case which 
clinically presented the picture of ordinary, acute 
purulent meningitis. It occurred in a region that 
for years had been practically free from typhoid 
fever. 

First Case of Outbreak 

History— On Aug. 28, 1959, a 33-year-old man 
was admitted to the Wyoming County' Community 
Hospital. He had been well until four days prior to 
admission, when he became ill, with slight pain in 
the back and some diarrhea. The back pain im¬ 
proved on application of a heating pad. The diar¬ 
rhea subsided within 24 hours, and he worked 
during the next three days. On the day of admis¬ 
sion he did not feel well but drove to work; how¬ 
ever, he returned home soon, collapsed at 10 a. m., 
and had a shaking chill followed by profuse sweat¬ 
ing. The patient was weak and could not walk. 
One and one-half hours later difficulty' in speaking 
developed, and three hours later the family phy¬ 
sician noticed nuchal rigidity and marked tremor 
of die extremities. The patient’s medical and family 
history were noncontributory. 

Physical Examination— Physical examination on 
admission to the hospital showed a well-developed, 
well-nourished, acutely ill man with a temperature 
of 103 F (39.4 C). His speech was slurred. The 
pupils were equal but did not react to light. Ears, 
nose, and throat showed no abnormalities. Marked 
nuchal rigidity of the neck, marked Kemig’s and 
Brudzinski’s signs, as well as a poker spine were 
present. The chest was normal. The heart was not 
enlarged; its rate was rapid, the rhythm regular, 
and no murmurs were audible. The blood pressure 
was 134/100 mm. Hg. The abdomen was soft; 
peristalsis was normal. There was no tenderness or 
muscle guarding. Liver, spleen, and kidneys were 
not enlarged on palpation. Marked tremor of all 
extremities and increased, but equal, reflexes on 
both sides were observed. 

Laboratory Data .-Results of laboratory tests 
were as follows: urine, specific gravity 1,032, slight 
trace of sugar and acetone; red blood cell count 
5,500,000 per cubic millimeter, hemoglobin level 

From tile Internal Department, Wyoming County Community Hos- 
Pital (Dr. Wagenhals) and the County- Laboratories of Wyoming and 
Lenesee (Dr. Tannenberg). 


17.1 Gm .%, hematocrit reading 50%, white blood 
cell count 16,500 per cubic millimeter, with 86% 
segmented leucocytes, 2% stab cells, 8% lympho¬ 
cytes, and 4% monocytes; blood glucose concentra¬ 
tion 162 mg.%; nonprotein nitrogen level 36 mg.%. 
On admission a lumbar puncture was performed, 
and three blood cultures were taken at hourly in¬ 
tervals. The spinal fluid was cloudy, with a pressure 
of 200 mm. HgO. It contained several thousand 
white blood cells per cubic millimeter, predomi¬ 
nantly polymorphonuclear leukocytes. Its sugar 
content was 23 mg.% and total protein content 
124 mg.%. On stained smear, many polymorpho¬ 
nuclear cells were seen but no micro-organisms, in 
spite of thorough search. 

Preliminary Diagnosis .—The preliminary diag¬ 
nosis was acute purulent meningitis, etiology un¬ 
known. 

Clinical Course .—The patient was placed on 
therapy with chloramphenicol, 500 mg. intramus¬ 
cularly every four hours, and penicillin, 2,000,000 
units intramuscularly, ever)' four hours. On the 
next day his temperature had dropped to 98.9 F 
(37.1 C), and he was more alert and could speak 
without difficult)'. The neurological signs remained 
unchanged, however. On die third hospital day, he 
was markedly confused and his temperature again 
was elevated to 101 F (38.3 C). 

Bacteriological Diagnosis .—The bacteriological 
picture was as follows. A gram-negative bacillus 
had been recovered from a pure culture of the 
spinal fluid and from all three blood samples. It 
appeared in the form of small coccoid rods, which 
had grown in plain nutrient broth, on blood plates, 
and as colorless cultures on Endo plates. Tin's 
ruled out Hemophilus influenzae, in spite of the 
morphologic similarity, and suggested that it might 
be a strain of Salmonella. Thus the cultures were 
transferred to triple sugar tubes, and, when suspi¬ 
cion of Salmonella typhi arose on the next day, 
routine differentiating sugar rows were set up. This 
permitted the bacteriological identification of the 
cultures as Sal. typhi on the next day. They were 
also readily agglutinated by specific antityphoid 
serum in high dilutions. Later on, the isolated 
strain was bacteriophage-typed in the New York 
State Department of Health, division of laboratories 
and research, in Albany, N. Y. It belonged to group 
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Epidemiologic Follow-up 

On our identification of Sal. typhi as the incitant 
ok the purulent meningitis, the Wyoming County 
Flealth pepartment and the State Health Dis^ 
trict Officer for Livingston County discovered 
tile source of the infection. The patient’s aunt 
was a known typhoid carrier, according to the 
files in the State District Health Office. This woman 
had spent two weeks in a rented summer cottage 
y a lake and had had several family reunions 
during that time. Our first patient, the man dis¬ 
cussed above, had visited this cottage about 15 
days prior to his admission. Soon afterwards a 
second relative of the carrier was admitted to our 
hospital and ordinary typhoid fever, without com¬ 
plications, was diagnosed. She had been a guest at 
the cottage 17 days prior to admission. Two more 
persons developed typhoid fever from the same 
source. They were treated and their disease was 
diagnosed in a hospital in Rochester, N. Y., and in 
the state of Illinois, respectively. These patients 
were children of families who occupied the cottage 
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tihed by the division of laboratories and research 
as belonging to the bacteriophage type El, was 
lecoverecl from both portions. 

Comment 

The facts reported are remarkable for the follow¬ 
ing reasons. 1. The first case of a small outbreak of 
typhoid fever appeared clinically as one of ordinary 
purulent meningitis. 2. The disease was spread by 
a typhoid carrier’s use, for two weeks, of the toilet 
facilities of a rented cottage that had an old septic 
tank. She thereby infected the well water supply of 
this cabin so thoroughly that 2 of 16 persons, who 
visited the cottage for one day, contracted the dis¬ 
ease. Two additional persons of twenty-five who 
lived in the same cottage, or visited there, for two 
weeks after the carrier had left, contracted the 
disease. 3. The typhoid bacilli survived for at least 
four weeks in the ground water after the carrier 
had left the cottage, and it was possible to recover 
them in water portions of 250 and 750 ml. by 
bacteria-tight filtration and by culturing the filter 
membranes in tetrathionate enrichment broth. 
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The reported case of typhoid meningitis differed 
clinically from an ordinary' purulent meningitis, 
inasmuch as the patient’s condition failed to show 
the customary general improvement on the day 
after administration of adequate doses of antibiot¬ 
ics, although the body temperature had readily 
dropped. The extreme confusion and excitability' 
that developed on the fourth hospital day and 
lasted for 48 hours were also unusual. Stuart and 
Pullen, 1 in a report on 360 cases of typhoid fever 
observed between 1939 and 1944 in New Orleans, 
saw psychotic symptoms in 1.94% of their patients 
after all other clinical evidence of disease had 
disappeared. The purulent spinal fluid and the 
high white blood cell count of 16,500 per cubic 
millimeter, with a differential count of 86% poly¬ 
morphonuclear leucocytes on the first day of ad¬ 
mission of our patient, at first did not suggest 
typhoid fever, which is usually' associated with a 
leukopenia, either. However, Cole, 2 in 1904, in the 
first review of purulent typhoid meningitis covering 
14 cases, already reported the predominance of 
polymorphonuclear leucocytes in the spinal fluid 
in most of these cases, and Stuart and Pullen, 1 in 
1946, mentioned a transient rise in the number of 
leucocytes in the first few day's of the disease, 
followed by a fairly rapid and progressive leuko¬ 
penia. 

The long duration of the incubation period of 
from 15 to 39 days in our small series undoubtedly 
depended on the small number of bacilli that 
brought the infection about. 

Involvement of the central nervous system in the 
form of meningism is no rarity in the course of 
typhoid fever. Stuart and Pullen, 1 for instance, 
observed 46 cases with central nervous involve¬ 
ment, but in only 1 were typhoid bacilli recov¬ 
ered from the spinal fluid by smear or culture. 
Typhoid” is derived from the Greek word ru<£os, 
meaning fog or fogginess of the senses, and the 
disease was known as “Nervenfieber” (nerve fever) 
in the German literature up to the middle of the 
last century. 

Our recovery of Sal. typhi from pumped well 
water, about four weeks after the typhoid carrier 
had left, is of interest. We consider the method 
described the simplest and most efficient to examine 
larger quantities of water for such organisms. The 
survival of the typhoid bacilli in the soil and well 
water for four weeks is perhaps surprising, but the 
literature on bacteriology cites a number of in¬ 
stances in which typhoid infection occurred from 
drinking the water of streams which had been 
polluted by wells that were far upstream. Our case 
occurred in die month of September in compara¬ 
tively mild weather. The ability of Sal. typhi to 
survive for some time in water that contains sewage 
material is not too miraculous, if the studies by 
Braun and Cahn-Bronner 3 (1921-1922), on the mini¬ 


mal requirements of Sal. ty^phi are recalled. They 
established that mediums containing only mineral 
salts, together with ammonia as a source of nitrogen 
and various organic acids as a source for carbon, 
were sufficient to support the growth of Sal. typhi. 
Similar observations were made by Fildes and 
co-workers in 1933. 

Review of Literature 

In the literature we found no record of another 
outbreak of ty'phoid fever that was initiated by a 
case of purulent meningitis. In our opinion, the 
first case of purulent typhoid meningitis reported 
is that, of Neumann and Schaeffer 2 in 1887, only' 
seven years after die first isolation of the ty’phoid 
bacillus. These authors were not entirely' sure 
whether or not they were dealing with a typhoid 
meningitis in spite of their isolation of typhoid 
bacilli from the meninges, because their patient 
did not show the usual manifestations of typhoid 
fever in the intestine. Thus, Cole, 2 in the first re¬ 
view of purulent ty'phoid meningitis, omitted this 
case and recorded as the first case one observed in 
1893 in Bohemia. In 1912, however, Lemierre and 
Joltrain 3 eliminated this reason for doubt. They 
collected six cases in which purulent typhoid men¬ 
ingitis apparently constituted the primary localiza¬ 
tion of the disease, without preceding intestinal 
manifestations. Baumgartner and Olsen, 8 in their 
review in 1920 of purulent typhoid meningitis, 
reported 2 more such cases among the 23 collected 
since Cole’s report. 2 Up to that time, all 37 cases 
of purulent typhoid meningitis reported had been 
fatal. Among these patients only one was an infant 
under 1 year of age (4 months), nine were children 
between 5 and 10 years of age, and only one was 
older than 50 years. The onset of meningeal symp¬ 
toms was observed in most of the cases on the 10th 
day or later and in only' four cases between the 
1st and 4th day of the disease. Hageman, in 1938, 
added from the literature 23 additional fatal cases 
of purulent typhoid meningitis and observed the 
first case with recovery in a 42-year-old man who 
was admitted to the hospital on the 26th day of his 
disease and showed ty'phoid bacilli in the spinal 
fluid and stool, but not in tire blood. 

Reviews of Salmonella meningitis specifically ex¬ 
cluded cases of typhoid meningitis up to the work 
of Henderson 7 who, in 1948, collected 147 cases, 
beginning with the first case of Sal. paratyphi-B 
meningitis reported by Ghon in 1907. Later re¬ 
viewers, namely Beene and co-workers 8 (1951) and 
Smith and co-workers 9 (1954) reported typhoid 
meningitis together with Salmonella cases, because 
the typhoid bacillus was by then considered a 
member of the Salmonella group. Clinical differ¬ 
ences between meningitis caused by Sal. typhi and 
other members of tills group are, however, still 
great. Ty'phoid meningitis in infants is rare, while 
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that clue to other Salmonellae is at least four times 
as frequent in infants as in adults. Both are rare 
diseases but frequent enough to deserve consider¬ 
ation. Bahrenburg and Ecker, in the first compre¬ 
hensive review of Salmonella meningitis in 1937, 
covered 34 cases; Ramon Guerra, in 1940, collected 
59 cases; Neter reviewed cases up to 1944; Hender¬ 
son,' in 1948, chronologically listed 147 cases, in¬ 
cluding 6 of his own observation. During the next 
three years, Beene and co-workers 8 collected 81 
new references, with a total of 235 patients. Their 
reference table includes 18 papers that dealt with 
typhoid meningitis. Smith, 0 in 1954, collected 16 
new cases of Salmonella meningitis, among them 
2 rases of typhoid meningitis (Ripy 1950, Chigier 10 
1953). Since then, a few new cases of Salmonella 
meningitis have been reported every year. They 
were seen in the United States, in Western Europe 
(England, France, Germany, and Italy), more re¬ 
cently in Poland, Czechoslovakia, Israel, Cuba, 
Mexico, China, India, Africa, French Polynesia, 
and Malaya. In most of these cases recovery was 
observed as the result of administration of adequate 
doses of antibiotics. In 1950 Saphra reported from 
the New York Salmonella Center 174 fatalities, on 
the basis of a review of 3,279 cultures, with the 
exclusion of Sal. typhi; 34, or 5.8%, of the victims 
were infants, most of whom died of meningitis. 

Since 1950, we have found in the literature re¬ 
ports of five cases of typhoid meningitis in adults 
(Gordon-Smith and Marsten," 1951, one case in 
England; Ramirez-Boettner, 1 ' 1951, one case in the 
southern United States; Gadrat and co-workers, 10 
1954, one case in France; Bhattacharjee, 1954, one 
case in India; and Kibel and McNair, 14 1958, one 
case in Central Africa). Of these, only the case of 
Bhattacharjee is not acceptable, since it lacks 
bacteriological and serologic proof. During the 
same period, purulent typhoid meningitis was re¬ 
ported in nine infants: Hoering and Petersen, 1 J 
1950, one fatal case each; Ripy, 10 a 13-month-old 
infant, who recovered, in the United States, 1950; 
Chigier, 10 a 3-month-old infant, who recovered, in 
Israel; Despirito and Santagata, 17 1954, one case in 
the United States; Powell, 18 1956, an infant aged 21 
days, perhaps the youngest recovered patient whose 
case was recorded, in Texas; Khiari and Renoux, 
1956, one case, in Tunis; and Shah and Gandhi, 
1958, two cases, in India. 

Summary 

A case which, on the patient’s admission to the 
hospital, clinically appeared to be an ordinal y 
acute purulent meningitis, proved to be a case of 
typhoid meningitis in an adult. This case ushere 
in a small outbreak of typhoid fever in an area that 
for years had been practically free from typhoi 
fever. The patient was successfully treated wit i 
chloramphenicol. 


J.A.M.A.,\M^ 28, I860 

The infection was water-borne and 

m a sum- 


from a carrier who Wfo^s^ 


%mer cottage near a lake. Two persons were infected 
during her stay at a family reunion at the cottage 
lwo more persons were infected when tfieyoccV 
pied the same cottage for two weeks immediately 
after it had been vacated by the carrier. ‘ 

Four weeks after it had been vacated by the 
carrier, typhoid bacilli were recovered from the 
well -water that* supplied the cottage by filtering 
portions of 250 and 750 ml. through a bacteria* 
tight Millipore filter and incubating the filter mem- 
b»nes in enrichment broth. The bacterial strain 
recovered from the carrier and all sick persons, as 
well as from the -well water of the cottage, be¬ 
longed to bacteriophage-type El. 

This is the first case in which an outbreak of 
typhoid fever was initiated by an apparently ordi¬ 
nary purulent typhoid meningitis. The speedy bac¬ 
teriological recognition of the incitant made recov¬ 
ery of the patient possible and terminated the out¬ 
break of a possibly widespread epidemic. The 
review of the literature further indicates that, dur¬ 
ing a period in which typhoid fever was not uncom¬ 
mon, purulent typhoid meningitis was rare but 
occurred usually in adults; up to 1920, only 1 
among 38 cases was observed in an infant below 
I year of age, while during the last decade the 
number reported in infants has doubled that in 
adults. The first case of typhoid meningitis was 
reported in 1887, the first caused by other Salmon¬ 
ellae (paratyphi B) in 1907. The incidence of 
Salmonella meningitis is, however, rapidly increas¬ 
ing, nearly 250 cases having been reported between 
1907 and 1950 which were observed in the United 
States; Western Europe, particularly Germany, 
France, England and Italy; and more recently in 
Poland,-Czechoslovakia, North, Central, and South 
Africa, Mexico and Cuba, French Indonesia, and 
English Malaya. Most of these cases were observed 
in infants; the outcome depends foremost on a 
speedy bacteriological diagnosis and. the availabil¬ 
ity of effective antibiotics. 
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PERSONALITY DECOMPENSATION AFTER HYPNOTIC 
SYMPTOM SUPPRESSION 

ft 

Monte J. Meldman, M.D., Des Plaines, III. 


With the renewal of interest in hypnosis, an 
increasing number of physicians are finding it a 
useful and relatively simple therapeutic tool. How¬ 
ever, hypnosis is not entirely innocuous. Unless 
cases are selected with care and therapy is wise, 
hypnosis may result in symptoms more serious than 
those for which the patient was originally treated. 
This paper presents such a case, in which use of 
hypnosis to suppress an undesirable symptom re¬ 
sulted in development of acute, severe personality 
decompensation. Furthermore, the case illustrates 
how factors *in a patient’s history can clearly con¬ 
traindicate this form of hypnotherapy. 

Report of a Case 

The patient was a 41-year-old married man with 
a fear of flying. As a successful sales executive with 
a large industry, he often had to make trips through¬ 
out the country; for 15 years he had traveled, by 
either airplane or train, with no particular difficulty. 

About two years before the onset of his present 
illness, he had traveled on a particularly rough 
flight and after this began to notice a growing aver¬ 
sion to airplanes. This aversion developed, in about 
a year, into a phobia against air travel. He was 
intensely afraid of boarding an airplane to take a 
flight, afraid of the sensation of flying, and afraid 
he would be killed in an airplane crash. 

This fear was no real handicap, since he could 
fulfill his duties by taking overnight trains. The 
other executives ridiculed him, however, and “It got 

. From the Forest Hospital. 
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to the point where even my secretary' depreciated 
me.” Because of this social pressure, and his attend¬ 
ant feelings of embarrassment and inferiority', he 
resolved to see a hypnotist, to have the fear 
“hypnotized away.” 

The hypnotist repeatedly' assured him that hyp¬ 
nosis would eradicate his fear and enable him to 
fly. Hypnotic suggestions were begun without a 
personal history being taken. The sessions were 
held for one hour per week for six weeks. At each 
session, the patient was placed in a “medium” 
trance and the entire flight, from ticket purchase 
to landing and debarkation was repeatedly re¬ 
viewed in the patient’s imagination, while the 
therapist assured him at each step that “Everything 
was all right.” 

During the trance, the patient was told, for 
example, “You are now sitting in the plane and the 
motors are roaring. You feel calm and relaxed. The 
plane is moving faster and is climbing up and off 
the ground. Relax completely . .. you feel calm . .. 
and relaxed. . . .” 

After the sixth session, the patient made arrange¬ 
ments to fly to an executive meeting. The patient 
later said that the flight was “mildly rough,” but 
that he felt only a few uneasy moments, rather 
enjoyed the trip, and felt pleased to have flown 
successfully'. 

On the day after the flight, he woke feeling 
morose and despondent, “let down ... depressed ... 
like doom was hanging over me.” After the initial 
episode of depression he lost his appetite and be- 
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came jittery. He masturbated three times during the 
afternoon. The jittery feeling gave way to intense 
teelmgs or dread and anxiety. He became afraid to 
eat, sleep, or even leave the hotel. His panic was 
accompanied by multiple somatic complaints, in¬ 
cluding tachycardia, abdominal cramps, back pain, 
and diarrhea. His symptoms remained intense until 
lie called his wife and asked her to come and bring 
him home. After this, they decreased somewhat^ 
although once at home he became “afraid of every- 
- thing,” including sexual relations with his wife, 
eating, sleeping, being alone, and the people at 
work. Meprobamate (Miltown) and dextro am¬ 
phetamine (Dexedrine) sulfate, prescribed over the 
telephone by the hypnotist, did not help. 

"Things,” he noted, “seemed to have a strange 
symbolic meaning.” He found himself analyzing 
everything he thought, said, and did, searching for 
hidden reasons and meanings. Once, while watching 
television, he panicked when seeing a drum major¬ 
ette marching with a baton. He could not eat, sleep, 
make decisions, or have sexual relations with his 
wife. For the most part, he remained in bed, 
trembling and afraid to move. 

History .—The patients history revealed him to 
be a person whose entire life, prior to the episode 
of acute personality decompensation, had been 
active, aggressive, and sometimes hostile. He lived 
vigorously and appeared happy and successful. He 
had been happily married for 15 years; he had been 
employed by the same company for 17 years and 
had been given a number of promotions, received 
excellent remuneration, and handled responsible 
duties. He was active in his community’s civic life 
and in adult education, having served as both 
teacher and moderator. He and his wife were active 
socially, with a circle of good friends. He was a 
good father for his children. Beneath this superficial 
appearance of health, however, there was consider¬ 
able personal turmoil. As early as 1945, he had 
consulted a psychiatrist because of difficulty in 
making decisions and concern over compulsive 
masturbation accompanied by sadistic fantasies. 
After a limited period of supportive psychotherapy, 
lie felt relieved enough to discontinue treatment, 
with the consent of the psychiatrist. 

Despite a grandiose estimate of his creative 
ability and intelligence (both in fact outstanding) 
he was conservative and “practical in his expec¬ 
tations of life and extremely cautious in managing 
money. He worried almost continuously about put¬ 
ting aside money for future security and was 
usually saving money in cookie jars for various 
projects for himself and his family. Before the air¬ 
plane trip, even though he felt life to be truly 
satisfying, he often wondered why he should be so 
happy, in love with his wife and children, and 
secure in his job, with a large income. He would 
often wake up in the morning thrilled at the si a ht 
of his children and the beauty of his home. 
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He was always loud, domineering, and forceful 
overbearing toward his wife and children, and fond 
of asserting his opinions over others in verbal con¬ 
tests. Yet, paradoxically, he jokingly said of himself 
Im a very religious man-a devout coward” He 
said he was afraid of pain, fights, or violence of any 
kind and that he often fainted when injected with 
hypodermic needles. He disliked being in the house 
alone and would find reasons to go out. On bis job 
the patient functioned largely as a “creative” sales 
manager, using his vivid imagination to originate 
advertising and sales campaigns. This same vivid 
imagination served him in other ways. It provided 
masturbatory fantasies of flagellation, in which lie 
beat women on the vulva with a whip and raped 
them. 

He was a virgin when he married and was never 
promiscuous during his marriage, but he was proud 
of the aggressive way he looked at most women 
and of the way he “mentally undressed them.” In 
spite of the lurid, sadistic thoughts he had while 
looking at women, however, he laughingly empha¬ 
sized the fact that he would be “scared to death to 
actually approach one.” 

The patient is the second of three children. His 
brother is three years older than he, his sister three 
years younger. He describes his father as a kind 
but violent man and his mother as a loving, sensible 
woman for whom he professes a deep affection. He 
recalled that the first time he felt an overwhelming 
feeling of terror was after stealing his father’s foun¬ 
tain pen. He accidentally dropped the pen, lost it 
down a hot-air register, and became intensely afraid 
of what his father would do. 

It was significant that his early years were filled 
with a continuous struggle to compete with his 
brother. He insisted on doing everything that 
his brother did. When he was 12 years of age, his 
mother sent him away for eight months to live with 
his grandmother, in an effort to stop the continuous 
fighting. At about the age of 16 years his hostility 
and aggressiveness toward his brother came to an 
end. He was' then consistently able to outdo his 
brother and “beat him up.” 

Therapeutic Course .-The goal in treating this 
patient was to restore his personality to its status 
before the airplane trip. For this purpose, a sup¬ 
pressive attitude was taken, including agreement 
that the patient would not attempt to fly again. 

During the first weeks in the hospital, the patient 
was extremely anxious, with most of the vegetative 
symptoms of anxiety. Sedation and rest were en¬ 
couraged. The patient was repeatedly reassured 
that he could regain his premorbxd ego state. Dur¬ 
ing this stage of treatment, he talked constan y 
about his attitudes (sadistic, aggressive, host, t 
competitive, and domineering), reemphasizing ns 
self-image is a “complete fiend" and assert,ng to 
fT U ilt because of these attitudes. 



' Vol. 173, No. 4 


PERSONALITY DECOMPENSATION—MELD MAN 


361 


He decided that he had arrived at a transitional 
point in his life and that he would have to change, 
move on, grow, and develop. He felt, moreover, that 
his “old” personality had got him as far as it could 
in the business world, that he now needed to be¬ 
come a more passive, accepting administrative per¬ 
sonality in order to continue his climb in the 
hierarchy. He resolved to stop his compulsive mas¬ 
turbating, an easy accomplishment since, at 
this stage, he was intensely phobic about mas¬ 
turbating. 

As he responded to reassurance and the pressure 
of his phobias lessened, a compulsive facet of his 
character became more apparent. He became in¬ 
decisive and unsure of himself. He demanded that 
the therapist give him guiding principles with 
which to formulate decisions and would debate 
endlessly all the possible aspects of the most trivial 
phenomena, never coming to any conclusions. 

After eight weeks the phobias had lessened and 
his appetite began to return. He developed an 
obsessional concern about the future, expressed in 
such questions as, “What if I lose all my money?” 
“What if I can’t meet the home payment?” and 
“Who will take care of my children when I am 
dead?” 

After about 14 weeks, he complained of his sexual 
disinterest and the sense of guilt he felt concerning 
his sadistic masturbatory fantasies. When it was 
pointed out that guilt and shame were necessary 
components of his masturbatory fantasies and that 
they were needed to keep his omnipotent feelings in 
control, he finally was able to accept the necessity 
for his compulsive masturbation. In keeping with 
the goal of therapy, he was encouraged to do just 
that. 

On resumption of tire masturbatory and presleep 
fantasies, his sleep improved and he began to have 
sexual relations with his wife. He found that he 
could not discuss these fantasies with the therapist 
and still have them “work,” so they were excluded 
from the content of his interviews. 

Finally, the patient was discouraged from pur¬ 
suing his “development” further. He was told that 
Iris complicated check-balance system could func¬ 
tion undisturbed without causing any more trouble. 
With further reassurance, he was able to leave the 
dependent relationship with his therapist and re¬ 
sume his usual way of life. 

Comment 

It has been shown in an experimental situation 1 
that hypnotic suppression of symptoms can result in 
the appearance of substitute symptoms of equiva¬ 
lent psychological value. The newer symptoms were 
found to occur either at tire same level of psycho- 
sexual development (arm paralysis substituting for 
torticollis) or at a more regressive level (vomiting. 


gagging, and upset stomach substituting for arm 
paralysis). The new symptom could be shown to 
have an equivalent value in the subject’s value 
system (e. g., an ugly facial rash substituting for 
obesity as a means for the subject to “show off” in 
an unattractive way). The total amount of morbidity 
was also equivalent. Thus, nothing helpful was 
accomplished for the patient, except for a redistri¬ 
bution of the stress focus and possible proof that 
the symptoms were of emotional origin. 

In the patient discussed here, hypnotic removal 
of the airplane phobia resulted in substitution of a 
generalized mild state of anxiety', in the period be¬ 
fore the airplane trip. After the trip, the patient 
experienced profound decompensation of the entire 
organization of his personality', developing multiple 
physical and psychological symptoms. His reaction 
was similar in some respects to the phenomenon of 
voodoo death, in which natives of certain tribes die 
an apparently psychophysiological death as a result 
of violating a tribal taboo. It seemed as if, in taking 
the plane ride, he had violated a taboo. In fact, he 
thought of his subsequent difficulties as punishment 
for wrongdoing. 

Because of the nature of the suppressive psycho¬ 
therapy used in managing this patient’s problem, 
the meaning of fly'ing and its significance in his life 
were not worked out. It seems apparent, however, 
that his fear of fly’ing was more than a simple con¬ 
ditioned reaction to a previously' frightening flight. 
The phobia, in fact, was a warning signal that fly'ing 
represented a serious danger to him, for uncon¬ 
scious or internal reasons. 

In view of the patient’s history', which included 
compulsive masturbation with sadistic fantasies, 
difficulties in making decisions, fears of being alone, 
and fears of physical injury, the airplane phobia was 
obviously related to some more central issue. Know¬ 
ing this, the hypnotist should have refused hypnotic 
symptom suppression as a treatment method, ad¬ 
vising the patient instead either to live with this 
relatively minor inconvenience or to seek out an 
etiologically oriented therapy'. 

Summary 

Hy’pnosis is effective for symptom removal. Symp¬ 
tom removal can be hazardous, however, and should ■ 
not be used when the symptom is related to an 
obsessive-compulsive system or to a serious person¬ 
ality', character, or ego defect. As emphasized many' 
times before, an adequate history' and diagnosis 
are essential to the use of hypnotherapy', as is knowl¬ 
edge of psychodynamics and personality structure. 

555 Wilson Lane. 
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NEW ALLERGIC REACTION TO FURALTADONE 


Lawrence R. Loftus, M.D. 
and 

Alfred VV. Wagner, M.D., Sacramento, Calif. 


In the past six weeks we have observed two pa¬ 
tients who have had an identical and unusual reac¬ 
tion while being treated with furaltadone (Altafur), 
winch is a synthetic nitrofuran derivative. This 
reaction was manifested subjectively by diplopia 
and objectively by paresis of the lateral rectus 
muscle. In both cases the diplopia cleared with 
cessation of therapy. One patient was treated with 
antihistamines. The other patient was not treated 
specifically for the reaction. Clinically, the diplopia 
cleared earlier than the measured paresis of the 
lateral rectus muscles. 

Report of Cases 

Case 1 .— A 35-year-old woman developed swell¬ 
ing, redness, and heat in her left index finger in 
November, 1958. The symptoms lasted for a short 
time and then disappeared but kept recurring over 
nine months. A biopsy of the soft tissue was per¬ 
formed in August, 1959, revealing only necrotic fat 
tissue. Since subsequent roentgenograms showed 
bone destruction, a biopsy on the bone was per¬ 
formed in October, 1959, from which no diagnosis 
could be made, however. Cultures of the removed 
tissue were negative, as were results of all other 
diagnostic tests carried out in an attempt to de¬ 
termine the etiology of the bone lesion. The finger 
continued to be swollen, tender, painful, and red. 
The sections were therefore sent to a nationally 
known pathologist for his opinion of the lesion. He 
believed that it represented a low-grade osteomye¬ 
litis. Since we did not know the causative organism, 
we decided to attempt treatment with furaltadone. 

The patient was placed on furaltadone therapy, 
250 mg. every six hours, on Nov. 20, 1959. On 
Dec. 10, 1959 and again on Dec. 11, 1959, she had 
chills and fever, lasting about five hours, although 
no cause could be found. She was maintained on 
the medicament, and the symptoms did not recur. 
On Dec. 21, 1959, the finger seemed to be definitely 
improved, and the therapy was continued. On 
Jan. 4, 1960, the finger showed only swelling, with 
no redness, heat, tenderness, or pain. Consequently 
the patient was started on ultrasonic treatment in 
an attempt to loosen up the stiffness. On Jan. 11, 
1960, she developed diplopia. At first this was 
manifested in the evening only. Ophthalmological 
consultation on Jan. 14,1960, revealed an esophoria 
of 6 degrees at 6 meters, and of 3 degrees at /a 
meter. Diplopia could be elicited with the red lens, 


and separation was greatest on looking to right and 
left. A diagnosis of bilateral paresis of the lateral 
rectus muscles was made. Five days later diplopia 
was constant throughout the day. Esotropia was 20 
degrees at 6 meters and 18 degrees at Vs meter. On 
Jan. 26, 1960, the esotropia measured 36 degrees at 
6 meters and 24 degrees at Vs meter. 

On Jan. 27,1960, because the diplopia continued, 
the therapy with furaltadone was stopped. The 
patient had also been taking methamphetamine 
(Desoxyn) hydrochloride for weight reduction over 
several months, but was taking no other medica¬ 
ments. The methamphetamine intake was dis¬ 
continued at the same time. By Feb. 4, 1960, the 
diplopia had improved, and prism measurements 
showed esotropia of 35 degrees at 6 meters, and of 
30 degrees at Vs , meter. The idea of treating her 
with ACTH or cortisone was entertained, but, 
because of the infection in the finger, it was de¬ 
cided to try therapy with antihistamines first. On 
Feb. 11, 1960, the diplopia became markedly 
better and occurred only occasionally. On Feb. 19, 
1960, the diplopia was entirely gone, although 
objectively a moderate esophoria of 20 degrees at 
6 meters and 16 degrees at Vs meter remained. The 
finger at that time was clinically completely well. 
The patient resumed methamphetamine therapy for 
weight reduction and since then has not had re¬ 
currence of the diplopia. 

Case 2.—A 73-year-old man underwent amputa¬ 
tion of his left leg above the knee in June, 1959, 
because of gangrene of the foot secondary to severe 
arteriosclerosis obliterans. On June 11, 1959, 
coagulase-positive Staphylococcus aureus and Pseu¬ 
domonas were cultured from the infected stump. 


e was treated with penicillin and chloramphenicol 
Chloromycetin), after which the local infection 
eared. On Aug. 11, 1959, he developed multiple 
)ils over his entire body. Chloramphenicol therapy 
as tried again, but to no avail. Consequently, ad- 
inistration of oleandomycin phosphate was he¬ 
rn. Since by Aug. IS, 1959, no improvement was 
qdent, he was started on therapy with strepto- 
nase-streptodomase (Varidase), orally given 
aenoxymethyl penicillin (Pen-Vee), and de.xa- 
ethasone (Decadron); multiple abscesses were 
,cised and drained. Again little change occurre 
; the lesions, so that therapy with erythromycin 
ropionate was begun and continued for one wee . 
he patient remained extremely ill, however, wi 
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several hundred boils over his entire skin surface. 
On Sept. 3, 1959, therapy with furaltadone, 1 Gm, 
daily in divided doses, was begun. The patient’s 
condition showed marked improvement with this 
therapy. It was discontinued on Sept, 21, 1959, at 
which time most of the lesions were cleared up. 
Lesions recurred, however, so that the patient was 
again given courses of furaltadone; each consisted 
of 30 tablets, with 1 tablet taken every six hours on 
Nov. 25 and Dec. 30,1959, and on Jan. 9,1960. 

On Jan. 12, 1960, while making a house call, it 
was brought to the attention of the examining 
physician for the first time that the patient had had 
diplopia intermittently for the previous two months. 
Questioning revealed that this seemed to coincide 
with the periods during which he had taken the 
furaltadone. Inasmuch as we had just seen another 
patient who developed diplopia while taking 
furaltadone, treatment with the drug was stopped, 
after which the diplopia disappeared in about 
12 days. 

Since the patient was bedfast at home, accurate 
measurements of diplopia could not be made. At 
about 10 ft. there was an uncrossed separation of 
about 6 in. With use of the red glass and a light, 
the diplopia disappeared in primary position at 
12 in. but recurred on gaze to the left. Diplopia did 
not occur on gaze to the right. A diagnosis of left 


lateral rectus palsy was made. On March 15, 1960, 
reexamination showed no trace of diplopia with a 
red lens on extreme left lateral gaze. 

Comment 

We have observed two patients who developed 
diplopia while taking furaltadone. In both cases it 
was determined that the diplopia was due to a 
paresis of the lateral rectus muscles, one bilateral 
and one unilateral. In both patients the paresis 
slowly improved after discontinuance of therapy 
with the drug. A personal report, dated March 1, 
1960, from the medical director of Eaton Labora¬ 
tories, who manufacture the brand of furaltadone 
given these patients, states that they have reports 
of four cases of transient diplopia, which cleared 
entirely on discontinuance of administration of the 
drug. They had no other report of ocular manifesta¬ 
tions and were at a complete loss to explain the 
occurrence. Evidently it had not been determined 
previously that the diplopia was due to a paresis 
of the lateral rectus muscles. The mechanism of this 
apparent toxic response to the drug has not been 
determined. 

Summary 

Two patients developed diplopia caused by 
paresis of the lateral rectus muscles while they were 
on therapy with furaltadone (Altafur). 

2615 Eye St. (Dr. Loftus). 
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CURRENT STATUS OF THE THERAPY OF LEPROSY 

James A. Doull, M.D., Washington, D. C. 


In the search for a cure for leprosy, scientists are 
deprived of two of the most powerful tools of the 
experimental laboratory—a method of cultivation 
of Mycobacterium leprae and a susceptible animal. 
If the leprosy bacillus could be cultivated on an 
artificial medium, the bactericidal action of drugs 
and antibiotics might be determined rapidly, and, 
if a true prototype of human leprosy could be pro¬ 
duced in animals, the effectiveness of drugs might 
he studied in an even more convincing manner. 


, Oie Medical Department of the Leonard Wood Memorial 

1 merican Leprosy Foundation). 


In the absence of such a direct approach, the most 
logical leads are to be found in the action of drugs 
on those pathogenic mycobacteria that can be cul¬ 
tivated and against mycobacterial diseases that are 
transmissible to laboratory animals. Advantage has 
been taken, in particular, of information that has 
been gained in the ‘screening” of drugs against 
Mycobacterium tuberculosis and in the treatment 
of patients with tuberculosis and experimental 
tuberculosis. Analogy with tuberculosis has failed 
in many instances, most notably in the case of 
isoniazid (Armazide, Cotinazin, Dinacrin, Ditubin, 
Inh, Isoniazid, Niconyl, Nieozide, Nydrazid, Rimi- 
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fon, Tisin Tyvid), but it has led to the successful 
use of the sulfones, streptomycin, and certain 
diphenyl thioureas in leprosy in humans. 

In the preparation of this paper, liberal use has 
been made of recent reviews, especially those of 
Bushby, Buu-Hoi/ Lechat/ and Sharp and Payne. 4 
The description of the chemical structure of the 
sulfones, their pharmacology, toxicity, inhibitory 
capacity, and effectiveness in experimental infec¬ 
tions (see figure) are slightly modified from those 
of Chang, Wolcott, and Doull. 5 


h ,n-<3-so 2 -Q, 
PARENT SULFONE 


/ 


HOCH 2 (CH0H) 4 HC-NH-<f N 




SOjNa 



GLUCOSULFONE (PROM1N) SODIUM 


h 2 n—<( 7~S0 2 -<f >-nhch 2 ch 2 oh 


HYDROXYETHYL SULFONE 

Na 

I 

so 2 -n-coch, 

I 2 3 

H 2 -<I>-nh 2 

SODIUM ACETOSULFONE (PROMACETIN) 

HC- N 

II II 

H 2 N-^___)>-so 2 - c N / c-nh 2 

3 

THIAZOLSULFONE (PROMIZOLE) 

Chemical structures of various sulfone compounds. 

Incidence of Leprosy 

Leprosy is an uncommon disease in the conti¬ 
nental United States, the known prevalence being 
fewer than 1,000 cases. It occurs indigenously at a 
low level in southeastern Texas, still lower in Lou¬ 
isiana, and rarely in southern California and Florida 
(Key West). Occasional cases are detected among 
immigrants from areas in which the disease is 
endemic and among missionaries, educators, vet¬ 
erans of the military services, and others who have 
lived temporarily in such areas. When the known 
cases in Hawaii, Puerto Rico, and American Samoa 
are added, the total count is still well below 2,000. 
Despite its low prevalence in the United States, 
leprosy excites the interest of American physicians 


J.A.M.A., May 28, I860 

because of its unique history, the complexity of te 
clinical syndrome, its great public health impor 
tance m many countries-the world total hJL 
estimated at 10 million-and the challenge which 
Its unsolved problems offer to science 


Classification of Types of Leprosy 

Although leprosy is a generalized infection the 
more manifest lesions are those of the skin’ the 
mucous membranes of the upper respiratory tract 
and certain peripheral nerves. In 1848, Danielssen 
and Boeck, 0 the Norwegian pioneers, described two 
principal clinical forms, tuberous (nodular) and 
anesthetic. In 1894, Hansen and Looft 1 changed 
the latter name to maculoanestlietic. This exclu¬ 
sively clinical classification was dominant for many 
years, although the nodular type became known as 
cutaneous and later as lepromatous,. and the macu- 
loanesthetic type was often called neural. The 
division was a useful one, but, since damage to 
peripheral nerve trunks and its sequelae occurred 
sooner or later in the nodular (cutaneous) type, 
many cases were thrown into a third category (no 
longer valid) called "mixed leprosy.” This termi¬ 
nology was unsatisfactory, but further knowledge 
was required before classification could be put on 
a sounder basis. 


Developments came on three fronts. With in¬ 
creasing study of the clinical varieties in different 
parts of the world, it became evident that there 
were cases which had been classed as nodular or 
cutaneous that were, in fact, different from the 
usual lepromatous ones. These had clearly de¬ 
limited, erythematous nodulations or plaques which 
tended to progress peripherally and to resolve cen¬ 
trally, with central anesthesia. It also became evi¬ 
dent that maculoanestlietic cases having anesthetic 
macules, with elevated, slowly progressing margins, 
were related to them. Histologically, it was demon¬ 
strated that these lesions all showed a characteristic 
tuberculoid structure and not the well-known lep¬ 
romatous picture. The introduction of the lepromin 
(Mitsuda-Hayashi) test, which consists of the intra- 
dermal injection of a suspension of heat-killed, 
bacillus-rich, lepromatous tissue, was another im¬ 
portant event. This test almost always caused 
reactions in patients showing these varieties of 
anesthetic plaques and macules; in the classical and 
more severe lepromatous type, the reaction was 
negative, suggesting that the form of disease which 
developed in the infected person depended pri¬ 
marily on tissue reactivity, signifying the presence 
or absence of resistance. These observations—clini- 
cal, histological, and immunological-provided a 
basis for a more satisfactory classification. 

As the culmination of acts of several preceding 
international conferences since 1930 the Sixth In¬ 
ternational Congress of Leprology e a i a 
1953 adopted the present “official classifies 


in 


108 



Vol. 173, No. 4 


COUNCIL ON DRUGS 


365 


scheme with definitions of two major (polar) types, 
lepromatous and tuberculoid, and of two supple¬ 
mentary classes or groups, borderline (cases be¬ 
tween the two types) and indeterminate (cases with 
simple macular lesions). 

Lepromatous cases are the most serious and most 
infectious, Myco. leprae being readily demonstrable 
in smears from the skin lesions and the nasal 
mucosa of patients. The lepromin reaction is nega¬ 
tive. More or less extensive thickening of the skin 
is always present in well-established cases, and 
definite nodulation occurs with varying frequency. 
The borders of the lepromatous infiltrations are 
ill-defined. There may or may not be definite dis¬ 
turbance of sensation within the area of the lesion. 
The histological structure observed in the skin is 
granulomatous in nature, typically with Virchow 
cells (bacillus-laden histiocytes) which tend to be¬ 
come foamy as they age. As the disease progresses, 
the larger nerve trunks are invaded, especially the 
ulnars and peroneals. Anesthesia, atrophy of skin 
and muscle, absorption of the small bones of the 
hands and feet, ulceration, and natural amputation 
then follow; the ultimate destruction is equal to the 
worst that may be seen in the tuberculoid type of 
leprosy. 

In the tuberculoid type, the characteristic mac¬ 
ules have well-defined, more or less elevated mar¬ 
gins, showing clearing at the center. The surface 
is often papillated. Anesthesia is invariably present 
within these lesions. The lepromin reaction is usu¬ 
ally positive. Myco. leprae is rarely demonstrable 
in smears from the quiescent lesions but may be 
present in considerable numbers in the larger 
tuberculoid ones during reactive phases. The his¬ 
tological structure is also granulomatous, but there 
are no Virchow cells. The predominant cells are 
epithelioid, which form noncaseating foci, and 
giant cells of the Langhans type are frequent. The 
reactional lesions may sometimes invade the epider¬ 
mis. The earliest signs ordinarily are macules, but 
sometimes the distal effects of invasion of nerve 
trunks are more conspicuous, such as contractures 
of the fingers and toes, wasting of the interossei, 
and anesthesia. At a later stage, the neural sequelae 
are the same as those described for the lepromatous 
type. 

Probably because of greater interest in recent 
years, borderline cases, previously classified as lep¬ 
romatous, are being reported with increasing fre¬ 
quency. Plaques may show histological features of 
both polar types, but the tuberculoid picture, often 
atypical, predominates. Mainly, it is the mixed 
clinical picture which determines a diagnosis of 
this class. Smears are positive for bacilli, and the 
lepromin reaction is usually negative. These cases 
usually arise from tuberculoid ones as a result of 
repeated reactions, and they may become frankly 
lepromatous. 


In the indeterminate class, the lesions are simple, 
flat macules which show some disturbance of sen¬ 
sation; smears may' reveal small numbers of Myco. 
leprae. The lepromin reaction may be positive or 
negative. The histological findings are those of 
simple, chronic inflammation. These cases are 
capable of progression toward either the lepro¬ 
matous or the tuberculoid type. 

Clinical Evaluation Studies of 
Leonard Wood Memorial 

The nature of leprosy makes it essential that 
therapeutic trials be adequately controlled; other¬ 
wise, drugs that have value but fall short of com¬ 
plete success may pass undetected and be dis¬ 
carded. Most emphasis has been placed on severe 
and advanced disease, but all gradations of lesions 
can be recognized from the small macules (which 
may disappear spontaneously) to the far-advanced 
nodulation of the lepromatous type. The course of 
leprosy is prolonged over many years, with a tend¬ 
ency towards arrest of the active process, but there 
may be many exacerbations and remissions. Clini¬ 
cal impressions of the value of any therapeutic 
procedure may', therefore, be erroneous. The den¬ 
sity of acid-fast bacilli in the skin also is an uncer¬ 
tain guide; reduction occurs frequently in the 
course of time without specific treatment, and there 
is no reliable method of distinguishing between the 
living and multiplying bacilli and those that are 
dead. 

In 1941, in the earliest trials of the sulfones for 
the treatment of leprosy, a small, controlled study 
was carried out by Faget and his associates 8 at 
the Public Health Service Hospital (National 
Leprosarium), Carville, La. In 1951, large scale 
studies of longer duration were commenced by the 
Leonard Wood Memorial in cooperation with 
leprosariums in Japan, the Philippines, and the 
Union of South Africa, with financial aid from the 
Public Health Service and several pharmaceutical 
manufacturers. Three series have been completed,” 
and the trials are still going on. Reference is made 
later to the results obtained with various drugs, but 
certain general features may be mentioned. 

The recognized principles of controlled clinical 
trials have been adhered to as closely as possible. 
Identical experiments have been conducted in at 
least two widely separated institutions. Only pa¬ 
tients with the lepromatous type of the disease 
have been included, and patients have been as¬ 
signed to therapy groups at random by statisticians 
in the United States. The groups have alway's been 
closely comparable to one another in such back¬ 
ground items as age, sex, prior therapy, and current 
clinical and bacteriological status. Nevertheless, 
after eight years of study, we still do not know 
whether the age or sex of the patient has any sig¬ 
nificant bearing on response to therapy, although 
we continue to take these factors into account. A 
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more disconcerting fact is that we have been unable 
to demonstrate greater clinical progress with identi¬ 
cal treatment in less advanced cases than in those 
m whom the disease was well established at the 
commencement of therapy. This is probably a re¬ 
flection of the slowness of clinical improvement and 
of the difficulty in demonstrating improvement in 
lesions that are slight at the beginning. Bacteriologi¬ 
cal measurements have likewise been inadequate to 
indicate any significance which age, sex, and stage 
of disease may have on prognosis. 

The double-blind type of experiment was applied 
in our fourth series, which was continued for two 
years. There were four groups in this experiment. 
Two groups were treated with sulfones which were 
readily detectable in the blood. (It was necessary 
to obtain agreement from the clinicians and con¬ 
sultants not to consult the laboratory records.) 
Patients who became worse were withdrawn from 
the study and were referred to a special consultant 
not connected with the tests, who was told in con¬ 
fidence the treatment that had been given in order 
that he might treat the patient rationally. An un¬ 
expected complication arose which identified one 
of the drugs and forced its discontinuance at the 
end of one and one-half years. This was the occur- 
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from the National Leprosarium gave case reports 
foi 65 recoveries, but these were credited to a l, 
ety of factors, in addition to specific treatment with 
chaulmoogra oil and its esters. Johansen and End 
son reported that, in 1926, experienced W 
lologists at that hospital considered that definite 
improvement had followed the use of the oil or its 
esters in a sufficiently large percentage of cases to 
warrant continuation of the treatment. By 1938 
improvement was still noted, “although a consider¬ 
able number of the older advanced cases show 
retrogression” 11 In 1942, the impression persisted 
that the chaulmoogra oil products were of some 
benefit. By 1946, after chaulmoogra oil was used for 
five years along with the sulfones, the popularity of 
chaulmoogra preparations had declined, but they 
were still being used in certain types of cases. In 
1947, their use was entirely abandoned at the Na¬ 
tional Leprosarium. At present, chaulmoogra oil 
is used at only a few centers, usually as a supple¬ 
ment to a sulfone. A treatment that had attained 
universal popularity among leprologists and pa¬ 
tients alike has been relegated to the shelves of the 
historical library; its value remains uncertain be¬ 
cause controlled studies were not made. 

Metals.— Several antimony, arsenic, bismuth, 


rence of blueness (still inadequately explained) in 
the lesions of patients treated with amodiaquine 
(Camoquin) hydrochloride. The agents used in the 
other three groups remained unidentified to the end 
of the two-year period. 

Another troublesome feature in these trials was 
the failure of a substantial proportion of the patients 
(10 to 20%) to complete the prescribed courses of 
treatment. This occurs to a greater or lesser extent 
in all long-term studies. Fatalities were few. The 
chief reason for discontinuance of therapy was the 
overwhelming desire of some of the patients to 
leave the institution against medical advice. In 
every instance, the patient’s reasons were examined 
critically to make certain that they were not related 
to improvement or worsening of the disease or to 
the side-effects of a drug. Ultimately, the best that 
we can do is to study the comparability of the 
groups when the study ends, with respect to back¬ 
ground factors that are definite, measurable, and 
that were more or less equal at the outset. 

Older Forms of Therapy 

Chaulmoogra Oil —The history of the treatment 
of leprosy with chaulmoogra (Hydnocarpus) oil is 
an illuminative example of the necessity for ade¬ 
quately controlled studies of therapies. For genera¬ 
tions, this oil was the popular remedy, and its esters 
and other derivatives were in world-wide use for 
almost twenty-five years. Hundreds of favorable 
case reports appeared, with photographs taken be¬ 
fore and after treatment and with imposing statis¬ 
tics of arrest of the disease. In 1930, a publication 


mercurial, and gold compounds have been tried in 
leprosy, usually with detrimental results. Small 
doses of potassium iodide have also been used in¬ 
effectively by a number of leprologists. Merbromin 
(Mercurochrome) was subjected to an extensive 
trial at the National Leprosarium during the period 
from 1924 to 1925. 10 It was reported to be of value 
in checking rapid retrogression and in treatment of 
lepromatous ulcers. Antimony is still used in treat¬ 
ment of “reactions.” 

Dyes— Various aniline and other dyes have been 
used therapeutically by intravenous injection 
(methylene blue, trypan blue, and fluorescein). 
The end-results were disappointing. Certain of these 
dyes have an affinity for lepromatous lesions, and, 
in cases of the borderline class of lesions, methylene 
blue has been used to differentiate such lesions 
from those of tuberculoid structure. 

Sulfones 


Although p,p'-sulfonyldianiline (DDS) was syn- 
hesized in 1908 by Fromm and Wittmann during 
heir research on chemical dyes, it was not until 
937, after the phenomenal effectiveness of sulfona- 
nides had been demonstrated, that this compound 
vas tried against infections in laboratory animals, 
t proved to be far superior to sulfanilamide m 
treptococcic infections in mice but was much more 
oxic. In 1938, according to reports published more 
han 10 years later, it was used in man in doses 0 
to 2 Gm. daily for the treatment of acute strepto¬ 
coccic infections; however, it caused severe hemo- 
ytic anemia, and use of this agent was abandoned. 
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In 1939, Rist 12 of the Pasteur Institute found that 
DDS had a much stronger bacteriostatic (in vitro) 
effect than did a sulfanilamide against both human 
and avian types of the tubercle bacillus, and, in the 
same year, Rist, Bloch, and Hamon 13 reported 
favorable results with experimental infection of the 
avian type in the rabbit. Probably because of the 
toxicity observed in animals, these reports did not 
lead immediately to the trial of DDS as a thera¬ 
peutic agent in either tuberculosis or leprosy. 

In 1937, Tilletson and colleagues, starting with 
DDS, prepared a soluble and less toxic compound, 
glucosulfone (Promin) sodium. During the next two 
years, the effect of glucosulfone was studied in 
several infections, but tire results were not spec¬ 
tacular. It was toxic when given orally, even in 
small doses, irritating when injected subcutaneous¬ 
ly, but well tolerated when given intravenously. 

The discovery of glucosulfone led to the use of 
sulfones in leprosy. The intervening and significant 
event was die publication on Oct. 30, 1940, by 
Feldman, Hinshaw, and Moses 14 at the Mayo 
Foundation, of favorable results with the drug in 
experimental tuberculosis in the guinea pig. This 
report came to the attention of Dr. G. H. Faget of 
the National Leprosarium who obtained a supply 
of the drug. In March of 1941, the first patients 
were treated in a study which eventually revolu¬ 
tionized die treatment of leprosy. 8 

In the sulfone compounds, the sulfonyl radi¬ 
cal, R-SOo-R, is combined with two carbon 
atoms, whereas in the sulfonamides, this radical, 
R-SO 2 -NH 2 , is combined with one carbon atom and 
an amino group. The principal sulfones which have 
been used therapeutically may be classified as 
follows: (1) parent sulfone, p,//-suIfonyldianiline 
(DDS); (2) disubstituted derivatives having a 
substituent in each amino group such as gluco¬ 
sulfone sodium (p,p'-diaminodiphenylsulfone-N,N / - 
di-[dextrose sodium sulfonate]), and other examples: 
sulfoxone (Diasone) sodium, solapsone (Sulphe- 
trone), Hydnosulphone; (3) monosubstituted 
compounds having one free amino group such 
as hydroxyethyl sulfone (4-amino-4'-hydroxyethyl- 
aniinodiphenyl sulfone), and other examples: suc- 
cinylsulfone, Exosulfonyl (succinylamido-4-amino- 
4'-diphenyl sulfone), Succisulphone, or 1500F, and 
phenylglycine sulfone or sulfone Cilag; (4) 
nuclearsubstituted derivatives with two free amino 
groups such as sodium acetosulfone (Promacetin or 
Internal Antiseptic no. 307 [sodium 4,4'-diamino- 
diphenylsulfone-2-N-acetylsulfonamide]), and pro- 
piosulfone (sodium 4,4'-diaminodiphenyl sulfone-2- 
sulfono-propionamide); and (5) asymmetric sulfone 
with two free amino groups such as tliiazolsulfone 
(Promizole) (2-amino-5-sulfanilylthiazole). The 
chemical structures for examples of these com¬ 
pounds are given in the figure. 


Pharmacology .—After usual therapeutic doses, the 
sulfones may be found in all body tissues and fluids. 
The liver and kidneys contain relatively high con¬ 
centrations. The approximate blood levels reached 
with therapeutic doses are: DDS and hydroxyethyl 
sulfone, 0.5 mg. per 100 cc.; sulfoxone sodium, 
succinylsulfone, and sodium acetosulfone, 1 to 1.5 
mg.; and glucosulfone sodium and solapsone, 4 to 
5 mg. These levels increase, roughly, with molecu¬ 
lar weights. 

Individual variations in absorption and excretion 
occur after oral administration among patients tak¬ 
ing the same dosage. In general, DDS is considered 
to be completely absorbed, because 90% of the oral 
intake is found in the urine, and only a trace is de¬ 
tectable in the feces. Sulfoxone is about 50% ab¬ 
sorbed; 48% has been found in the urine and 44% 
in the feces. Solapsone is poorly absorbed; 10% is 
found in the urine and up to 80% in the feces. 
Acetosulfone is likewise poorly absorbed; 25% is 
excreted in the urine, and a large proportion is 
passed in the feces. Tliiazolsulfone is well absorbed 
and rapidly eliminated. As high as 800 mg. per 
100 cc. has been found in the urine of patients 
taking 6 to 7 Gm. daily by mouth. The urine may 
become pink to cherry red in color. About 50% of 
monosubstituted compounds is excreted in the 
urine. 

After parenteral administration, from 95 to 100% 
of glucosulfone is excreted in the urine. Blood levels 
drop rapidly, especially in the first two hours after 
administration, but, after a dosage of 2 Gm. or 
more, appreciable levels are present after eight 
hours. 

Disubstituted compounds are usually retained in 
measurable quantities in the patient’s blood for 
about 14 days after cessation of treatment and, 
sometimes, even for four weeks or longer. DDS 
is even more cumulative, especially after parenteral 
administration. The high concentration of sulfones 
in the bile is of interest because biliary excretion 
and reabsorption tend to prolong retention and may 
be responsible for sulfones occasionally being 
found in the blood or urine long after cessation of 
treatment. Regular rest periods during therapy are, 
therefore, advisable. Because of cumulation, sul¬ 
fones administered in moderate doses once or twice 
a week have been found to give blood levels more 
or less equal to those attained by administration of 
smaller daily doses. 

There has been discussion of the hypothesis that 
the action of disubstituted sulfones is attributable 
chiefly to liberation of DDS in the body. The 
toxicity' of glucosulfone, when given orally, is 
thought to be caused by breakdown to DDS in the 
gastrointestinal tract, and high concentrations of 
free DDS have been found in the blood and urine 
of patients treated with other disubstituted com¬ 
pounds given by the oral route. When given 
parenterally, glucosulfone and solapsone present a 
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Inhibitory Capacity Against Mycobacteria.-Be- 
cause of inability to cultivate Myco. leprae in vitro 
opinions on bacteriostatic capacity are based on 
effect on other species of mycobacteria; most work 
Has been done on Myco. tuberculosis. DDS was 
shown to be active against the avian type of tuber¬ 
cle bacillus as early as 1939. The sulfone with the 
highest bacteriostatic power against the human 
type of tubercle bacillus is DDS, which is about 
twice as active as hydroxyethyl sulfone and 10 to 
25 times as active as glucosulfone. Para-aminoben- 
zoic acid is antagonistic and is known to inhibit in 
whole or in part, the action of glucosulfone against 
Myco. tuberculosis and the action of DDS against 
Diplococcus pneumoniae. 

Effectiveness in Experimental Tuberculosis.~ln 
addition to DDS and glucosulfone, hydroxyethyl 
sulfone has been found to delay death in guinea 
pigs infected with Myco. tuberculosis. Sulfoxone, 
solapsone, and phenylglycine sulfone are only 
slightly active in this respect, and acetosulfone is 
inactive. Evidence of synergistic effect has been 
obtained with combinations of streptomycin and 
various sulfones. 

Effectiveness in Other Mycobacterial Infections. 

—The ulcerative skin disease of man caused by 
Myco. ulcerans is transmissible to rats and mice. 

Both DDS and streptomycin are markedly effective 
in repressing the experimental disease in mice. The 
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Since it was recognized that spontaneous im¬ 
provement may have played a part, the small con¬ 
trolled experiment, previously mentioned, 8 was 
carried out. Acetosulfone was given to 20 patients 
in oral doses of 300 mg. to I Gm. daily. The same 
number of patients, matched as to type and stage 
of disease, weie given a placebo. After eight months, 
the condition of the acetosulfone-treated group was 
superior to the other, especially in regard to such 
complications as rhinitis, laryngitis, and lepro- 
matous ulceration of the skin. 

The search for sulfone compounds which could 
be given orally eventually yielded a considerable 
number. The first to be used extensively was sul¬ 
foxone sodium; this was first used by Muir 13 in 
Trinidad. Solapsone was produced a little later and 
also came into extensive use. Acetosulfone, thiazol- 
sulfone, and several other compounds gave favor¬ 
able results in early trials, but cost of production 
limited their use. 

In 1947, Cochrane and associates 16 in India, on 
learning that mastitis of cattle was being treated 
with injections of DDS, the parent sulfone of all 
aforementioned derivatives, obtained a 25% sus¬ 
pension of DDS in peanut oil. This was given by 
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subcutaneous injection to a small group of patients 
in a dosage of 5 cc. (1.25 Gm. of DDS) twice 
weekly. Severe anemia occurred in several patients 
and psychosis in a few, but there was no evidence 
of hepatitis. Shortly afterward, Lowe and Smith 17 
administered DDS by the oral route in much smaller 
doses; there was little evidence of toxicity, and the 
treatment appeared to be effective. In recent years, 
DDS has largely replaced other sulfone compounds 
in the treatment of leprosy, chiefly' because of its 
low cost. Many leprologists, especially those work¬ 
ing in outpatient clinics in Africa, prefer to ad¬ 
minister therapy by the parenteral route. There 
is no convincing evidence that the mode of admin¬ 
istration of DDS influences its effectiveness or the 
frequency of erythema nodosum or other reactions 
of lepromatous leprosy. 

Effectiveness of Sulfones.—lt is only in the lepro¬ 
matous variety that adequately controlled studies 
have been made, although the great majority of 
reports indicate good results in the cutaneous 
lesions of the tuberculoid type. In the lepromatous 
type, DDS has been shown to be equal to sulfoxone 
in studies lasting 48 weeks conducted by the Leon¬ 
ard Wood Memorial, and this conclusion can prob¬ 
ably be extended to solapsone and other disubsti- 
tuted compounds. 

The greatest improvement observed in patients 
during sulfone therapy occurs in ulcerative lepro¬ 
matous lesions of the skin and mucosa. Nasal 
obstruction, hoarseness, and other signs of involve¬ 
ment of the upper air passages are usually greatly 
improved within three to six months. Tracheotomy, 
which was formerly a common operation in large 
leprosariums, has become rare. Lepromatous ulcera¬ 
tion of the skin heals fairly promptly, and, conse¬ 
quently, there has been a marked reduction in the 
use of bandages. Improvement in diffuse infiltration 
of the skin and disappearance of plaques and 
nodules take place much more slowly. Clinical 
improvement is not accompanied by characteristic 
histological changes. The histological picture be¬ 
comes predominantly atrophic, resembling that 
which occurs in spontaneous remission, without 
treatment of any sort. The explanation may be that 
the sulfones eliminate bacilli from the blood vessels 
and blood stream, thereby preventing formation of 
new lesions and permitting natural recovery to take 
place. Cystic lesions of the bones of the hands and 
feet, presumably due to invasion by Myco. leprae, 
have improved with sulfone therapy. 

Invasion of peripheral nerves probably occurs in 
all cases of leprosy; there is one school of leprology 
which teaches that the spread of the bacilli, on 
entrance through the skin, takes place along the 
fine fibers of the cutaneous nerves. In the tubercu¬ 
loid type, the neural elements in the dermis are 
completely destroyed. The explanation is not clear 
because usually no bacilli, or rare ones, can be 
demonstrated. In the lepromatous type, however. 


there are many bacilli, and the destruction of nerve 
fibers may be explained by pressure from growth 
of lepromatous tissue. In both types, but particular¬ 
ly in the tuberculoid type, the enlargement of the 
ulnar, peroneal, and posterior occipital nerve trunks 
may be conspicuous. Repeated and extremely pain¬ 
ful attacks of neuritis are common—especially of 
the ulnar. In this instance, splinting the arm and 
keeping it warm are always advisable. Nerve strip¬ 
ping has been advocated to relieve pain, but this 
is not of permanent value. Local injections of corti¬ 
sone (Cortisone, Cortogen, Cortone) acetate and 
procaine hydrochloride, with or without hyaluroni- 
dase (Alidase, Diffusin, Hyazyme, Wydase), may 
be of value in lessening nerve destruction, if given 
when acute neuritis first appears. 

By the time that many patients seek treatment, 
destruction of nerves has taken place. Contractures, 
atrophy of skin and muscles, extensive anesthesia 
(often of the glove and stocking distribution), per¬ 
forating ulcer of the foot, and some absorption of 
the small bones of the hands and feet may' already' 
be present. These changes are irreversible, although 
transplantation of tendons and other surgical pro¬ 
cedures, together with physiotherapy, can do much 
to restore function. The question as to whether 
sulfone therapy can prevent or limit nerve damage 
and its sequelae is of vital importance but is as y'et 
unanswered. 

Bacteriological negativity', as judged from micro¬ 
scopic examination of simple smears from the skin, 
is slowly' attained. After one year of therapy, about 
90% of patients still have positive smears, and, after 
five years of treatment, 40 or 50% may still have 
positive smear tests. Bacteriological improvement, 
however, is demonstrable in a high proportion after 
one year. Smears from the nasal septum improve 
but do not become negative as rapidly as was for¬ 
merly thought. Septal ulcers become clean but 
often do not entirely heal and may continue to dis¬ 
charge bacilli in diminished numbers. In the first 
series of the studies of the Leonard Wood Me¬ 
morial, in groups of sulfone-treated patients, 
bacteriological improvement was greater for nasal 
septum sites than for skin sites after 16 weeks and 
after 32 weeks of therapy, but this finding has not 
been consistent in our subsequent work. 

Bacteriological improvement, even if short of 
negativity, may be of great public health signifi¬ 
cance. Rapid increases in prevalence of leprosy are 
rare; in fact, the disease usually' appears to have 
difficulty in maintaining itself, and it has disap¬ 
peared from many areas where it once was preva¬ 
lent. The biological balance between man and the 
leprosy bacillus is a nearly even one—with a slight 
advantage for man. A substantial reduction in the 
output of bacilli, therefore, rather than total nega¬ 
tivity of the patient, may be all that is required to 
initiate or accelerate decline of the disease. 
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The recommended dosages of the sulfones in 
common use .are given in the table. 

Toxicity and Side-Effects.-The sulfones have a 
Ml, “toy r ? cold - At CarviUe. La, more than 
patients have taken one or another compound 
tor prolonged periods without a single instance of 
tatahty or serious illness attributable to the drug. 
1 his does not mean that sulfones and particularly 
DDS can be used indiscriminately, without medical 
supervision. In outpatient treatment of large num¬ 
bers of patients in Nigeria and the Belgian Congo, 
a few fatalities have been attributed to admin¬ 
istration of DDS. Jaundice has usually been 
present, and, while the fatalities may have been 
due to the drug, other causes of hepatitis have not 
been excluded. One fatal case of granulocytopenia 
has recently been reported after treatment of a 
patient for dermatitis herpetiformis with DDS. 

The most commonly reported toxic effect is 
hemolytic anemia. In some cases, there has been 
confusion with anemias caused by malnutrition, 
intestinal parasites, and by uncomplicated leprosy. 

Recommended Dosages of Principal Sulfones in Current Use 

ilfr./Kjf, of 
Dody Weight 


Drug Route Inltlu 

DDS . Oral 0.5 

DDS . Parenteral 1.0 

Sulfoxoue sodium . Oral .1.0 

Glucosulfouc sodium. Intravenous -10.0 

Solapsone . Oral 10.0 

Solaiisone . Intramuscular 5.0 


'Attained after au Induction period of 0 to S weeks, 
f in many institutions, daily doses are omitted on Sundays. For all 
preparations, rest periods of two weeks should alternate with therapy 
periods of three months. 

Secondary anemias caused by sulfones may be cor¬ 
rected by administration of ferrous salts alone or 
supplemented by liver extracts. Sometimes it is ad¬ 
visable to lower the dosage of sulfones for a few 
weeks, but it is rarely necessary to discontinue 
treatment. 

Dermatitis, in a variety of forms, may occur. 
When this happens, treatment should be discon¬ 
tinued. Sometimes another sulfone is well tolerated 
after the rash disappears. 

The urinary tract is remarkably tolerant to the 
sulfones. Patients who have albuminuria, however, 
may not be able to take full dosage and should be 
kept under close observation. Amyloid nephrosis 
has long been recognized as a leading cause of 
death at the National Leprosarium, but, for some 
unknown reason, it does not seem to be as common 
in foreign leprosariums. Advanced amyloidosis of 
the kidneys is a part of generalized amyloidosis 
and is a contraindication to sulfone therapy. 

Relapses.— Relapses may occur in lepromatous 
leprosy after long and intensive sulfone treatment. 
It is probable that these relapses are lessened m 
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Maxi- ’ 

Fre- 

1 ilium* 

dueneyt 

3.0 

Daily 

s.o 

Twice 

weekly 

20.0 

Daily 

100.0 

Daily 

120.0 

Daily 

10.0 

Twice 

weekly 

.Sunday! 

s. For all 
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frequency by continuation of treatment, but this 
bas not been demonstrated. Permanent cure cS 
never be assured, and it is recommended that 2 
Rents whose disease is apparently arrested should 
continue on a low dosage of a sulfone for life. 

Other Drugs 

Sodium aminosalicylate (Pamisyl Sodium, Para- 
1 as Sodium, Parasal Sodium, Pasara Sodium, Pasem 
Sodium, Pasmed Sodium, Sodium p-Aminosalicy- 
late, Sodium Para-Aminosalicylate) was tested 
against leprosy at the Westfort Institution, Pretoria 
South Africa, during one of the clinical trials by the 
Leonard Wood Memorial. It was considered to 
have some activity and should be subjected to more 
extensive study. 

Thioureas (Thiocarbamides ).—After favorable re¬ 
ports by others, the Leonard Wood Memorial tested 
the value in lepromatous leprosy of a disubstituted 
thiourea, thiocarbanilide (4-butoxy-4'-dimethylami- 
nodiphenyl thiourea). The trial was a controlled 
one, conducted over a two-year period in exactly 
the same pattern at each of two Philippine institu¬ 
tions. The drug was given in a daily dosage of 60 
mg. per kilogram of body weight. There were 
three other therapy groups in the experiment, given, 
respectively, amodiaquine hydrochloride, 200 mg. 
daily; DDS, 4 mg. per kilogram of body weight; and 
DDS, 2.5 mg. per kilogram of body weight. After 
72 weeks, the amodiaquine was withdrawn because 
it was clearly inferior to the other drugs. The 
thiourea appeared to be slightly inferior to DDS, 
but the only difference which was significant statis¬ 
tically was lesser improvement in the smears from 
the nasal septum. After 96 weeks, the clinical and 
bacteriological results at each institution both 
pointed to lesser value of the thiourea, and, when 
the data for both institutions were combined, this 
finding was definitely indicated. Nevertheless, the 
drug caused no toxicity and showed up well in this 
rigid test. Therefore, its use should be considered 
whenever sulfones are ineffective or not well toler¬ 
ated. Bun-Hoi 2 lias reported good results with 
another thiourea, 4,4'-diethoxycarbanilide (Dialid). 

The thiosemicarbazones may be regarded as 
monosubstituted thioureas. One of these, amithio- 
zone (Benthiozon, Conteben, Tibione), which has 
had rather a wide trial in treatment of tuberculosis, 
has been used in the treatment of lepiosy by a 
number of workers. Early results were promising, 
but this was generally not true of the second and 
third years of treatment. In those instances in which 
clinical improvement continued to occur over a 
period of three years, attainment of bacteriological 
negativity was rare. Also, there were instances ot 
serious toxic effects, including granulocytopenia, 
allergic dermatitis, and recurrent drug fever. 

Mercaptan Compounds.-Certain mercaptan com¬ 
pounds have shown antituberculosis acbvi y 
mice, which has led to clinical trials m leprosy. The 









Vol. 173, No. 4 


COUNCIL ON DRUGS 


371 


mercaptans or thioalcohols are mostly colorless 
volatile liquids with the odor of garlic, the elimina¬ 
tion of which is still a problem. The activity is 
supposed to be due to liberation of ethyl mercap¬ 
tan. In the treatment of leprosy, two preparations 
have been used: (1) sodium ethyl thiosulfate (ET) 
given as pills in a dosage of 1.2 Gm. daily and (2) 
diethyl dithiolisophthalate (ETIP, Etisul) given by 
inunction in a dosage of 5 Gm. three times a week. 
Preliminary reports have been favorable, and larger 
and more adequately controlled trials are con¬ 
templated. 

Nicotinic Acid Dericatices.— Nicotinamide, in a 
maximum dosage for adults of 500 mg. daily, was 
given as a supplement to DDS in clinical trials car¬ 
ried out in an identical pattern at each of three 
leprosariums, two in the Philippines and one in the 
Union of South Africa. A reference group was treat¬ 
ed with DDS. The nicotinamide group showed no 
advantage at the end of 48 weeks. 

Isoniazid was tried by many leprologists after 
favorable reports, in 1952, of its value in tuberculo¬ 
sis. The reports are not all in agreement, but the 
consensus is that this drug is less effective than 
DDS. In a large-scale study (second series) of the 
Leonard Wood Memorial, isoniazid was used as a 
supplement to sulfoxone, but no additive effect was 
observed by the end of 48 weeks. It was also used 
in a small number of patients in combination with 
pyrazinamide, but the results were no better than 
those observed in a reference group treated with 
DDS. 

Isonicotinylhydrazone of 2-formyl-phenoxyacetic 
acid (Compound 377), which has a markedly repres¬ 
sive action in experimental tuberculosis in mice, 
was used in patients with lepromatous leprosy in a 
controlled study at the Westfort Institution, Union 
of South Africa, in a maximum dosage of 900 mg. 
per day. At the end of 72 weeks, patients treated 
with DDS showed somewhat greater improvement 
than those given Compound 377, as judged by both 
clinical and bacteriological standards. 

Antibiotics 

Streptomycin and Dihydrostreptomycin.— Strep¬ 
tomycin was first used in the treatment of leprosy 
in 1946, at the National Leprosarium." The dosage 
was 2 Gm. daily given in eight divided doses, for 
four months. Improvement was noted especially in 
lesions of the mucous membranes of the upper 
respiratory tract, but toxic effects were severe and 
frequent. In the first series of the Clinical Evalua¬ 
tion Studies of the Leonard Wood Memorial, al¬ 
ready mentioned, dihydrostreptomycin sulfate was 
given in a dosage of 1 Gm. three times a week to 
three groups treated, respectively, with dihydro¬ 
streptomycin alone, dihydrostreptomycin in com¬ 
bination with sulfoxone, and dihydrostreptomycin 
in combination with sodium aminosalicylate. A 


fourth group received sulfoxone alone; a fifth, DDS; 
and a sixth, the control group, received a placebo 
(in Japan and the Philippines) and sodium amino¬ 
salicylate (in South Africa). Clinical improvement 
occurred in about the same proportion of all groups 
at each center, except the one which was given the 
placebo at the Japanese and Philippine institutions. 
Bacteriological improvement occurred in all groups, 
including the controls, at all centers. It was 
concluded that sulfoxone, DDS, and dihydrostrep¬ 
tomycin were of definite and of equal value so far 
as judgment could be made after 48 weeks of 
therapy. The results were disappointing in that 
combined treatment with sulfoxone and dihydro¬ 
streptomycin, or with dihydrostreptomycin and 
sodium aminosalicylate, offered no additive ad¬ 
vantage over sulfoxone, DDS, or dihydrostrepto¬ 
mycin given alone. 

In the second series of the Memorial’s studies, 
dihydrostreptomycin was used in combination with 
isoniazid. Dihydrostreptomycin was given twice 
weekly in a dosage of 1 Gm., and isoniazid was 
given in a daily dosage of 10 mg. per kilogram of 
body weight. At the end of 48 weeks, this com¬ 
bination showed no advantage over sulfoxone used 
alone. 

Penicillin— Penicillin has been tried in leprosy 
at a number of centers, beginning in 1944, in doses 
which have varied from 25,000 units daily to 100,- 
000 units. Massive doses have not been used. Treat¬ 
ment has been continued for varying periods, with 
a beneficial effect on the healing of nonleprous 
ulcers but with no effect on Myco. leprae or on the 
course of the disease. 

Cycloserine (Seromycin).— Cycloserine has been 
used in several studies. In small, matched groups 
of lepromatous patients at two Philippine lepro¬ 
sariums, treated respectively with cycloserine and 
DDS for 48 weeks, the antibiotic showed some 
therapeutic action, but there was no evidence of 
superiority over the sulfones. Cycloserine was well 
tolerated by these patients. 

Other antibiotics have received limited trials, and 
a positive statement regarding them cannot be 
made. Chlortetracycline (Aureomycin) hydrochlo¬ 
ride showed good results in a small series at Car- 
ville. La., and chloramphenicol (Chloromycetin) 
gave negative results in a few cases in Cuba. 

Nonspecific Vaccine Therapy 

The opinion that natural reactivity to lepromin 
indicates some degree of resistance to leprosy has 
led to attempts to induce reactivity’ in lepromatous 
patients by artificial means. Acquirement of reac¬ 
tivity, associated with clinical and bacteriological 
improvement, has been reported to follow vaccina¬ 
tion with a vaccine prepared from killed Myco. 
marinum, which was originally isolated from a 
leprous nodule. This series was uncontrolled, and 


COUNCIL ON DRUGS 


the results have not been confirmed by others. 
Tuberculosis (BCG) vaccine has been used by a 
number of leprologists. In the third series of the 
studies of the Leonard Wood Memorial, repeated 
vaccinations with this vaccine did not induce 
reactivity in a significant proportion of the patients 
and had no effect on the course of lepromatous 
leprosy. 

Treatment of Complications 

Lesions of Eye.—In lepromatous leprosy, the 
bacilli lodge in the anterior segment of the eye, but 
the path of invasion is unknown. Nodules may ap¬ 
pear in the conjunctiva and episclera. A type of 
superficial punctate keratitis marked by discrete 
interstitial opacities, without pain or disturbance of 
vision, is considered to be pathognomonic of 
leprosy. Ulceration of the cornea, pannus formation, 
and a sclerotic keratitis follow. The iris and ciliary 
body are usually affected, and chronic plastic 
iridocyclitis is the principal cause of blindness. 
Acute iridocyclitis is often associated with an attack 
of erythema nodosum. 

The opinion is widely held by leprologists that 
sulfone therapy will prevent ocular leprosy or 
limit its progress. In the cooperative studies of the 
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trunk, and extremities and be acconmaniwt v 
malaise, arthralgia, neuritis, and fever. Occasional!? 
orchitis occurs. The occurrence of erythem „ od ’ 
urn m leprosy is not related to any fom of thmnv 
It has been frequent and at times severe in those 
treated with dihydrostreptomycin or a thiourea as 
well as m the sulfone-treated patients. In mild 
cases no special treatment is usually necessary, and 
chemotherapy may be continued. When fever is' 
ligh or other constitutional symptoms severe 
specific treatment should be discontinued and bed 
rest instituted. Scores of remedies have been advo¬ 
cated, of which antipyretics, antihistamines, and 
potassium antimony tartrate are the most popular. 5 
Whether these drugs are beneficial is doubtful. In 
acute and severe cases, cortisone or another corti¬ 
costeroid may be used in the minimal dosage re¬ 
quired to control the reaction and may be con¬ 
tinued for about a week after the lesions begin to 
subside. In these patients, relief of the pain of acute 
neuritis is often dramatic. There is no evidence 
that leprosy is worsened by short courses of treat¬ 
ment with these hormones. In chronic, recurring 
erythema nodosum, however, much more ex¬ 
perience is needed. Recurrences are not prevented, 
and whether they are lessened or worsened in 


Leonard Wood Memorial, keratoconjunctivitis has 
cleared up with sulfone therapy, but new instances 
have also occurred. Further study of this important 
aspect of therapy is necessary. Cortisone is effective 
in the acute exacerbations of iridocyclitis and iritis. 
At the National Leprosarium, local applications 
have been useful. The consulting ophthalmologist. 
Dr. James H. Allen of New Orleans, uses cortisone 
acetate in a strength of 0.5%. Remission is only 
temporary, but the treatment appears to be equally 
effective in recurrences of the acute process. 
Whether lepromatous keratitis and iridocyclitis 
can be controlled indefinitely remains to be proved, 
but, in the meantime, pain is relieved, and posses¬ 
sion of useful sight is prolonged. 

In both the lepromatous and tuberculoid types, 
eye lesions may be secondary to nerve involvement. 
Anesthesia of the conjunctiva and cornea follows 
involvement of the ophthalmic division of the fifth 
cranial nerve. Unnoticed injury and painless corneal 
ulceration may ensue. Lagophthalmos follows 
damage to the temporal and zygomatic branches 
of the seventh nerve, and exposure keratitis may 
develop. Considering the frequency with which one 
or both of these nerves are involved, especially in 
the tuberculoid type, the number of patients who 
lose their sight in this manner is surprisingly small. 
Nevertheless, the advantages of tarsorrhaphy should 
always be considered. 

Reactions During Therapy.-Repeated attacks of 
erythema nodosum are extremely common in lepro¬ 
matous leprosy. Attention was first drawn to it in 
1912. Raised, tender nodules may cover the face, 


severity is not known. At the National Lepro¬ 
sarium, 18 parenteral administration of cortisone or 
corticotropin (ACTH, Acthar, Corticotropin, Corto- 
phin) has been continued as long as 10 months, in 
an attempt to control these reactions. In some pa¬ 
tients, reactions persisted in spite of very high doses, 
but no serious complications had been observed to 
the time of report (1956). Controlled studies are 
necessary to evaluate the results of a long-term, 
low-dosage schedule as a supplement to sulfone 
treatment. 


Progressive lepra reaction is much less frequent 
than erythema nodosum but much more severe. It 
is characterized by great extension of the cutaneous 
lesions, together with neuritis, high and long- 
continued fever, and cachexia. Since these progres¬ 
sive reactions threaten life, there may be no 


ilternative to treatment with cortisone or cortico- 
;ropin preparations. However, both physician and 
patient must recognize the probability that therapy 
nay have to be continued for several months and 
nust accept whatever untoward effects may ensue. 

In the tuberculoid type of leprosy, the reactions 
u-e usually of shorter duration than in the lepro- 
natous type and are thought by some leprologists 
o have a beneficial effect on the disease. They 
nay, however, be alarmingly severe. The cutaneous 
esions become reddened, and new ones appear. 
Vlyco. leprae is often readily demonstrable m 
mears from these lesions. As in the lepromatous 
vpe neuritis, most frequently of the ulnar, is the 
nost distressing feature. At times, it seems toe 
precipitated or worsened by sulfone therapy. 
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sone will control the pain temporarily, but further 
studies are required to determine whether it can 
lessen nerve damage and its sequelae. 

Conclusions 

The drugs of choice in the treatment of leprosy, 
taking both efficacy and cost into account, are those 
of the sulfone class. In suitable dosage, the parent 
sulfone, p,p'-sulfonyldianiline (DDS), gives the same 
results as any of the disubstituted compounds such 
as glucosulfone, sulfoxone, or solapsone. There are 
patients, however, who tolerate one of the latter 
better than DDS. There are also patients who do 
not respond satisfactorily to sulfone therapy. For 
these, dihydrostreptomycin or a diphenyl thiourea 
may be tried. In the lepromatous type, treatment 
should be continued indefinitely. In the tuberculoid 
type, there is a tendency toward spontaneous arrest, 
and, in many patients with only single macular 
lesions, specific therapy is not indicated. In active 
tuberculoid cases with multiple lesions, sulfones 
should be given, although evidence of their value is 
not conclusive. 

The treatment of the reactions of leprosy con¬ 
stitutes the greatest difficulty, especially in the 
lepromatous type. It is true that in many such cases 
there is only erythema nodosum, with minor con¬ 
stitutional disturbance. This usually clears up with¬ 
out treatment. In other instances, the reaction is a 
progressive one, with severe constitutional symp¬ 
toms and exacerbation of the leprotic lesions. The 
reaction may subside after weeks or months of 
illness. Sometimes it can be controlled with a corti¬ 
costeroid compound. Certain cases baffle the skill 
of the physician, and death occurs from what is 
called “leprous cachexia,” for lack of a better name. 

The value of the sulfones in leprosy has been 
definitely established. Their effect, however, is 
bacteriostatic and not bactericidal. This conclusion 
follows from the slowness of clinical and bacteri¬ 
ological improvement and from the not infrequent 
occurrence of relapse after many months of treat¬ 
ment. Search for a more rapidly effective drug 
should be pressed with much greater vigor than is 
being done at present. The basic needs are a 
method of cultivation of the leprosy bacillus and 
an animal that is susceptible to the disease. Until 
at least one of these is found, the path of analogy 
is the most logical one to follow. Tuberculosis has 
been a valuable guide, but there are several other 
mycobacterial diseases which have been inade¬ 
quately studied from the point of view of therapy. 
In addition, there are cultivable mycobacteria 
which have been very little used for screening. 
Every drug or antibiotic that shows significant 
action against any mycobacterium and is proved 
safe according to long-term toxicity studies should 
be tested in leprosy in humans. 
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MEDICAL LICENSURE 

HE Council on Medical Education and 
Hospitals presents its annual compilation 
on medical licensure in this issue of The 
Journal. The report includes statistics 
concerning the medical examination and licensure 
of physicians in the United States and its pos¬ 
sessions for the year 1959, as well as compara¬ 
tive figures for previous years. Also included is 
information pertaining to the current regulations 
for medical licensure. The officers of the examining 
and licensing agencies have been most coopera¬ 
tive in the submission of the current data and in¬ 
formation essential in the compilation of a report of 
this nature; for this assistance, the Council is deeply 
grateful. 

The report further contains a review of the activi¬ 
ties of the Federation of State Medical Boards of 
the United States and its plans for the future. 

As a part of this annual study on licensure, the 
Council has included a section pertaining to the 


EDITORIALS AND EXCERPTS 


riw, 

J.A.M.A., May 28, i960 

Licentiates who received their first license m 

year of 6 “l SUrgery durin S th « calendL 

year of 1959 and who represent additions to die 

medical Profession numbered 8,269. In this group 
here were 1,626 foreign-trained physician^. £ 
the same period, there were approximately 3 500 
deaths of physicians reported to the offices of’ the 
American Medical Association. Thus, the nhvsi- 
cian population in the United States and its pos¬ 
sessions was increased by about 4,800. Increases 
as compared with similar figures for 1958, occurred 
m 29 states. There was no marked decrease evi¬ 
dent in any state. 

Last year, examination failures totaled 1,162. The 
total number of physicians examined was 8,996. 
Among the graduates from existing approved medi¬ 
cal schools in the United States, only 3.5% failed 
in the written examinations. In Canada, 9% of the 
graduates of approved medical schools failed. 
Among graduates of unapproved medical schools at 
one time existing in the United States, 72.7% failed. 
The graduates of schools of osteopathy admitted to 
medical licensure examinations in several states had 
16.5% failures, and 32.4% of the foreign-trained 
physicians examined for medical licensure last year 
failed. When the figures for these groups of exami¬ 
nees are combined, 12.9% of the total number of 
examinees failed in the written examinations. 

The study includes other data on the licens¬ 
ing boards requiring an internship for licensure, 
regulations pertaining to the registration of in¬ 
terns and residents, licensure on the basis of 
government credentials, issuance of temporary and 
educational permits, limited and temporary licenses, 
the schedule of written examination dates and 
reciprocity meetings, citizenship requirements, 
medical license fees, and annual registration re- 


Educational Council for Foreign Medical Graduates 
and presents the results of the American Medical 
Qualifying Examination given in 1958 and 1959. 

A section is included pertaining to boards of 
examiners in the basic sciences and the National 
Board of Medical Examiners. 

Analysis of the statistical data and textual in¬ 
formation reveals that, in 1959, a total of 15,954 
licenses to practice medicine and surgery were 
issued by 54 boards authorized by law to grant 
licenses to practice the art and science of medicine. 
The 15,954 licenses issued last year represented 
7,720 granted after a successful written examination 
and 8,234 granted by reciprocity and endorsement 
of state licenses or the certificate of the National 
Board of Medical Examiners. There was an increase 
of 714 in the total number of licenses issued in 
1959, as compared with the previous year. The 
number of licenses issued by process of examination 
increased by 405 over the previous year; the num¬ 
ber issued by reciprocity and endorsement of 
credentials was increased by 309. 


quirements. 

The licensure of foreign-trained physicians is 
specifically referred to in the first section of the 
report and reveals that graduates of 244 foreign 
medical schools were examined for medical licen¬ 
sure in 1959 by 43 boards. Graduates of medical 
schools of the Philippines, Iceland, 18 South and 
Central American countries, 21 European countries, 
and 21 countries in Asia and Africa were repre¬ 
sented at examinations. There were 2,766 foreign- 
trained physicians examined. Of these, 1,870 
passed and 896 (32.4%) failed. More than 75 gradu¬ 
ates from seven schools were examined, and 19 
schools had 25 to 75 graduates examined for 
licensure in the United States in 1959. In a 14-year 
period, the report points out, there were 11,187 
licenses issued after written examination to foreign- 
trained physicians and 2,322, by endorsement o 


nuais. 

s second section of the Councils report per- 
to the results of examinations and endorsement 
’dentials sponsored by 22 boards of examiners 
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in the basic sciences. These boards have no licensing 
powers. A certificate of proficiency is issued that is 
a prerequisite to eligibility to practice. Such certifi¬ 
cates were issued after written examination to 
3,315 persons, and, by endorsement of credentials, 
2,680 certificates were issued. The percentage of 
failures among examinees in the written examina¬ 
tion for those boards reporting this information was 
17.7. A candidate applying for a basic science certifi¬ 
cate is not required by law to reveal his school of 
practice. The figures given, therefore, include 
graduates of all schools of the healing art. 

The third section of the study deals with exami¬ 
nations given by the National Board of Medical 
Examiners. The examination of the National Board 
is given in three parts and may be taken during 
the course of education in medical school. The 
Board’s certificate is accepted by the medical 
licensing authorities of the states, District of Co¬ 
lumbia, and possessions, except in Arkansas, 
Florida, Georgia, Indiana, Louisiana, Michigan, 
and North Carolina. The purpose of the National 
Board is to administer an examination that may be 
accepted as an adequate qualification for a medical 
license. It is not a national licensing board. There 
were 3,377 licenses to practice medicine issued by 
endorsement of the certificate of the National Board 
by 43 state boards, the District of Columbia, Canal 
Zone, and Puerto Rico. The National Board also 
provides a service to medical schools using its 
examination for a variety of purposes. The most 
prevalent use of the examination in medical schools 
is for the purpose of a valid, comprehensive, and 
impartial evaluation of the student class at the end 
of the second and fourth years. There were 43 
medical schools in which part 1, part 2, or both 
parts of the National Board examinations were 
taken by at least 75% of the students in the classes 
involved, during 1959. 

The concluding section of the Council’s report 
summarizes the results of the American Medical 
Qualification Examination administered by the 
Educational Council for Foreign Medical Graduates 
in 1958 and 1959. As of January 1,1960, the Educa¬ 
tional Council had examined 5,982 foreign medical 
graduates. Of these, 2,709 had been granted the 
standard certificate and 1,419 the temporary (two- 
year) certificate. 

EXPIRED AIR RESUSCITATION DURING 
CARDIAC EMERGENCIES 

All physicians have the responsibility to be pre¬ 
pared to carry out emergency measures for cardiac 
standstill or ventricular fibrillation. There is no 
time to send for help. If the patient is to survive, 
ventilation and circulation must be started in the 
fisst few minutes. Drastic measures may be indi¬ 
cated in the treatment of this drastic emergency. 


If emergency thoracotomy is indicated, this pro¬ 
cedure should be accompanied by restoration of 
pulmonary ventilation. While one physician opens 
the chest, another physician or trained aide must in¬ 
sure effective pulmonary ventilation. In the operat¬ 
ing room and recovery' ward, the anesthesiologist 
and his emergency equipment may be available and 
he should be summoned at once. Until he arrives, 
however, pulmonary ventilation can be adequately 
maintained without any equipment by the use of 
expired air, blowing one’s own air into the nose or 
mouth of a victim. 

Any artificial respiration, to be effective, depends 
on an open airway, and clearing the airway must be 
the first step. When the neck flexes and the jaw 
sags, the pharynx is obstructed. Backward tilting 
of the head at the atlanto-occipital joint opens the 
glottis and lifts the tongue from a blocking position 
in the pharynx. Further, if the jaw is moved cephal- 
ad simply by pressure against the chin, a patent 
airway is assured. 

A wide, tight seal of the lips of the rescuer is 
made around the nose or mouth of the patient. The 
rescuer blows out until he sees the chest of the vic¬ 
tim rise. This instruction applies whatever the size 
of the patient. It is possible to breathe rhythmically 
for a patient at the rate of 12 to 20 times per min¬ 
ute for long periods without fatigue or the necessity' 
of relief. If the volumes inflated are two times the 
patient’s basal tidal volumes, adequate oxygenation 
and carbon dioxide exchange are obtained. 

Prompt restoration of good gas exchange is es¬ 
sential before a normal heart rhythm can be rees¬ 
tablished. We have had the happy experience of 
seeing a normal cardiac rhythm reappear while we 
were giving mouth-to-mask resuscitation in a pa¬ 
tient with cardiac arrest (electrocardiographically 
confirmed). The circulation returned so quickly that 
emergency thoracotomy was avoided. 

Among the advantages of expired air resuscita¬ 
tion are the large reserves of pressure and volume 
which may be used to overcome diminished pul¬ 
monary compliance of the victim. At times this 
therapy is more effective than oxygen administered 
by a mechanical resuscitator, which may have an 
inflation pressure inadequate for the circumstances 
in the patient with a “tight” chest. 

Physicians and other hospital personnel may be 
called on to do mouth-to-nose or mouth-to-mouth 
resuscitation with no warning. The frequency of 
the emergency' is greater in the hospital than in 
other areas. In the actual emergency the important 
points to be remembered are: 1. Clear the throat. 
2. Tilt the head back, and 3. Blow. 

David G. Greexe, M.D. 
James O. Elam, M.D. 
University of Buffalo 
School of Medicine 
Buffalo 3. 
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editorials 

ECUMENICAL MEDICINE 

Ecumenical (Gr., oikoumenikos~the inhabited 
world) medicine means different things to different 
physicians. It means a world-wide major program 
of medical missionary work to Dr. Paul S. Rhoads, 
Chairman of the Medical Committee of the Com¬ 
mission on Ecumenical Mission and Relations of 
the United Presbyterian Church in the United 
States. 1 One of the largest undertakings in this 
secular progiam is in Cameroun, a land south and 
west of Nigeria, in mid-Africa. There are 13 phy¬ 
sicians assigned to Cameroun, working in 8 hospi¬ 
tals, 10 dispensaries, 4 leprosy projects, and one 
dental clinic. 

Four.projects are allocated to a single disease, 
leprosy. This will not be a surprise to the informed, 
however, since there are more than 12 million cases 
of leprosy in the world today. There are a total of 
10 leprosy projects sponsored by the Presbyterian 
Ecumenical Program. In Pakistan the program sup¬ 
ports five hospitals. There are three medical col¬ 
leges in which the United Presbyterian Church 
participates, in cooperation with other Protestant 
churches of America and England—two are in 
India and one is in Korea. A total of 44 clinics or 
dispensaries and 27 nursing education programs in 
15 countries are included—indeed a major under¬ 
taking. 

Pertinent to the subject of medical missionaries 
is the resolution introduced by a member from 
Oregon which was passed subsequently by the 
House of Delegates at the Clinical Session in Dallas 
last autumn. The resolution recognized the lack of 
facilities for postgraduate medical education of 
members of the American medical profession who 
practice in foreign mission hospitals. The missions 
are far ‘removed from the usual opportunities for 
professional improvement, such as libraries, exhib¬ 
its, lectures, conventions, medical motion pictures, 
and recordings for members of the medical staffs to 
keep alert of the advances of American medi¬ 
cine . . .” Hence it was “Resolved; That the House 
of Delegates of the American Medical Association 
does hereby recognize the responsibility of the As¬ 
sociation for the postgraduate education of Ameri¬ 
can physicians in the foreign missions field; and 
does hereby direct that an appropriate committee 
of the Association study and make recommenda¬ 
tions regarding ways and means of bringing such 
educational facilities within the reach of these 
physicians.” 


X. The other physician members of this committee include William 
f Barnes M.D., Great Barrington, Moss.; Morris A. Bowie, 

Brvn Masvr Pa.- Horace CifFen, M.D., Omaha, Neb.; Alonzo Peeke, 
M D ^ Volga S.D.; Edgar L. Balston, M.D., Philadelphia; Frederick 
C. Scovel, M.D., New York; and John Waugh, M.D., Rochester Mmn 
Theodore Stevenson, M.D., New York, a former missionary doctor, 
full-time secretary. 


AND EXCERPTS 


J.A.M.A., May 28, I960 


Leprosy is one malady that need not be included 
m the postgraduate program. On the contrary 
many of the medical missionaries can speak from 
practical experience of leprosy, a dread disease 
described in the Bible. It is not so dread a disease 
however as is implied by the outmoded term 
leper. A visit to a leprosarium may be an enlight¬ 
ening clinical experience. In spite of the desirability 
of intelligent restriction of activity for patients 
with leprosy and the necessity for withdrawal from 
many phases of normal life, a leprosarium need not 
be a prison or a domicile of depression. The hos¬ 
pital remains the most desirable unit for the treat¬ 
ment of “open end” infective cases, so long as they 
are markedly so. Furthermore, isolation is neces¬ 
sary for the treatment of patients suffering from 
acute reactional end” episodes of leprosy, for the 
surgical reconstruction of patients with mutilations, 
and for the training of personnel and other admin¬ 
istrative purposes, including the management of 
recalcitrant patients. 

In the search for a cure for leprosy, two serious 
obstacles are presented. There is no reliable 
method of cultivation of Mycobacterium leprae, 
nor is there an experimental animal susceptible to 
this organism. Drugs useful in the control of the 
disease most similar to leprosy, i. e., tuberculosis, 
are helpful but not specific. The parent sulfone, 
p,p'-sulfonyldianiline (DDS), is probably the drug 
of choice. Dihydrostreptomycin or diphenyl thiourea 
may be used if the patient fails to respond to one 
of the sulfones. The sulfones are bacteriostatic, not 
bactericidal. They act by depriving the bacillus of 
one of the essential amino acids (p-aminobenzoic 
acid). Treatment must be continued as long as the 
disease is active. This is but one of the many clini¬ 
cal problems that the medical missionary encoun¬ 
ters in his day-by-day practice of ecumenical 
medicine. 


NEOLOGOPOIESIS 

The invention of a new word is not a unique 
phenomenon in medicine. Several hundred units 
of speech are added to our literature each year. If 
one is addicted to neologopoiesis, autologous in 
this editorial, two books may be read with profit. 
The third edition of Ffrangcon Roberts’ “Medical 
Terms” 1 has just been published. Perry Peppers 
“Medical Etymology” 2 appeared several years ago. 
According to Roberts, “The rapid accumulation of 
medical knowledge and the changes in medical 
conceptions make the invention of new words 
inevitable. Some physicians, however, believe that 
this process is taking place more rapidly than is 
justified; they deplore the excessive use of jargon. 
Some go as far as to complain that many words 
which they read are not to be found 
tionaries, but words are not bom m dictionaries, 

they are bom in men s minds. 
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The coinage of a new word that becomes ac¬ 
cepted in currency of the realm may be a praise¬ 
worthy pursuit. If existing words are inadequate 
to convey the impression desired, it may be con¬ 
cluded that progress is being made. The semantic 
ideal implies one word for each meaning and one 
meaning for each word. The organic chemist has 
been forced to invent new words to identify each 
of the multitude of new compounds that are dis¬ 
covered at an increasingly fabulous rate. A perusal 
of Merck’s Index reveals the validity of this state¬ 
ment. Another maker of new words is tire person 
assigned to the brand-name division of a pharma¬ 
ceutical firm. His position at the moment is some¬ 
what insecure, but he will probably survive in 
spite of the arguments in favor of exclusive use of 
generic terms. 

Greek and Latin are the basis of the majority of 
medical terms. It is regrettable that many young 
physicians have studied neither of these classical 
languages in liberal arts college. It would be much 
easier to understand a number of medical terms 
and many would be more easily retained in the 
cortical background if some knowledge of at least 
Latin were incorporated in the scholastic arma¬ 
mentarium. Not only is a knowledge of the classics 
helpful in understanding medical terms, the story 
behind the derivation of many words is an interest¬ 
ing exercise. A few examples will illustrate the 
metamorphosis. 

Astragalus comes directly from the Greek, 
astragalos, a set of dice. The Greeks of pre-Hellenic 
times carved dice from the second vertebrae, the 
astragalos, of sheep. Several centuries later the heel 
hone of the horse was used for the same purpose. 
In human osteology, astragalus is one of the bones 
of the feet, some distance removed from the crap 
table. Meconium is from the Greek, mekonion, 
poppy juice; the root is mekon, poppy. Poppy juice 
is a viscous, greenish substance similar to the first 
feces of the newborn infant. Furthermore, me- 
conism is a synonym in current use for opium ad¬ 
diction. Pituitary is derived from mucus. The 
Greek, pituita, referred to the mucus secretion 
from the nose and mouth. Nasal secretions at the 
time of Galen were believed to originate in the 
brain and to pass through the cribriform plate of 
the ethmoid bone. And, finally, muscle is from the 
Latin, musculus, mus, a mouse, and the diminutive 
suffix, ulus. Thus a muscle was a mouse running 
subcutaneously. 

During the thousand years when European medi¬ 
cine and science were influenced by the Moslem 
empire, the classical Greek and Latin medical 


1. Roberts, F.: Medical Terms, Their Origin and Construction, 
ed - 1 2 3 > Springfield, HI., Charles C Thomas, Publisher, 1959. 

2. Perry Pepper, O. H.r Medical Etymology, Philadelphia, W. B. 

Saunders Company, 1949. 


treatises were the basis of the practice of medicine. 
Many Arabic words were incorporated in the writ¬ 
ings of the Dark Ages. The result was a mixture 
of Greek, Latin, and Arabic. The impact was prob¬ 
ably felt more in mathematics than in medicine, 
for the word algebra is of Arabic derivation, and 
the supplanting of the unwieldy Greek and Latin 
number-systems with the Arabic numerals we use 
today was one of the great advances that was made 
in arithmetic. With the beginning of the Renais¬ 
sance, the humanist turned back to the Greek and 
Latin texts because of the great difficulty experi¬ 
enced in translating Arabic. Hence, few Arabian 
stems or words are in current medical literature. 
Tlie use of mater in the sense of membrane is a 
medieval translation into Latin of the Arabic for 
mother. Dura mater is the hard mother that pro¬ 
tects the brain; pia mater is the tender mother. 
Nucha comes directly from the Arabic, neck. There 
are a few German words in good standing in Eng¬ 
lish medicine. The best known is anlage (primor- 
dium), used in embryology. 

There are a few modem medical words that are 
bizarre and carry a false meaning when translated 
literally. Roberts notes that hemophilia means lov¬ 
ing of blood, lithotomy should be lithectomy since 
it is intended to “cut out the stone,” and thalas¬ 
semia means “sea in the blood”; thalassanemia is 
the correct term. 

If one feels the urge to make a new word, it is 
best to learn the technique in order to avoid mak¬ 
ing a bad one. It is hoped that neologopoiesis is not 
in this category. By all means do not indulge in 
coprolalia. 

THE PRINCIPLES OF DERIVATION 

Innumerable names are derived from resemblance 
to buildings, animals and plants or their parts, to 
musical instruments, articles of adornment, agri¬ 
cultural implements, tools and weapons. . . . 

In order to illustrate the derivation of names from 
surrounding objects we may reflect upon domestic 
life in Graeco-Roman times. An open space for 
assembly or marketing was called agora (hence 
agoraphobia, fear of open spaces). An enclosed 
space, if large, was called claustrum (claustropho¬ 
bia, fear of being shut in), and, if small, areola, 
(areolar tissue, i. e. tissue of small spaces). In a 
house the cestibulum led into the atrium (to us 
synonymous with auricle). This may have been so- 
called because it had a fire in the middle of the 
room and therefore had blackened walls ( ater, 
black). An inner room or bedroom in Greece was 
called thalamos, a term applied by Galen to the 
inner chambers of the brain.—Roberts, F., Medical 
Terms: Their Origin and Construction, Springfield, 
Ill., Charles C Thomas, Publisher, 1959, p. 26. 
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THE PRESIDENT’S PAGE 

A MONTHLY MESSAGE 



Evidence continues to mount that a plan to pro¬ 
vide hospital and medical care for the elderly must 
be kept out of federal government control, out of 
the Social Security system, and out of the political 
arena. 

I am gratified to see so many newspaper edi¬ 
torials agree on these basic issues. I also am happy 
to read that so many are emphasizing that no pro¬ 
gram should drive either private insurance com¬ 
panies or nonprofit organizations like Blue Cross- 
Blue Shield out of business . . . that the private 
and sensitive relationship of patient and physician 
must not be destroyed . . . that all compulsory 
aspects must be omitted . . . and that no program 
should be inflationary, for it is essential to maintain 
the purchasing power of fixed pension and annuity 
benefits. 

Furthermore, I strongly support the following 
ideas as presented recently by some leading news¬ 
papers and by many medical spokesmen: 

1. President Eisenhower should call a conference 
of House and Senate leaders from both political 
parties to discuss the subject of how best to provide 
hospital and medical insurance for the elderly. 
These leaders should include Senate Majority 
Leader Lyndon Johnson (D., Tex.), Senate Minority 
Leader Everett Dirksen (R., Ill.), House Speaker 
Sam Rayburn (D., Tex.), House Minority Leader 
Charles Halleck (R., Ind.), and Rep. Wilbur D. 
Mills (D., Ark.), Chairman of the House Ways and 
Means Committee. 

This group would take the issue out of politics 
in an election year. It would seek to find what is 
best for the older people, and what is best for the 
country as a whole. 

2. An alternate suggestion, and an excellent one, 
is that there is no crisis at the moment, and that it 
would be wise for Congress to wait until the White 


blouse Conference on Aging in January, 1961. 
There is no doubt that the issue of the elderly is 
important and complex; that is why the conference 
on aging was ordered originally and why commis¬ 
sions in every state have been gathering data on 
the problems of the aged. 

I think that Congress should resist pressure from 
those groups insisting on hasty political and almost 
irreversible legislation now. There is no alarming 
crisis and there is no pressing need to take drastic 
action. Indeed, a vote-getting measure now could 
do more long-range harm than good. Already the 
needy aged are receiving health care through Old 
Age Assistance programs. Millions are receiving 
pensions and annuities. Religious groups are ex¬ 
panding their aid and care to the aged. Doctors of 
medicine are guaranteeing medical care to the 
near-needy aged. Most important of all, most older 
persons are living healthily, happily, and usefully. 

Whether the President calls a Democratic- 
Republican summit conference on the subject or 
whether Congress itself decides to wait for the 
complete story on the aged in January, I believe it 
is imperative that the political aspects of the issue 
be eliminated. If either course is followed, leaders 
of both parties should exert their influence to 
prevent election-minded legislators from pushing 
through any plan designed either wholly or partly 
to garner votes this year. 

I believe that a sensible, economical health care 
program for the. aged—with freedom preserved an 
security promoted—can be limited to support for 
the needy and the near-needy aged. For those out¬ 
side these categories the mechanism of voluntary 
health insurance can and should be used to provj e 


and to improve health care. 


Louis M. Orb, M.D. 


Orlando, Fla. 


122 



Vol. 173, No. 4 


379 


STATE BOARD NUMBER, COUNCIL ON 
MEDICAL EDUCATION AND HOSPITALS 

FIFTY-EIGHTH ANNUAL PRESENTATION OF LICENSURE STATISTICS BY THE COUNCIL 
ON MEDICAL EDUCATION AND HOSPITALS OF THE AMERICAN MEDICAL ASSOCLATION 


The data in the following annual report on Medical Licensure Statistics have been compiled 
by the staff under the supervision of Mrs. Anne Tipner, Assistant to the Secretary of the 
Council on Medical Education and Hospitals. 

Walter S. Wiggins, M.D., Secretary 
Council on Medical Education and Hospitals 
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ACTIVITIES OF THE FEDERATION OF 
STATE MEDICAL BOARDS OF 
THE UNITED STATES 

The following material reviewing the activities 
°f Federation of State Medical Boards of the 
United States has been submitted by the Associate 
Secretary of the Federation. 


, In , th , e descriptive data, reference is made to the total number of 
oanis for which figures are reported. The figures include the examin- 
jrf ““ licensing boards in the United States, the Canal Zone. Guam. 
; eno ™co. and the Virgin Islands. Alaska and Hawaii are listed 
“song other states in this study. 


The Federation continued its studies in 1959 in 
the field of comparative values involved in evalu¬ 
ating the backgrounds of physicians from all parts 
of the world. The annual program for the February, 
1960, meeting at the Annual Congress on Medical 
Education and Licensure was designed to acquaint 
examiners with the problems in medical education 
in other countries, particularly those countries 
where the Rockefeller Foundation has an interest 
in promoting improvement in medical schools. 

For many years to come, the Federation will 
have a number of interesting challenges dealing 
with tlie diversified levels of medical education the 
state boards will encounter in the records of appli¬ 
cants for licensure. The Federation has, as no other 
organization in the health field, the obligation to 
understand the nature and quality of international 
medical education. It has the onus, too, to foresee 
and prepare for the more definitive needs of a large 
segment of the house staffs of .American hospitals. 
It must constantly reevaluate its attitude and posi¬ 
tion in respect to results already evident from the 
two world conferences on medical education. 

In reviewing its status at the end of a decade, the 
Federation could survey a wide range of progress, 
from the indecision anxiety about the foreign 
graduate problem in 1950, to the far better under¬ 
standing and satisfaction it had in culminating its 
initial studies in this field with a study of compara- 
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f lve . va i, l , ies 111 “edical education at the international 
level. There was evidence, also, that the process of 
educating and training examiners in the identifica¬ 
tion of fitness had been far more successful than 
anticipated. The Federation had, in one busy dec- 
' a de, created a greater interest in its own potential 
than ever before. It had, in fact, moved from a 
state, to a national, to an international level of 
thinking about its central objective of fitness 
evaluation. 

It is now clear that the concept of fitness involves 
some thinking about fitness as a continuing factor, 

• much as the modern concept of education is one of 
a life-long effort. In the coming year, the Feder¬ 
ation will move in the direction of a resurveying of 
the field of discipline. Representatives of the Feder¬ 
ation have cooperated with the Medical Discipli¬ 
nary Committee of the American Medical Associa¬ 
tion in its regional meetings. The goal will be that 
of uniform interstate action and procedure in han¬ 
dling the problem of discipline in the profession. 

The Federation watched, with great interest, the 
wade and rapid acceptance of the Educational 
Council for Foreign Medical Graduates. The Fed¬ 
eration will continue to observe the assistance this 
organization renders to many state boards. The 
Federation anticipates that the effect on levels of 
medical education in many parts of the world will 
become increasingly noticeable. Being a major 
partner in the enterprise of the Educational Coun¬ 
cil for Foreign Medical Graduates, the Federation 
came into a deeper appreciation of the interest and 
contributions made by the other major partners, 
particularly the American Medical Association. 

Finally, the Federation considers that it made a 
significant contribution to the program of the 1960 
Annual Congress on Medical Education and Licen¬ 
sure, with the contributions of Dr. John Weir of 
the Rockefeller Foundation and the panel of for¬ 
eign scholars. 

EDUCATIONAL COUNCIL FOR FOREIGN 
MEDICAL GRADUATES 

The Educational Council for Foreign Medical 
Graduates began operation on Oct. 1, 1957. Spon¬ 
soring agencies are the American Hospital Asso¬ 
ciation, the American Medical Association, the 
Association of American Medical Colleges, and the 
Federation of State Medical Boards of the United 
States. The Board of Trustees of the Educational 
Council includes representatives from each of these 
organizations and two members representing the 
public at large. Its stated purpose is to provide 
information to foreign medical graduates, to trans¬ 
late and evaluate foreign educational credentials, 
and to test the foreign medical graduate's command 
of English and his basic knowledge of medicine. 
Later, in this study, there is a section pertaining to 
the results of the American Medical Qualification 
Examinations given in 1958 and 1959. 
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j.a.ju.a., May 28, I960 

MEDICAL LICENSURE STATISTICS 

The tables referring to medical licensure include 
figures for the number of candidates examined for 
medical licensure, in 1959, and, also, for there 
licensed on the basis of reciprocity or endorsement 
of credentials. Other data pertain to the regulations 
tor medical licensure of physicians who secured- 
their professional training in the United States and 
Canada and those educated in other countries. The 
state boards are discussed first, followed by the 
basic science board, the National Board of Medical 
Examiners, and the Educational Council for For¬ 
eign Medical Graduates. 

STATE BOARDS OF MEDICAL EXAMINERS 

Licenses Issued 

During 1959, there were 15,954 licenses to prac¬ 
tice medicine issued by 54 legally constituted medi¬ 
cal examining boards granted authority to issue 
licenses to practice medicine and surgery. The 
number licensed by each board on the basis of 
written examination or by endorsement of creden¬ 
tials is shown in table 1. Of the 15,954 licenses 
issued, 7,720 were granted after written examina¬ 
tion and 8,234 by reciprocity or endorsement of 
state licenses or the certificate of the National 
Board of Medical Examiners. 

It does not follow that all physicians licensed 
after written examination were tested in a given 
year. Thirty-eight licensing boards require a year of 
internship as a prerequisite for licensure. A number 
of the boards permit the candidate for medical 
licensure to take the written examination after 
completion of the internship, and, if it is success¬ 
ful, the license is issued and dated on completion 
of the internship requirement. Licenses are also 
withheld in some states for other technicalities. As 
a rule, the licenses of those examined in December 
are dated and issued in the following year. The 
figures in table 1, therefore, will not correspond 
with those in succeeding tables which deal entirely 
with physicians examined for licensure in 1959, but 
they do include persons who may have been li¬ 
censed in move than one state in a given year. In 
tables II, 12, and 13, presented later in this report, 
the number of physicians who secured their first 
licenses to practice medicine in 1959 and who thus 
represent additions to the medical profession in the 
United States and its possessions can be noted. 

The greatest number of licenses issued in LM 
both by examination and by reciprocity and en¬ 
dorsement of credentials, was granted by Califor¬ 
nia. This state issued 2,277 licenses; New York 
issued 1,648; Ohio, 855; Pennsylvania, 7So; ana 
Illinois, 745. More than 500 physicians were regis 
tered in Michigan, New Jersey, and Texas, in 
fewest (21) were licensed in Wyomnrg, wheress 
Alaska, Delaware, Idaho, Montana, Nevada, 
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Hampshire, North Dakota, South Dakota, and Ver¬ 
mont each issued less than 50 licenses. In 1959, the 
Canal Zone licensed 1 physician; Puerto Rico, 153; 
and the Virgin Islands, 5. No physicians were 
licensed for civilian practice in Guam during the 
year. 


Table 1.—Licenses Issued, 1959 

On Basis of 
Reciprocity 
and 

Examination Endorsement Total 


Alabama . 

1.34 

72 

206 

Alaska . 

.3 

19 

•» 

Arizona . 

24 

121 

145 

Arkansas . 

73 

29 

102 

California . 


1,732 

2 277 

Canal Zone . 


1 

1 

Colorado . 


126 

152 

Connecticut . 

162 

239 

401 

Delaware . 

16 

15 

31 

District ol Columbia . 

. 11 

167 

178 

Florida . 

. 350 


350 

Georgia . 

. 270 

91 

361 

Hawaii . 

. 2S 

26 

54 

Idaho . 

. S 

40 

48 

Illinois . 


219 

745 

Indiana . 


197 

373 

Iowa ... 

. 116 

85 

201 

Kansas . 


63 

127 

Kentucky . 


90 

191 

Louisiana . 

. 261 

114 

375 

Maine . 


44 

70 

Maryland . 


157 

413 

Massachusetts . 


400 

456 

Michigan . 


189 

520 

Minnesota . 


177 

370 

Mississippi. 


31 

143 

Missouri . 


121 

417 

Montana . 

. 3 

46 

49 

Nebraska . 


20 

141 

Nevada . 


32 

32 

New Hampshire . 


36 

41 

New Jersey . 


356 

579 

New Mexico . 


71 

74 

Sew York . 


1,169 

1,648 

North Carolina . 


75 

2S6 

North Dakota . 


16 

30 

Ohio . 


360 

855 

Oklahoma . 

. 87 

49 

136 

Oregon . 

. 33 

96 

129 

Pennsylvania . 

. 529 

256 

755 

Puerto Rico . 

. 124 

29 

153 

Rhode Island . 

. 30 

32 

62 

South Carolina . 


42 

136 

South Dakota . 

. 12 

27 

39 

Tennessee 

. 201 

100 

301 

Texas . 


245 

559 

Utah . 

. 27 

71 

9S 

Vermont . 

. 29 

14 

43 

Virginia . 

. 275 

128 

403 

Virgin Islands . 



5 

Washington. 

. 62 

163 

225 

West Virginia . 

. 27 

77 

104 

Wisconsin . 

. 119 

112 

231 

Wyoming . 


17 

21 

Totals . 

. 7,720 

8,234 

15,954 

There was an increase of 714 in the total number 


°f licenses issued in 1959, as compared with the 
previous year. 1 The number of licenses issued after 
examination increased by 405 over the previous 
year, and the number issued by reciprocity and 
endorsement of credentials was increased by 309. 


Totals of the physicians licensed in 24 previous 
years and for 1959,-both by examination and reci¬ 
procity or endorsement of credentials, are included 
in table 2. The variations shown for the years from 
1936 to 1941, inclusive, were due to the increase in 
the licensure of foreign-trained physicians. The 
increases in succeeding years reflect the increase 
in the production of physicians, the mobility' of 
physicians, as well as the licensure of foreign- 
trained physicians. In 25 years (1935-1959), the 
number of medical licenses issued in the United 
States and its possessions totaled 298,440; 161,297 
of which were issued after written examination and 
137,143, by endorsement of credentials. 

Candidates Examined by Medical Examining Boards 

Compilations referred to those examined for 
medical licensure in 1959 by 54 licensing boards 
are given in table 3. The data are presented for 50 


Table 2.— Licenses Issued, 1935-1959 

Reciprocity 
and 

Examination Endorsement 


Tear 

1935 . 

1936 . 

1937 . 

1938 . 

1939 . 

1940.. 

1941 . 

1942 . 

1943 . 

1944 . 

1945 . 

1946 . 

1947 . 

1948 . 

1949 . 

1950 . 

1951 . 

1952 . 

1953 . 

1954 . 

1955 . 

1956 . 

1957 . 

1958 . 

1959 . 

Totals. 


5,725 

2,194 

6,276 

2,773 

6,629 

3,205 

6,557 

2,956 

0,400 

2,872 

6,259 

2,566 

6,057 

2,762 

6,152 

2,409 

6,062 

2,340 

7,050 

2,596 

5,550 

3,622 

6,567 

9,669 

6,703 

7,701 

5,997 

7,595 

5,252 

6,929 

5,454 

6,755 

5,713 

6,225 

6,212 

7,016 

6,565 

7,569 

6,827 

8,202 

7,379 

7,461 

7,122 

7,421 

7,G04 

7,486 

7,315 

7,925 

7,720 

8,234 

161,297 

137,143 


Total 

7,919 

9,049 

9,834 

9,513 

9,272 

9,155 

8,819 

8,G21 

8,402 

9,676 

9,202 

16,236 

14,464 

13,592 

12,181 

12,209 

11,93$ 

13,223 

14,434 

15,029 

14,840 

14,543 

15,090 

15,240 

15,954 


298,440 


states, the District of Columbia, Puerto Rico, the 
Canal Zone, the Virgin Islands. For each board is 
recorded the number who passed and failed, the 
medical school of graduation, the percentage of 
failures for each school and for each licensing 
board, the number of states in which graduates of 
a given school were examined, and the percentage 
of failures for each school and each state. Medical 
schools that are no longer in operation in the 
United States, foreign faculties of medicine, and 
schools of osteopathy are not listed by name, but 
the numbers examined in each state in these four 
categories are included after those for existing 
medical schools in the United States and Canada. 





















































































382 


Marginal Number , 


Table 3.~Camlida/^ f.. 



O 

O 


y 


CJ 

I a 

5 M 

t n 


a 

a 

Q 


C 

Ja 

U 


o 


School 


o 

•o 

a 

t* 

o 

o 

O 


tc 

Li 

O 

o 

CD 


ALABAMA 

1 Medical College of Alabama, Birmingham. m o 

ARKANSAS 

2 talc, of Arkansas School of Med., little Rock. 

CALIFORNIA 
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;! taiv of So. California School of Med., Los A . . k ?, “ 0 ... . 
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0 5 2 .... , 
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1 0 . 


1 0 


1 0. 

2 0 . 


COLORADO 

S University of Colorado School of Med., Denver 
CONNECTICUT 

9 Yale University School of Medicine, New Haven . 

DISTRUT OF COLUMBIA 

10 Georgetown l’niv. School of Med., Washington. in i i 

11 t.corgo Wash. Univ. School of Med., Washington . 'i‘6 •> a ' 

12 Howard Lnlv. College of Med., Washington.;. .. 3 ‘i “ ” ~ . 

FLORIDA 

12 Univ. of Miami School of Med., Coral Gables. 1 o. 57 j 

GEORGIA 

Jt Emory Univ. School of Med., Emory University . 4{5 n 

13 Medical College of Georgia, Augusta.’ ’’ ” " ” ” ” ” " " 7 

ILLISOIS 

itj Chicago Medical School. 

17 Northwestern Univ. Medical School, Chicago. 1 o 1 0 .. .. 17 0 

IS Stritch Schl. of Med., of Loyola Univ., Chicago . 

19 University of Chicago, The School of Medicine. 2 

2u University of Illinois College of Med., Chicago. 1 0 3 0 1 0 

INDIANA 

21 Indiana University School of Med., Indianapolis . 

IOWA 

22 State Univ. of Iowa Coll, of Med., Iowa City.. 0 1 .. .. 

KANSAS 

23 University of Kansas School of Medicine, 

Lawrence, Kansas City. 

KENTUCKY 

2t University of Louisville School of Medicine. 

LOUISIANA 

25 Louisiana State University School of Medicine 

New Orleans . 

20 Tuhtne Univ. School of Med., New Orleans.. .... 10 

MARYLAND 

27 Johus Hopkins Univ. School of Med., Baltimore . 1 0 

23 University of Maryland School of Medicine and 

College of Physicians and Surgeons, Baltimore . 

MASSACHUSETTS 

29 Boston University School of Medicine. 

30 Harvard .Medical School, Boston. 

Tufts University School of Medicine, Boston— 

MICHIGAN 

'<■> University ol Michigan Med. School, Ann Arbor 

33 Wayne State Univ. College of Med., Detroit. 

MINNESOTA 

34 Univ. of Minnesota Med. School, Minneapolis. 1 0 

MISSISSIPPI 

35 Univ. of Mississippi School ol Med., Jackson. 

MISSOURI 

30 University of Missouri School of Med., Columbia 
37 Suint Louis University School of Medicine. 

33 Washington Univ. School of Med., St. Louis. 

NEBRASKA 

39 Creighton Univ. School of Medicine, Omaha. 2 0.... 5 1... 

10 Univ. of Nebraska College of Medicine, Omaha. 

NEW YORK 

41 Albany Medical College of Union University.... 

)■> University of Buffalo School of Medicine. 

13 Albert Einstein College of Medicine of 

Yesbiva University, New York City..... . 

H Columbia University College ot Physicians and 
Surgeons, New York City............... • * * • • • • 

15 Cornell Univ. Medical College, New York City.. 

40 New York Medical College Flower and Fifth 

Avenue Hospitals, Now York City .■ ■■■ • 

47 New York Univ. College of Med., New York City 

18 State University of New York.JDownstate 

Medical Center, New York City. 
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!';* y. nl y- o* »oc!iester School of .Med. and Dentistry .. 

,l0 State University of New York, Upstate Medical . 

Center, Syracuse. 

NORTH CAROLINA . 

.‘>1 University of North Carolina School of 
Medicine, Chapel Hill. 

•H University School of Medicine, Durham.'.’.' “ ‘. 

■>i Bowman Gray School ot Medicine of Wake . 

Forest College, Winston-Salem...... .. __ __ __ j 

OHIO 

."il University of Cincinnati College of Medicine ... 

Nestem Reserve Unlv. School of -Med.. Cleveland 
..o - Ohio State Unlv. College of Mcd„ Columbus... 

OKLAHOMA 

:.T University of Oklahoma School of Medicine. 

Oklahoma City. j 0 

OREGON 

*1 University of Oregon Mcdfcul School, Portland . 7 0 . 1 0 3 0 

PENNSYLVANIA 

59 Hubnciuann Medical College and Hospital of 

Philadelphia ... 3 0 __ 

GO .Tellerson Medical College of Philadelphia.. *) 3 0 " " 

01 Temple Unlv. School of Med,, Philadelphia..,.. .. .. 7 0 !. .. 

03 Unlv. of Pennsylvania Seh. of Med., Philadelphia . 5 0 1 0 

03 Woman's Medical College of Pennsylvania, 
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During 1 9 59, there were 8,996 applicants for 
licensure by written examination; 7,834 of whom 
passed and 1,162 (12.9%) failed. The candidatS 
examined lepresented 79 medical schools in the 
United States including Puerto Rico; 12 approved 
medical schools of Canada; 244 faculties of medi¬ 
cine of foreign countries; 5 unapproved medical 
schools in the United States that are no longer in 
existence; and 7 schools of osteopathy. The Albert 
Einstein College of Medicine graduated its first 
class in 1959, but none of its graduates were exam¬ 
ined for licensure in 1959. Osteopaths who were 
gi anted the privilege to practice medicine, surgery, 
or both by medical examining boards are included 
in these statistics. Osteopaths who obtain the legal 
light to special practice by other than medical 
examining boards are not included in these com¬ 
pilations. 

Examination and reciprocity meetings are sched¬ 
uled at frequent intervals by licensing boards in 
most of the states to facilitate licensure and enable 
physicians to commence the practice of medicine 
without undue delay. Later, in this study, there is 
included a tabulation giving the schedules for all 
states. The publication of the dates of examination 
and reciprocity or endorsement meetings is a regu¬ 
lar biweekly feature of The Journal. 

The 8,996 examinees included 5,845 graduates of 
approved medical schools in the United States; 178 
graduates of approved medical schools in Canada; 
2,766 graduates of 244 faculties of medicine located 
in countries other than the United States and Can¬ 
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No. of States in 
Which Exam- 
No. of inationsWere 

Public Medical Schools Taleu 

Medical College of Georgia 102 o 

Indiana University Igg 1 

State University of Iowa 109 ii 

Louisiana State University 120 a 

University of Michigan 206 15 

University of Minnesota 122 5 

Ohio State University 158 g 

University of Oklahoma 159 7 

University of Tennessee 216 12 

University of Texas 146 5 

Medical College of Virginia 119 7 

Private Medical Schools 

Emory University 115 3 

Northwestern University 107 23 

University of Louisville 100 7 

Tulane University 153 g 

St. Louis University 134 11 

Duke University 101 4 

Hahnemann Medical College 106 13 

Jefferson Medical College 167 16 

Temple University 123 15 

University of Pennsylvania 102 19 

Yale University and the State University of New 
York at Syracuse, with six examinees each; Boston 
University and Tufts University, with seven exami¬ 
nees each; and Albany Medical College, with eight 
examinees, had the fewest number of applicants 
for medical licensure by written examination before 
state boards. The majority of the graduates of these 
schools are licensed by endorsement of the certifi¬ 
cate of the National Board of Medical Examiners. 


ada; 22 graduates of the unapproved medical 
schools in the United States which are no longer 
in existence, and 185 graduates of schools of 
osteopathy. 

In table 3, as in table 1, the 8,996 physicians and 
others examined will not equal the number of 
persons licensed or added to the profession as 
given in succeeding tables, since a candidate tested 
in more than one state in a calendar year is counted 
in each state; however, if a candidate failed more 
than once in a given state within the year, he is 
counted in that state as a single failure. Figures 
showing the number of individual licentiates added 
to the medical profession in 1959 are given in 
tables 11,12, and 13. 

The greatest number of graduates from any one 
school to be examined was 216, representing a pub¬ 
lic university, the University of Tennessee College 
of Medicine. Of the graduates of this school, 144 
were tested in Tennessee and 72 in 11 other states. 
The greatest number of graduates from a private 
school to be examined was 167, representing Jeffer¬ 
son Medical College; they were tested in 16 states. 
There were 110 of these examinees tested in Penn¬ 
sylvania, where the school is located. Twenty-one 
schools, including those named, had more than 100 
of their graduates examined for medical licensure 

in 1959, as follows; 


This is also true of other schools with small num¬ 
bers of examinees. 

There were 178 graduates of 12 approved medi¬ 
cal schools in Canada tested for medical licensure 
in 1959 by 27 boards. The figures are given for each 
licensing board by school in table 3; the number 
examined by each board is given in table 4. Of 
these 178 candidates, 162 passed, and 16 (9.0%) 
failed. 

Graduates of foreign faculties of medicine were 
examined by 38 boards. There were 2,766 examined; 
of these, 1,870 passed and 896 (32.4%) failed. Grad¬ 
uates of five unapproved medical schools were 
examined by seven states. There were 22 examined; 
of these, 6 passed, and 16 (72.7%) failed. Graduates 
of schools of osteopathy were tested in 11 states. 
Represented were 185 examinees; 155 passed, and 30 
(16.2%) failed. Elsewhere (tables 11, 12 and 13) are 
given figures referring to actual licentiates and 
additions to the medical profession. Totals for the 
five categories are given in table 5. 


Failures in Medical Licensure Examinations 

During 1959 (as recorded in table 3), 1,162 of the 
996 examinees for medical licensure failed, m 
ble 6 are recapitulated the numbers examined in 
wh state, the number who failed the examination 
Id the percentage of failures. Twenty states had 
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no failures among their examinees; 11 states failed 
less than 5% of examinees; 4 boards failed from 
5 to 10% of examinees; whereas failures in 17 states 
was more than 10% of those examined. It can be 
noted (table 3) that those states with high per- 


Table 4.—Graduates of Medical Schools in Canada 
Examined for Licensure in the United States, 1959 


Alabama . 

Arizona . 

Examined, 

No. 

.. 1 

. 4S 

Passed, 

No. 

1 

0 

n 

Failed. 

No. 

0 

1 

4 

Colorado .*. 

.. 1 

l 

0 

Delaware .- 


i 

U 

District of Columbia . 


o 

0 

Florida . 

.. 3 

•I 

1 


. 1 

1 

0 

Illinois. 


3 

0 

Indiana .. 


3 

0 

Kentucky . 

. 1 

1 

0 

Maine.... 


4 

1 

Maryland . 


3 

0 

Massachusetts. 


3 

3 

Michigan .. 

. 17 

17 

0 

Minnesota. 

. lli 

Hi 

0 

New Mexico . 

. 1 

1 

0 

New York . 

. 14 

10 

4 

North Dakota . 


s 

0 

Ohio . 

. 10 

10 

0 

Pennsylvania. 


IS 

0 

South Dakota. 

. 1 

1 

0 

Texas. 

o 

2 

ft 

Vermont . 


3 

0 

Virginia . 

•> 

1 

1 

Washington . 

. 2 

1 

1 

Wisconsin . 

. 1 

1 

0 

Totals . 


102 

1G 


centages of failures examine a considerable num¬ 
ber of foreign-trained physicians and graduates of 
unapproved medical schools. The one exception is 
Florida. This state has no reciprocal provisions for 
medical licensure, and physicians planning semi- 
retirement in a more ideal climate seek licensure 
in tliis state. Many of these physicians have grad¬ 
uated from medical schools in the early years of 
the century and experience difficulty in writing 
examinations. 

In general, state licensing boards require the 
applicant to receive an over-all average of 75% and 


Table 5 .—Source of Candidates Examined for 
Licensure in the United States, 1959 


Medical Schools 

No. of 

No. 

No. 

No. 

**0 

Schools 

Examined Passed Failed 

Failed 

■'•’Uroved schools in United 

orates . 

79 

3,84.3 

3,041 

•204 

3.3 

Approved schools in 

Canada . 

12 

178 

1G2 

10 

9.0 

foreign faculties of 

medicine ... 

*244 

2.T0G 

1.S70 

S9G 

32.4 

In approved medical schools 



G 

1G 

72.7 

Schools of osteooathy. 

7 

183 

133 

30 

1G.2 

Totals. 


8,99G 

7,834 

1,162 

12.9 


3t least 60% in any one subject. In case of failure 
m not more than two subjects, the applicant is per¬ 
mitted a second examination in those subjects, 
within 12 months. A few states consider such per¬ 
sons as conditioned in the subjects in which they 


fail. Conditioned candidates are not counted as 
failures in these statistics. When their grades are 
raised, after a successful examination, they are 
recorded among diose who passed. 

Of the 15,954 persons obtaining licenses in 1959, 
539 failed state board tests before obtaining a 

Table 6 .—Failures in Medical Licensure 
Examinations, 1959 

No. No. No. % 


State in 'Which Examined 

Examined 

Passed 

Failed 

Failures 

Alabama . 

G3 

U3 

0 

0.0 

Alaska . 

3 

3 

0 

0.0 

Arizona . 

27 

24 

3 

11.1 

Arkansas . 

. 73 

73 

•> 

2.7 

California . 

379 

312 

G7 

. n.G 

Canal Zone . 

1 

1 

.0 

0.0 

Colorado . 

92 

91 

1 

1.1 

Connecticut . 

223 

140 

79 

33.1 

Delaware . 

IS 

10 

2 

11.1 

District of Columbia . 

21 

20 

1 

4.8 

Florida . 

G34 

3G1 

93 

14.2 

Georgia . 

272 

270 

o 

0.7 

Hawaii . 

34 

28 

G 

17.6 

Idaho . 

S 

S 

0 

0.0 

Illinois . 

778 

330 

242 

31.1 

Indiana .. 

. 178 

170 

o 

3.1 

Iowa .. 

102 

102 

0 

0.0 

Kansas .. 

37 

37 

0 

0.0 

Kentucky . 

SO 

80 

0 

0.0 

Louisiana . 

2G4 

2G1 

3 

1.1 

Maine . 

32 

20 

G 

18.7 

Maryland . 

230 

223 

27 

10.7 

Massachusetts . 

113 

30 

57 

30.4 

Michigan . 

323 

322 

1 

0.3 

Minnesota . 

193 

193 

0 

0.0 

Mississippi . 

112 

112 

0 

0.0 

Missouri . 

280 

280 

0 

ft.O 

Montana .. 

3 

3 

0 

0.0 

Nebraska . 

124 

123 

1 

0.S 

Nevada .. 

„ 0 

0 

0 

0.0 

New Hampshire . 

. 5 

4 

1 

20.0 

New Jersey . 

227 

193 

34 

14.9 

New Mexico . 

4 

4 

0 

0.0 

New York . 

7G1 

442 

319 

41.9 

North Carolina . 

214 

210 

4 

1.9 

North Dakota . 

14 

14 

0 

0.0 

Ohio . 

393 

321 

72 

12.1 

Oklahoma . 

131 

131 

0 

0.0 

Oregon . 

34 

33 

1 

2.9 

Pennsylvania . 

329 

329 

0 

0.0 

Puerto Rico . 

134 

124 

10 

7.-3 

Rhode Inland . 

39 

30 

9 

23.1 

South Carolina . 

94 

94 

0 

0.0 

South Dakota . 

13 

12 

1 

7.7 

Tennessee . 

201 

2ftl 

0 

0.0 

Texas . 

393 

3,0 

33 

8.4 

Utah . 

34 

32 

o 

3.9 

Vermont . 

30 

30 

0 

0.0 

Virgin Islands . 

. 3 

3 

0 

0.0 

Virginia .. 

330 

273 

53 

1G.7 

Washington . 

SO 

02 

24 

3S.7 

West Virginia . 

27 

27 

0 

0.0 

Wisconsin . 

119 

117 

2 

1.7 

Wyoming . 

4 

4 

0 

0.0 

Totals . 

S.99G 

7,^34 

1,102 

12.9 


license. Of these, 27 were graduates of approved 
schools in the United States, 2 were graduates of 
Canadian schools, and 510 were graduates of foreign 
faculties of medicine. Of the United States schools, 
12 licentiates had one previous failure; 8, two; 
3, three; 3, four; and 1 had five previous failures. 
The two Canadian graduates had one previous fail- 
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of medicine, 229 had onfprevious f"£. 1™ hid nifTn’ Wi * 10 ' 151 s “ocessful candidate 

two failures; 64 had three failures”Tu four Jtan ,taT ^ ***** ■ fotfcfc 

hu lures; IS had five failures; and 36 had from six to „ res ‘ bv ^ ° Ver ' aU percenta S e of fail, 

suteen fa.lures-before obtaining a license. A few X " 3% ' 

, t,le state boards have no restrictions on the num- Registration by Recip 

her of examinations that may be taken prior to The reciprocity and en< 

t Ce m ° St Stat6S haVe a set limit of cal insure are summt 

Til T , , and Virgin Islands c 

e following 13 approved schools in the United lations with any state, f 

states and Canada had no failures among their cians certified by the N 

gi actuates m medical licensing examinations last Examiners. Twenty-two 

year: u _ .1 . . 



No. of 

No. of States in 
Which Exam¬ 


Graduates 

inations Were 

University of California, 

Los Angeles 

Examined 

Taken 

44 

2 

University of California, 

San Francisco 

81 

3 

Louisiana State University 

120 

3 

University of Minnesota 

122 

5 

University of Mississippi 

63 

3 

University of Nebraska 

80 

6 

Woman’s Medical College 
of Pennsylvania 

31 

12 

Medical College of South Carolina 93 

2 

Marquette University 

82 

12 

University of British Columbia 

7 

2 

University of Manitoba 

34 

13 

University of Ottawa 

19 

9 

University of Saskatchewan 

1 

1 


Registration by Reciprocity and Endorsement 

The reciprocity and endorsement policies in medi¬ 
cal licensure are summarized in table 8. Florida 
and the Virgin Islands do not have reciprocal re¬ 
lations with any state. Hawaii will endorse physi¬ 
cians certified by the National Board of Medical 
Examiners. Twenty-two boards require applicants 
for licensure to obtain a certificate from the board 
of examiners in the basic sciences of the state. In 
the section of this report pertaining to basic science 
boards is included a table outlining the reciprocity, 
endorsement, exemption, or waiver policies of tile 
basic science boards. 

Thirty-one boards have reciprocal agreements 
with specific states. In 19 states, the Canal Zone, 
and Guam, reciprocity is extended at the discretion 
of the licensing boards. Twenty states, which have 
reciprocal agreements, also have similar discretion¬ 
ary powers to endorse applicants from nonrecipro- 
cating states who meet the requirements of the 
board and who present credentials that correspond 
with those required by their respective states in 
the year issued. Also in this table is a column indi¬ 
cating the recognition afforded the certificate of 
the National Board of Medical Examiners. 


Consolidated Results of Examinations 

The combined results of two groups of examina¬ 
tions, the state medical board examinations and 
part 3 of the examinations of the National Board 
of Medical Examiners, are given in table 7. This 
table represents a comprehensive analysis of the 
performance of physicians from individual schools. 
It will be noted that in some instances schools hav¬ 
ing failures before state licensing boards had few, 
if any, failures before the National Board. 

In 1959, there were 5,845 graduates of approved 
medical schools in the United States examined by 
state boards, 204 of whom failed (3.5%). In the 
same calendar year, 2,251 graduates of these 
schools were tested in the final examination of the 
National Board of Medical Examiners; nine failed. 
In both groups, a total of 8,096 were examined; 
7,883 passed, and 213 (2.6%) failed. 

Among the graduates of Canadian medical 
schools, 9.0% failed state board examinations 
whereas there were no failures among the 75 
graduates who were tested by the National Board. 
There were no graduates of foreign medical facul¬ 
ties, unapproved medical schools, or schools of 
osteopathy examined by the National Board. 

The total of all candidates examined by state 
boards was 8,996, 7,834 of whom passed and 1,162 
' (12.9%) failed. For both groups (state boards and the 
National Board), there were a total of 11,322 


Additional requirements, including professional 
practice, citizenship, oral examination and intern¬ 
ship, and the fee for a license by reciprocity or 
endorsement are also recorded. In some states, 


physicians of Canadian birth are exempt from the 
citizenship requirement. Tin’s is indicated by a 
footnote. Few states will accept graduates of for¬ 
eign faculties of medicine on a reciprocal basis. 
Other requirements or exemptions are indicated by 
footnote; footnote numbers are referred to in the 
“miscellaneous” column in the table. 

This chart will be found helpful to physicians 
who are considering a change in location. The facts 
recorded in this table are intended merely to pre¬ 
sent statements of licensure policies. The informa¬ 
tion here given should be supplemented by direct 
communication with the licensing board. A list of 
the executive officers in charge of medical licensure 


>ears elsewhere in this study. 

[he procedure for issuing licenses by reciprocity 
endorsement varies. Some states entertain app 1 
ions for licensure at any time; other hold month- 
quarterly, or semiannual meetings. (The policy 
effect in each state is contained in table -i 
ich is presented later in this report.) In addition, 
E Journal publishes, biweekly, the exact dates 




considered. 


I 
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Table 7.—Combined Results, of Examinations of State Boards and the National Board of Medical Examiners, 1959 


Schoul 

Medical College of Alabama. 

University of Arkansas...... 

College of Medical Evangelists. 

University of California, Los Angeles... 

University of Southern California. 

Stanford University . 

University of California, San Francisco. 

University of Colorado. 

Vale University —..... 

Georgetown University.. 

George Washington University. 

Howard University . 

University of Miami. 

Emory University. 

Medical College of Georgia. 

Chicago Medical School. 

Northwestern University. 

Switch School of Medicine. 

Unirersfty of Chicago . 

University of Illinois... 

Indiana University. 

State University of Iowa. 

University of Kansas. 

University of Louisville. 

Louisiana State University.,. 

Tulane University. 

Johns Hopkins University. 

University of Maryland. 

Boston University . 

Harvard Medical School. 

Tufts University . 

University of Michigan. 

Wayne State University. 

L'nlrersity of Minnesota. 

University of Mississippi. 

University of Missouri. 

Saint Louis University. 

Washington University . 

Creighton University . 

University of Nebraska. 

Albany Medical College. 

University of Buffalo. 

Albert Einstein College of Medicine. 

Columbia University. 

Cornell University. 

New York Medical College. 

New York University. 

State University of New York, New Y’ork 

University of Rochester. 

State University of New York, Syracuse. 

university of North Carolina. 

Duke University. 

Bowman Gray School of Medicine. 

University of Cincinnati. 

Western Reserve University. 

Ohio State University. 

University of Oklahoma. 

University of Oregon. 

Hahnemann Medical College. 

Jefferson Medical College. 

Temple University. 

University of Pennsylvania. 

u Oman's Medical College. 

University of Pittsburgh. 

u )'. en ; 5ty °* Rico. 

Medical College of South Carolina. 

university of Tennessee. 

Meharry Medical College. 

Vanderbilt University. 

Southwestern Medical School... 

university of Texas. 

Baylor Univer.-ity ... 

I Diversity of Utaa. 

university of Vermont. 

university of Virginia. 

Medical College of Virginia. 

university of Washington. 

university of Wisconsin. 

Marquette University. 

Subtotals: U. S. .School. 

University of Alberta. 

l-E IwP of Brit ' sh Columbia.. 

DaS y ^- Ml,nitoba . 

Queen’s ’■ 

Cniver.-i 
universi 1 

. 

lalveft" ■ ■■ . 

Laval 

I'niver: ■ . t 

Subtotals: Canadian Schools. 


Subtotals: Others 
Totals. 


Part 3 
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Results by Medical National Board 
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Reciprocates with, or Endorses Certificates Granted 
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This summary should be supplemented by direct communication with the secretary ol 


Some states have additional requirements for graduates of schools 
outside the United States and Canada. 

4 - indicates reciprocal or endorsement relationships have been es¬ 
tablished; .. indicates no reciprocal or endorsement relationships have 
been established. (See column—“At the discretion of the board.”) 

1. D. Declaration of Intention of citizenship. © in citizenship col¬ 

umn Indicates full citizenship required; in other columns it implies a 
requirement. . . 

2. In most eases there is a small additional recording or registra¬ 
tion fee. 

3. Year of practice after licensure required. 

1 . Internship accepted in lieu o£ one year's practice. 

5. Two years’ professional practice required. 

(I. All applicants must he graduates of a medical school approved 
by the American Medical Association. 

7. Just preceding application. ^ 

8 Not required if applicant has been m practice more than o years. 

!) Basic science certificate required either by reciprocity or exam¬ 
ination in addition to basic science subjects of National Board. 

10. Canadian citizens arc required to file first papers. 

The credentials presented by physicians granted 
licenses to practice medicine without written exam¬ 
ination are given in table 9. There were 8,234 so 
registered on the basis of licenses from other states, 
the District of Columbia, the possessions of the 
United States, Canada and foreign countries, the 
certificate of the National Board of Medical Exam- 


11. Not applicable to citizens of Canada. 

12. Oral examination required when application is based on a license 
dated live or more years prior to filing application. 

13. Must be residents of tbo Canal Zone or Republic o! Panunai. 

14. Oral examination required. . ,~ 

15 Endorsement of National Board of Medical Examiners, . 733 . 

10 . Acftve practice for a period of not less than three years imme¬ 
diately preceding date of application. 

17. Practical clinical examination required. , 

18. In lieu of its own examination, certificate of National Honni 
may be accepted in whole or in part. 

vfl' XH-entiato^of California, Colorado, Indiana, Iowa, KaWM. 
Massachusetts, Now York, and Rhode Island accepted on reciprocal 

‘ baS lAtrcfuM country in which applicant: to licensed wifi ^ 
to practice citizens of the United States licensed to practice in »om 
stafe or on proof of requirements Similar to those required hy U» 
foraia tor graduates of foreign medical schools. 

22. At discretion of Health Director. 

iners, and by acceptance of service with an agency 
of the government of the United States. Califorru 
issued the greatest number of licenses by m 
method. In this state, 1,732 were registered, he' 
York licensed 1,169 by this method. Figures jor 
other states were fewer than 400. Eight 
licensed more than 200. 
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Policies of Medical Licensing Boards 


Reciprocates with, or Endorses Certificates Granted by 
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23. Oral examination required if applicant's state requires It. 

24. If tbe applicant passes the examination in the state from which 
transfers, after the completion of his internship, no practice is 

required. 

25. May require oral examination. 

» ^.Internship accepted at the discretion of the board as the equiva- 
^nt of two years’ practice. 

27. Residence for one year required. 

2j?. Fee same as applicant’s state charges but not less than $50. 

29* Graduates of foreign medical schools are accepted at the discre¬ 
tion of the board. 

Diplomates of National Board not required to have been in 
Practice for three years. 

31. Same as required of candidates of state applying for licensure. 

32. Net required for licensure hr reciprocity. 

1 . ": -equired in certain cases when accept- 

i „ ■ ....-,...i whom reciprocal relations have not 

oeea established. 


35. Must meet requirements of the board and holds a valid license 
obtained by written examination. 

36. Fee same as applicant’s state charges bur not less than $73. 

37. For matriculants after Oct. 15,1037. 

3S. Graduates of foreign schools not accepted. 

30. Reciprocity extended at discretion of board to candidates whose 
qualifications would entitle them to admission to examination and who 
took examination equivalent to that required by this board. 

-10. Permanent license withheld until completion of citizenship. 

41. At the discretion of the board. 

42. Graduates of foreign medical schools are not accepted for licen¬ 
sure by reciprocity. 

43. Reciprocity extended at discretion of board to states having 
comparable licensing requirements and which accept Colorado appli¬ 
cants on a substantially equal reciprocal basis. 

44. Consecutive years immediately preceding application. 

45. Graduates of medical schools in Canada and foreign medical 
graduates are not accepted for licensure by reciprocity. 


The largest number of candidates who presented 
( he same type of credentials were, the 3,377 diplo- 
niates certified by the National Board of Medical 
Examiners; 952 were licensed in New York; 659, in 
California; and 307, in Massachusetts. Other states 
registered fewer than 200. None were licensed in 
Arkansas, Florida, Indiana, Louisiana, North Caro¬ 
lina, Saudi Dakota, and Texas. 


There were 359 licenses issued in Pennsylvania, 
349 in Michigan, 334 in Ohio, and 301 in Missouri, 
which were presented to other states for reciprocal 
registration. More than 250 licenses from Illinois 
and Maryland were endorsed for reciprocal licen¬ 
sure. Licenses from even- state were used as the 
basis for registration by this method, ranging from 
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1 each from Alaska, Nevada, and Wyoming to 359 
from Pennsylvania. 

Six states registered IS physicians by endorse¬ 
ment of credentials from one of the government 
services. Eleven physicians were licensed by four 
boards on the basis of a license issued in the Canal 
Zone and Puerto Rico; 46 physicians were licensed 
by 7 boards on the basis of Canadian or foreign 
credentials. 

Table 10 records die number of individual 
schools represented by the 8,234 reciprocity' 
licentiates. Every approved medical school in the 
United States, and the University of Puerto Rico 
were represented with the excepdon of die Albert 
Einstein College of Medicine which while graduat¬ 
ing a class in 1959 did not have any of its graduates 
licensed during the year. All but one of the ap¬ 
proved Canadian schools were so registered. The 
8,234 licentiates included 7,589 graduates of ap¬ 
proved schools in the United States and 165 from 
Canadian medical schools. Licenses without written 
examination were obtained by 289 foreign-trained 
physicians. Twenty-seven graduates of approved 
medical schools no longer in operation were regis¬ 
tered, 12 graduates of unapproved medical schools, 
and 152 graduates of schools of osteopathy. 

This table reflects the movement of graduates to 
states other than those in which they obtained their 
professional training or in which they first estab¬ 
lished their practice. 

Licentiates Representing Additions to the 
Medical Profession 

Figures for the number of physicians who se¬ 
cured their first license to practice medicine and 
. surgery in 1959 and who, therefore, represent addi¬ 
tions to the medical profession in the United States 
and its possessions are presented in tables 11 and 
12. Included in these compilations are figures per¬ 
taining to candidates examined and licensed in 
1959; candidates who were examined in previous 
years but to whom licenses were not issued until 
1959, pending completion of a required internship, 
citizenship, or other technicality; and physicians 
not previously licensed in any state but who were 
certified during the year on the basis of the certifi¬ 
cate of die National Board of Medical Examiners. 
The figures also include the number of physicians 
licensed on the basis of government credentials and 
Canadian and foreign licenses. The majority repre¬ 
sent recent graduates. 

The official figures indicate that 8,269 persons 
were added to the physician population in 1959 in 
the United States, the District of Columbia, the 
Canal Zone, Puerto Rico, and the Virgin Islands. 
In 1959, there were about 3,500 deaths of physicians 
reported to the office of the American Medical 
Association. When this figure is deducted from the 
number licensed in 1959 for the first time, it will 
he seen that the net increase in the physician popu¬ 


lation in the United States and its possessions was 
4,769. This was an increase of 660 over the number 
so added to the physician population in the pre¬ 
ceding year. 

In analyzing table 11, it can be noted that New 
York had the greatest number of first licentiaties 
(1,121). Three other states added more than 500 
to their physician population: namely, California 
(676), Illinois (521), and Pennsylvania (530). In¬ 
creases, as compared with 1958," occurred in 29 
states. None were added in Delaware and Nevada. 
The most notable increases were in Alabama, Con¬ 
necticut, Illinois, New Jersey, Puerto Rico, South 
Carolina, and Tennessee. There was no marked de¬ 
crease evident in any state. 

The 8,269 licentiates representing additions to the 
medical profession in the last calendar year in¬ 
cluded 6,490 who secured their licenses by' written 
examination and 1,779 by endorsement of creden¬ 
tials. The latter were mainly physicians holding 
the certificate of the National Board of Medical 
Examiners and using the certificate as the basis of 
licensure by endorsement of credentials. 

Increases in the physician population arranged 
in nine geographical divisions in the United States 
are shown in table 12. The Middle Atlantic, East 
North Central, and South Atlantic groups had the 
greatest number of first licentiates—1,829; 1,547; and 
1,264, respectively. More than 400 were added in 
five other groups—New England (533), West North 
Central (795), East South Central (537), West South 
Central (694), and Pacific (826). The Mountain 
states added 109, and the possessions added 135. 

In the past 25 years (1935-1959), 166,160 physi¬ 
cians have been added to the medical profession, as 
determined by the number who received licenses 
for the first time. Figures for each year during this 
period are presented in table 13. Of the 166,160 
additions, 137,742 were licensed after a successful 
written examination and 28,418 by reciprocity or 
endorsement of credentials. The total number of 
licenses issued in the same period was 298,440. 

Registration of Physicians, 1904-1959 

A recapitulation of totals, for 1959 and for all 
previous years since 1904, is included in table 14. 
This tabulation includes for each year the number 
of physicians examined and registered by written 
examination, the annual percentage of failures, the 
number registered annually by reciprocity or en¬ 
dorsement of credentials, and the total registered. 
The total number of physicians registered from 
1904 to 1933 remained somewhat constant except, 
in 1918, when 4,231 were licensed—the lowest 
registration in 56 years. This decrease was due to 
a sudden withdrawal of physicians from civilian 
life in World War I. 

After 1933, there was an upward trend for a 
time, followed by a decline in the years 1940 to 
1942, inclusive. There was a noticeable increase in 
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Marginal Numbers 


Ta BLE 10 .-Candidates Licensed bj Reci^ciu ,,,, 


^ School 

ALABAMA 

I Medical College of Alabama, Birmingham. 

AII KANSAS 

- t Diversity of Arkansas School of Medicine. Little Rock.. 
CALIFORNIA 


•S ° 3 ~ 'E ■ S“S2ci 

~ O C s .H 3 S a “ — 


Los AngeRs. 


School of Medicine, 


COLORADO 

•s l Diversity of t'(dorado School of Medicine, Denver. 

CONNECTICUT 

!) Yale University School of Medicine, New Uaveu. 

DISTRICT OF COLUMBIA 

10 Georgetown University School of Medicine, Washington. 

11 George U iisidugLm University School of Medicine, 

\\ ashlngton. 

1- Howard University Collette of Medlelue. Washington"”” 

FLORIDA 

Id University of Miami School of Medicine. 

GEORGIA 

It Emory University School of Medicine, Emory University.. 
15 -Medical Collette of Georgia. Augusta. 

ILLINOIS 

Id Chicago .Medical School. 

17 Northwestern University .Medical School, Chicago. 

IS Stritch School of Medicine of Loyola University, Chicago. 
Id University ol Chicago, The School of Medicine. 


INDIANA 

•-’1 Indiana University School of Medicine, lndinmi]iolis. 

IOWA 

Hi State University of loua College of Medicine, Iowa City.. 
KANSAS 

.’.'I Unlv. rally of Kansas School of Medicine, Lawrence, 

Kansas City. 


■it 


KENTUCKY 

University of Louisville School of Medicine. 

LOUISIANA 

25 Louisiana State University School of Medicine, 

New Orleans. .. 1 

•Id Tnlane University School of Medicine, New Orleans. 

MARYLAND 

27 Johns Uonkins University School of Meiiicine, Baltimore.. 

•is University of Maryland School of Medicine & College of 


MASSACHUSETTS 

20 Boston University School of Medicine. 

:id Harvard Medical School, Boston. 

31 Tufts University School of Medicine, Boston. 

MICHIGAN 

33 University of .Michigan Medical School, Ann Arbor.. 

33 Wayne State University College of Medicine, Detroit. 

MINNESOTA 

31 University of Minnesota Medical School, Minneapolis. 

MISSISSIPPI 

:tr, University ot Mississippi School of Medicine. Jackson. 

MISSOURI 

30 University of Missouri School of Medicine, Columbia. 

37 Saint Louis University School of Medicine.. 


38 Washington University School of Medicine, St. Louis. 

NEBRASKA 

•a, uroighton University School of Medicine, Omaha... 

10 University of Nebraska College of Medicine, Omaha. 

NEW YORK 

tl Albany Medical College of Union University. 

!•> University of Buffalo School of Medicine.■■■■■■ • • • - • • ■■*••■ 
lij Albert Einstein College of Medicine of Yeshivu University, 

1 1 . i:Sumbif Un l iyer;i'ty'colicge of Physic'lans 'and Surgeons, 

t;, Cornel?University Medical College, New York City. 
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COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


J.A.M.A., May 28, li)6« 


1943, us the result of the accelerated medical school 
curriculum and the efforts made to maintain civilian 
care during World War II at as high a level as 
possible while still providing for the needs of the 
military. In 1943, more physicians were registered 
than in any previous year. In the succeeding two 
years, the total figure declined; however, in 1946, 

Taui.k 11.— Licentiates Representing Additions to the 
Medical Profession, 1599 


Table 12.— Licentiates Representing Additions to (lie 
Medical Profession Grouped in Geographical 
Divisions, 1959 


Alabama . 

Alaska ... 

Arizona . 

Arkansas . 

California . 

Canul Zone . 

Colorado . 

Connecticut . 

District ot Columbia 

Florida .. 

Oeorgia . 

Hawaii . 

Idaho . 

Illinois . 

Indiana . 

Iowa . 

Kansas . 

Kentucky . 

Louisiana . 

Maine . 

Maryland . 

Massachusetts . 

Michigan . 

Minnesota . 

Mississippi . 


Examinations 

Bit 

0 

12 

71 

m 

o 

is 

121) 

S 

113 

2.71 

10 

1 

110 

100 

111 

71 

03 

220 

21 

230 

32 

300 

109 

101 


Reciprocity 

and 

Kndorsemcnt 


0 

0 

210 

1 

15 

SI 

45 

0 

0 

12 

3 
75 

1 

4 
0 
0 
0 

5 
17 

105 

1 

20 


10 


Total 

136 

2 

12 

71 

070 

1 

03 

210 

73 

113 

271 

22 

4 

721 

107 

115 

00 

no 

220 

32 

•253 

227 

307 

105 

100 

201 


New England 

Maine . 

New Hampshire . 
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Rhode Island . 

Connecticut .. 

Totals . 

Middle Atlantic 
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New Jersey . 
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Totals . 

East North Central 

Ohio . 
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Totals . 

West North Central 

Minnesota . 
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tegc'pSta this increase. The increase was also 
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occasioned by the licensure of recent graduates who 
had entered military sendee on completion of the 
internship and before securing state licensure. 

In 1904, the first year shown, the percentage of 
failures was 19.3. This was an era of proprietary 
medical schools. Beginning in 1913, the percentage 
of failures gradually dropped each year, until 1930 
when only 5.7% failed. Beginning in 1936, the per¬ 
centage of failures began to rise, reaching another 
peak of 20.7% in 1940. This was the result of the 
increase in the number of foreign-trained physicians 
seeking licensure in the United States; many are 
not successful until after repeated attempts at 
licensure examinations. Since 1942, the percentage 
of failures has been somewhat reduced, although 


Table 13.— Licentiates Representing Additions to the 
Medical Profession, 1935-1959 



Year 


Examination 

Reciprocity 

and 

Endorsement 

Total 

iy.li. 



.. 3,099 

411 

5,510 

i93o. 



• * 

629 

6,177 

1937,. 



3,812 

012 

6,424 

1935. 



• • a, t59 

301 

6,260 

1939. 



.. 3,584 

400 

6,044 

mo . 



.. 5,432 

433 

5,587 

1941. 



5,241 

474 

3,713 

1942. 



* • 

434 

6,014 

1943. 



.. 5,386 

372 

5,938 

1944. 



6,495 

470 

6,693 

1915. 


' 

4,979 

769 

3,748 

1940. 



3,362 

1,608 

6,970 

1947. 



.. 5,273 

1,017 

6,890 

1943. 



4,942 

1,694 

6,636 

1919. 



4,260 

1,616 

5,876 

1900. 



4,609 

1,393 

' 6,002 

1931. 



4,983 

1,288 

6,273 

1952. 



.. 3,168 

1,717 

6,883 

1953. 



.. 5,388 

1,SSS 

7,276 

1934. 



.. 5,S97 

2,020 

7,917 

1955. 



6,211 

1,526 

7,737 

1900. 



6,033 

1,428 

7,463 

1957. 



5,872 

1,5S3 

7,453 

1953. 



.. 6,135 

1,654 

7,509 

1959., 



6,490 

1,779 

5,269 

Totals... 



.. 137,742 

28,418 

106,160 


it still reflects the unsuccessful attempts of foreign- 
trained physicians, graduates of unapproved medi¬ 
cal schools, and others. 

This table again refers to examinations given an¬ 
nually, rather than to individuals examined. A 
candidate who fails more than once in a state in a 
given year is counted as one failure; if he should 
again fail in a succeeding year, this fact is com¬ 
puted among the failures for that year. Likewise, a 
successful candidate securing a license in more 
than one state in a given year is counted in both 
states and is likewise counted if he passed at exam¬ 
inations in later years. Therefore, the figures in this 
table give only a fair approximation of the number 
of physicians added to the profession. 

The number of physicians registered in 1959 was 
16,068—the greatest number in 56 years. The num¬ 
ber so registered after written examination - was 
7,834, whereas the number registered by reciprocity 
or endorsement of credentials was 8,234. 


Graduates of Approved Schools and Others 
Registered, 1922-1959 

Table 15 reflects for two categories the number 
of physicians registered .since 1922. Prior to 1928, 
medical schools were classified by the Council on 
Medical Education and Hospitals of the American 

Table 14.— Registration of Physicians, 1904-1959 


Year 

Examined 

Passed 

Failed 

Reciprocity 

or „ Total 

Endorsement Registered 

1904. 

.. 7,056 

5,093 

19.3 

1,005 

6,698 

1905. 

7,178 

5,688 

20.8 

394 

6,082 

1906. 

8,040 

6,373 

20.7 

1,502 

7,S75 

1907. 

7,279 

5,731 

21.3 

1,427 

7458 

1908...'.. 

.. 7,775 

6,059 

21.7 

1,284 

7,373 

1909. 

7,29d 

5,865 

19.6 

1,381 

7/246 

1910. 

7,011 

5,719 

18.4 

1,640 

7,359 

1911. 

6,964 

5,582 

19.8 

1,243 

6,825 

1912. 

6,850 

5,467 

20.5 

1,273 

6,740 

1913. 

6,453 

5,253 

18.6 

1,292 

6*545 

1914. 

. . 5,579 

4,379 

21.5 

1,439 

5,818 

1913. 

5,334 

4,507 

15.5 

1,399 

5,906 

1916. 

4,STS 

4,151 

14.9 

1,353 

5,504 

1917. 

4,754 

4,085 

14.0 

1,360 

5,445 

1918. 

3,667 

3,154 

13.2 

1,047 

4/231 

1919. 

4,750 

4,074 

14.2 

■2,546 

0,620 

1920. 

.. 4,7C*» 

4,062 

15.3 

2,558 

6,620 

1921. 

4^-25 

4,228 

12.4 

2,186 

6,414 

19*’. 

4,031 

3,539 

12.2 

2,073 

5,612 

1923. 

4,727 

4,028 

14.8 

2,405 

6,433 

1924. 

5,392 

4,756 

11.8 • 

1,923 

6,079 

1925. 

6,002 

5,450 

9.2 

1,861 

7,311 

1926. 

.. 5,770 

5,314 

7.9 

1,955 

7/269 

1927. 

5,389 

5,002 

7.2 

2,176 

7,178 

1928. 

.. . 5,458 

5,090 

6.7 

2,228 

7,318 

1929. 

5,629 

5,282 

6.2 

2,420 

7,702 

1930. 

.. 5,571 

5,255 

5.7 

2,366 . 

7,621 

1931. 

5,611 

5,263 

621 

2/211 

7,476 

1932. 

.. 5,675 

5,247 

7.6 

1,866 

7433 

1933. 

5,673 

5,244 

7.6 

1,969 

7/233 

1934. 

6,145 

6,628 

S.4 

2461 

7,789 

1935. 

6,443 

5,859 

9.1 

2,194 

8,053 

1936. 

6,918 

6,224 

10.0 

2,773 

8,997 

1937. 

7,334 

6,004 

10.0 

3/205 

9,809 

1938. 

7,461 

6,589 

11.7 

2,956 

9,545 

1939. 

.. 7,754 

6,493 

16.3 

2,872 

9*365 

1940. 

7,926 

6,291 

20.7 

2,666 

9,157 

1911. 

7,539 

6,057 

19.7 

2,762 

8,819 

1942. 

7 223 

6,120 

15.4 

2,469 

8,589 

1943. 

8,403 

7,489 

10.9 

2,340 

9,829 

1944. 

6,817 

6,011 

11.S 

2,596 

8,007 

1943. 

5,930 

5,343 

9.9 

3,622 

8,165 

1946. 

.._ 7,610 

6,550 

9.9 

9,609 

16,525 

1947. 

7,164 

6,414 

10.5 

7.701 

14,115 

1943. 

6,624 

5,904 

10.S 

7,595 

13,499 

1949. 

.. 5,063 

5,219 

12.5 

6,929 

12,14 » 

1950. 

6,203 

5,4S1 

11.6 

6,755 

12,236 

1951. 

C.473 

5,710 

11.7 

6/225 

11,941 

1952. 

7,028 

6,229 

11.3 

7,016 

13/245 

1953. 

7,425 

0,543 

13.0 

7,609 

14,412 

1934. 

8,066 

7,033 

12.7 

8,202 

15/235 

1955. 

8,501 

7,400 

1221 

7,461 

15,952 

1956. 

8,842 

7,179 

13.9 

7,421 

14,600 

1957. 

9,116 

7,769 

14.6 

7,456 

15/255 

1938. 

8,633 

7,208 

15.8 

7*925 ~ 

15,193 

1939. 

8,996 

7,854 

12.9 

8,234 

10,O>5 


Medical Association as A, B, and C; for purposes of 
this table, the schools are arranged in two groups. 
The figures in the first group include graduates of 
medical schools rated in class A and B prior to 1928 
and schools classified as approved institutions since 
1928. The second group refers to class C graduates, 
graduates of medical schools classified as unap- 
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proved since 1928, graduates of foreign medical fee- " ' " ' 


„ 7 , 7 o'—ui medical rac- 

u ties, and graduates of schools of osteopathy given 
ecogmtion by medical licensing boards. In 1928 
tne classification of medical schools in A B and C 
groups was discontinued by the Council,’and a list 
of approved medical schools has since been main¬ 
tained. The current listing of approved medical 
•schools m the United States and Canada appears 
annually m the Education Number of The Jour- 
xal/ 


lo cl! 95 ?’ t ! lere were 16)068 candidates registered; 
lo,584 of these (84.5%) represented graduates of 
approved schools and 2,484 (15.5%) were in the 

Iaule 15.-Graduatas of Approved Schools amt 
Others Registered, 1922-1959 


Ormlimtcs at 
Approved Schools 


Others 



Year 

/ -- 

No. 

^ - v-- 

Permit ant) 
of 

Total Xo. 

v 

Percentage 

of 

Total Totals 



4,510 

80.5 

1,003 

19.5 

5,012 

lies. 




1,237 

902 


0,433 

0,079 

1921_ 


5,087 

35.1 

14.0 

1925. 


0,311 

S0.1 

097 

13.0 

7,311 

1920. 


0,141 

88.7 

828 

11.3 

7,209 

1927. 


0,110 

80.4 

70S 

10.0 

7,178 

1928. 


(>,585 

00.1 

733 

9.0 

7,318 

1U«I . 


7,003 

01.0 

099 

0.0 

7,702 

1930. 


7,011 

02.1 

010 

7.0 

7,021 

1031. 


0,032 

02.S 

514 

7.2 

7,470 

1932. 


0,1)70 

02.1 

157 

0.3 

7,133 

1933. 


(>,77 i 

03.7 

150 

0.3 

7,233 

1931. 


7,172 

02.1 

017 

7.9 

7,789 

1935. 


7,300 

91.3 

003 

8.5 

8,053 

m;st;. 


7,931 

88.1 

1,003 

11.8 

8,907 

1937. 


8,301 

8T>.5 

1,418 

14.4 

0,809 

1938. 



87.1 

1,230 

12.9 

0,515 

v. m . 



80.2 

1,29S 

1,370 

13.8 

9,305 

11)10 . 


7,781 

S5.0 

15.0 

0,157 

tun. 


7,770 

87.0 

1,010 

11.9 

8,819 

1012 .. 


7,200 

81.0 

1,299 

15.1 

S,5S9 

1013 . 


8,0 JO 


1,180 

870 

12.2 

0,829 

mu. 


7,737 

S9.8 

10.1 

8,GOT 

mi.i. 


8,233 

91.8 

732 

S.1 

S,!)G5 

mi«. 


15,092 

01.0 

835 

5.1 

10,527 

urn . 


13,007 

03.0 

1,018 

7.0 

14,115 

mis. 


12,701 

01.8 

708 

5.2 

13,499 

mm. 


11,378 

03.7 

770 

0.3 

12,148 

11150 . 


11,502 

ot.o 

731 

0.0 

12,230 

11)51 . 


11,027 

92.3 

014 

7.7 

11,011 

1052 . 


12,IDS 

02.1 

1,017 

7.0 

13,245 

1033. 


13,189 

01.5 

1,223 

8.5 

14,412 

1051 . 


13,814 

00.7 

1,421 

9.3 

15,235 

11)55. 


13,344 

89.8 

1,517 

10.2 

14,801 

1050. 


13,140 

00.0 

1,454 

10.0 

14,000 

1057.. 


13,330 

87.4 

1,925 

12.1 

15,255 

1058.. 


13,097 

S0.2 

2,090 

13.8 

15,193 

1959. 


13,581 

81.5 

2,181 

15.5 

10,008 

Totals.. 


351,427 

89.7 

40,397 

10.2 

391,821 

second 

group. 

In the 

38 years recorded 

in this 


table, 391,284 were registered, including 351,427 
(89.7%) graduates of medical schools indicated as 
in the approved group and 40,397 others (10.2%). 

Graduates of Unapproved Medical Schools 
Registered, 1954-1959 

Graduates of institutions that were classified by 
the Council on Medical Education and Hospitals of 
the American Medical Association as unapproved 


, f. reglst f re ,d m 26 states, the District of Pn 
lumbia, and the territories and possession 1 n 

Ff! S \ X o y r eaiS ' Figures are reported separately in 
table 16 for those licensed after written eximin' 
tion and those licensed by reciprocity or endorse 
ment of credentials. The table also include f t 
umn combining the figures for these two <r r ou,' 
Iu the main, they represent five schools more recent' 
ly m operation. At present, there is no medical 
school in complete operation within the United 
orates and Canada that is not approved by the 
Council on Medical Education and Hospitals 
There were 214 graduates of unapproved’ medi- 
cal schools registered in the six-year period 1954- 
1959, 65 by examination and 149 by endorsement 
of credentials. In 1959, there were 9 licensed by 
five boards by examination and 12 by five boards 
by reciprocity or endorsement of credentials. Cali¬ 
fornia, Florida, New York, and Texas licensed the 
greatest number of graduates from unapproved 
medical schools during this six-year period. The 
remainder of the states shown registered fewer 
than 10. 

Graduates of Schools of Osteopathy Registered by 
Medical Examining Boards, 1954-1959 

The number of graduates of schools of osteopathy 
granted the privilege of practicing medicine, sur¬ 
gery, or both, by 18 medical examining boards for 
six years (1954-1959) is given in table 17. There 
have been 1,762 such persons registered-1,149 by 
examination in 15 states and 613, without written 
examination, by 16 boards. Following is a summary 
of the actions and regulations of the 18 boards 
providing for the licensing of osteopaths by tire 
medical examining board. 

In Colorado, an osteopath receives a license to 
practice medicine and must meet the same require¬ 
ments as for doctors of medicine; namely, qualifi¬ 
cation in the basic sciences of anatomy, physiology, 
chemistry, bacteriology, and pathology; after 
December 31, 1935, two years of preprofessional 
education in a college acceptable to the board; 
and not less than four grades of resident courses of 
professional study of not less than nine months 
Ccicll 

In Connecticut, an osteopath registered by the 
osteopathic board may be licensed to practice medi¬ 
cine and surgery or both after examination by the 
medical examining board. Osteopaths in Delaware 
may be licensed as osteopathic physicians after 
successfully passing the examination of the medical 
board, except that the principles of osteopathy are 
given in the examination in place of materia 

medica and therapeutics. 

The District of Columbia will permit any person 
engaged in the practice of osteopathy on or before 
Tan 1 1948, to file application for a license to prac- 
t osteopathy and surgery. To obtain sue. a 
license, an osteopath must pass all subjects of 
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medical examination with one exception—examina¬ 
tion is given in the practice of osteopathy instead 
of the practice of medicine. Osteopaths are eligible 
for licensure by endorsement of the certificate 
issued by the National Board of Osteopatliic Medi¬ 
cal Examiners. 

Since 1950, in Illinois, graduates of the Chicago 
College of Osteopathy are examined by the medical 
board and may receive medical licenses. In Indiana, 
under an amendment to the medical practice act in 
1945, osteopaths are permitted to practice medi¬ 
cine, surgery, and obstetrics and to administer anes¬ 
thetics, antiseptics, and narcotics. Persons who were 
licensed in osteopathy before 1945 may obtain 


The New Jersey medical practice act provides 
that an osteopath, licensed prior to Nov. 1, 1941, 
who has served for a period of two years as an in¬ 
tern or resident surgeon in an approved osteopathic 
or medical hospital, has completed a postgraduate 
course of two years in a college of osteopathy or 
medicine approved by the licensing board, or has 
had at least three years of practice in a hospital 
approved by the board, can be admitted to an 
examination in pharmacology, therapeutics, and 
surgery. If successful, he can obtain a license to 
practice medicine and surgery. 

In New York, a licensed osteopath, who is an 
applicant for the right to use instruments for minor 


Table 16.— Graduates of Unapproved Medical Schools Registered 1934-1959 


Examination Reciprocitr' and Endorsement Com- 



1954 1!*m 

1956 

1957 

195S 

1959 

- \r 

Totals 

1954 

1955 

1950 

1957 

1955 

1959 

-v bineri 

Totals Totals 

Arizona. 







1 



1 



4 

2 

Arkansas ... 






.. 




•2 

1 


3 

3 

California . 






.. 

19 

15 

■> 

5 

11 

7 

59 

59 

Delaware . 








1 


1 



•> 

2 

District of Columbia . 









1 

1 

1 


3 

3 

Florida . 

s 7 

1 

5 

1 

1 

20 

.. 







20 

Georgia . 

•> 





2 

.. 




1 


1 

3 

Idaho . 










1 



1 

1 

Illinois. 






.. 


4 





0 

G 

Iowa. 







1 

1 





2 

o 

Maine. 






1 


1 





1 

2 

Massachusetts. 




1 


7 







.. 

7 

Michigan . 







1 


1 

1 

1 

1 

5 

5 

Missouri . 







1 


1 

1 



3 

3 

Xew Hampshire. 









1 




1 

1 

New Jersey . 






1 



4 

1 



5 

0 

Xsw York . 

. 3 l 

0 

o 



13 




1 



1 

14 

Ohio . 






3 

3 






3 

0 

Oregon . 





1 

1 








1 

Pennsylvania . 




2 

2 

4 


1 





1 

5 

South Carolina . 



•> 



2 








2 

South Dakota . 






1 








1 

Tenne>see. 











1 


1 

1 

Texas . 






,, 

7 

3 

S 

11 

4 

•i 

35 

35 

Virginia . 






,, 






1 

1 

1 

Washington . 










1 

o 


3 

3 

Wisconsin . 






.. 


1 

1 

2 

4 


S 

3 

Territories and Possessions ... 





2* 

4 

1 





it 

2 

0 

Totals. 

. 21 14 

9 

9 

0 

6 

63 

30 

27 

19 

29 

20 

12 

149 

214 


* 1 each Canal Zone and Puerto Rico, 
t Canal Zone. 


from the medical board a license to practice oste¬ 
opathy, surgery, and obstetrics. 

A graduate from an approved college of osteopa¬ 
thy after June 1, 1950, who has served an intern¬ 
ship and is the holder of a valid license to practice 
osteopathy in Kansas, may take the examination in 
medicine and surgery or may be endorsed from a 
composite state board. 

In Massachusetts, for the purposes of registration, 
the D.O. degree is considered equivalent to the 
M-D. degree, and the applicants for licensure must 
meet die same requirements as those applicants 
for the M.D. degree. In New Hampshire, under the 
provisions of the medical practice act, osteopaths 
are granted die right to practice medicine and 
surgery. 


surgical procedures and to use anesthetics, antisep¬ 
tics, narcotics, and biological products, may be 
granted the right to practice medicine, without limi¬ 
tation, if his credentials satisfy the Board of Re¬ 
gents. If not, such applicants shall be required either 
to pursue further study or to pass a special exam¬ 
ination. 

The Ohio Medical Practice Act provides diat all 
graduates from osteopathic schools applying for 
the right to practice in the state must meet certain 
educational requirements and must pass certain 
examinations. One of the required examinations is 
in surgery. Those who qualify and pass all of die 
examinations are then given a license to practice 
osteopatliic medicine and surgery. Those in prac¬ 
tice and licensed under a more limited law in effect 
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iuor to 1943 can secure a license to practice osteo- 
pn uc medicine and surgery by meeting certain 
additional requirements; these include postgraduate 
work and the successful completion of additional 
examinations. 

In Oregon, osteopaths who meet certain require¬ 
ments are granted the right to practice in the sub¬ 
jects covered by the medical examination, with the 
exception of the practice of medicine or materia 
medica and therapeutics. In South Dakota, grad¬ 
uates of approved schools of osteopathy may be 
licensed to practice medicine, surgery, and ob¬ 
stetrics. Texas issues only one license, which is 
unrestricted in scope. 

In Virginia, two classes of osteopaths are licensed. 
If a candidate takes the same examination as an 
M.D., substituting the practice of osteopathy for 
the practice of medicine, he is licensed to practice 
osteopathy, with the use of surgery and drugs. If 
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Enactment and Operation of Medical Practice Act 

Table 18 records the year in which the first nidi 
cal practice act was enacted in each state and 2 
year m which the first board of medical examine 
was established under the medical practice It 
In some instances, the original act was repealed 
and a new law enacted. No attempt was made to 
indicate the amendments to the original medicil 
practice act. 

Preprofessional Training Requirements of Licensing Boards 

Since January, 1953, the minimum requirement 
for admission to an approved medical school has 
been three years of college preparatory study. The 
Council on Medical Education and Hospitals, in ac¬ 
cepting this minimum, recommends for most stu¬ 
dents a full four-year college course in order that a 
broader background education may be obtained. In 
its “Function and Structure of a Modern Medical 


Taule 17 .-Graduates of Schools of Osteopathy Registered by Medical Boards, 1954-1959 


Examination Reciprocity and Endorsement Com* 


1054 3053 193d 1957 


Colorado . 


7 

1 

5 


Connecticut . 


,, 

. , 

, , 

t 4 

Delaware .. 


•> 

3 

1 


District of CuUimbin . 


4 . 

. 4 

, , 

1 

Illinois . 


n 

10 

2 

G 

Indiana . 

•> 

G 

o 

5 

G 

Kansas . 


, 

. 4 

hi 

1G 

Massachusetts . 


4 • 

.4 

.. 

.. 

New Hamiishirc . 


. , 

.. 

i 

1 

New Jersey . 


s 

G 

9 

2 

New York . 


92 

12 

11 

35 

Ohio . 


73 

(13 

GO 

GG 

Oregon . 


.. 

«. 

- 

.. 

South Dakota .. 


.. 

.* 

.. 

.. 

Texas . 


•25 

0 

3 

5 

Virginia . 



.. 


.. 

Wisconsin . 


<» 

<> 

1 

o 

Wyoming . 


•• 


•• 


Totals . 


233 

112 

251 

119 


~. > t -—— A ——--«. bined 

1939 Totals 1931 1955 1950 1957 193S 1939 Totals Totals 


3 

19 

22 

1G 

12 

9 

15 

4 

7S 

07 

.. 

3 

.. 

.. 

.. 

,, 

4 , 

, , 

, , 

3 

1 

7 

1 

o 

1 

1 

9 

1 

15 

22 


1 

1 

1 

,, 

, , 

, . 

4 , 

2 

3 

8 

10 

.. 

.. 

11 

,4 

4. 

4 4 

11 

51 

.» 

21 

11 

9 

.. 

9 

12 

14 

53 

76 

2 

102 

.. 

.. 

., 

. . 

1 

7 

11 

173 

4 4 

1 

o 

5 

1 

1 

G 

4 

25 

26 

, ♦ 

o 

1 

3 

1 

2 

1 

. , 

8 

16 

2 

31 

18 

7 

28 

10 

15 

60 

168 

202 

30 

287 

1 

1 

1 

,, 

3 

1 

10 

267 

101 

150 

13 

2 

13 

10 

3 

14 

33 

505 

4 , 

, . 

. , 

. , 

2 

, . 

4 4 

, . 

2 

2 

. 4 

1 

. . 

*. 

., 

, , 


.4 

.. 

1 

3 

91 

13 

10 

13 

32 

13 

42 

153 

211 



1 

, . 


,. 

4 4 

, . 

1 

1 

5 

30 

1 

1 

3 

3 

2 

5 

15 

13 



4 . 

1 



3 

.4 

1 

1 

_ 

_ 

_, 

_ 

_ 

— 

— 

— 

— 


155 

1,119 

85 

55 

92 

50 

116 

152 

613 

1,702 


he takes an examination without the subjects of 
surgery and materia medica, he is licensed to prac¬ 
tice osteopathy, without the use of drugs or surgery. 

The Wisconsin law, amended in 1950, provides 
that an osteopath licensed in the state may obtain 
a license to practice medicine and surgery by com¬ 
pleting a refresher course in materia medica and 
pharmacology consisting of not less than 64 hours 
of lecture and 60 hours of laboratory work and by 
passing an examination in these subjects. Osteopaths 
not licensed in the state may apply to take the 
same examination as physicians and, if successful, 
they will be granted licenses to practice medicine 
and surgery. In Wyoming, the statutes contain no 
specific provision for the licensing of osteopaths. 
The medical practice act provides that the certifi¬ 
cate issued to all physicians shall be deemed a 
license to practice medicine in all brances in which 
the applicant has taken an examination. 


ichool,” published jointly by the Council and the 
Association of American Medical Colleges, pro¬ 
vision is made for the unusually intelligent and 
nature student who may be admitted to medical 
chool, under exceptional conditions, after two 
rears of college work. Statements regarding minimal 
ireprofessional collegiate requirements are pre- 
ented in the brochure “Admission Requirements o 
American Medical Colleges” prepared by the Asso¬ 
ciation of American Medical Colleges. 

The majority of the medical practice acts have 
teen amended to agree with the requirement o 
,reprofessional education exacted by the Coma 
nd the Association of American Medical Colleges. 
Iris requirement is not specified in tlje aws o 
Lrizona, Colorado, Iowa, Nevada and Ohlahom, 
/bile the laws in Georgia and Missouri me 
tate that a high school diploma is a requirment. 
wo years of preprofessional college is the e„ 
equipment in the Canal Zone, Delaware, District 
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" of Columbia, Illinois, Maryland, Massachusetts, 
Mississippi, New Jersey, New York, Ohio, Oregon, 
/ Rhode Island, Virginia, and West Virginia. The 
preprofessional requirement exacted by eight 
: boards-Califomia, Connecticut, Delaware, Massa¬ 

chusetts, New York, Puerto Rico, Washington, and 
: Wisconsin— according to their medical practice acts, 

specify in detail the subjects which must be 
covered in preprofessional training. 

Experiments in medical education, which are de¬ 
signed, in part at least, to break die barrier that 
has traditionally existed between colleges and 
l schools of medicine, are being planned or have been 
implemented in several medical schools. These 
programs allow talented students at the end of the 
second or diird college year to begin medical school 
studies while at the same time continuing liberal 
arts college courses/ The licensing boards, with 
a few exceptions, have indicated that students com- 
i pleting their medical training under one of the 
' programs which are designed to shorten one year 
of formal education for selected students will be 
eligible for licensure as meeting the stated pre¬ 
professional requirements. 

Approval of Medical Schools 

Seven licensing boards maintain their own list 
! of approved medical schools in the United States 
and Canada. Twenty-six boards require applicants 
; for licensure from approved medical schools in the 
United States or Canada to be graduates of medical 
schools approved by the Council on Medical Educa¬ 
tion and Hospitals. Two boards require member¬ 
ship in the Association of American Medical 
Colleges. Twenty boards specify that schools must 
be approved by the Council and be in membership 
in the Association of American Medical Colleges. 
In 16 instances, the requirement is specified in the 
! medical practice act; 37 boards reported that it is 
a formal regulation; 2 indicated that it was an 
informal policy. In actuality, all approved medical 
schools are both approved by the Council and in 
membership in the Association of American Medi¬ 
cal Colleges. 

Internship as a Prerequisite for Licensure 

There is currently no medical school in the 
United States which requires that the student 
serve an internship as a prerequisite to graduation. 
Duke University School of Medicine specifies the 
internship requirement but does not withhold the 
degree until the internship is completed. The de¬ 
gree is issued at the end of the four-year medical 
course, but the school obtains from each student 
a signed agreement that he will spend two years in 
training in a hospital or laboratory before entering 
practice. 

One year of internship, as a requirement for 
licensure, is required by 38 licensing boards. Seven 
boards specify that the internship must be a rotat¬ 


ing service. Missouri requires the internship for 
reciprocity applicants only. Those licensing boards 
that require an internship as a prerequisite for 
licensure are listed in table 19. Specific require¬ 
ments as to the content of the intern service or 
other regulation of the licensing board is indicated 
by footnote. 


Table 18 .—Enactment and Operation of 
Medical Practice Act 


State 

Alabama . 


First Medical 
Practice Act 
Enacted 
. 1377 

First Examining 
Board Established 
Under Medical 
Practice Act 
1377 

Alaska . 




Arizona . 


. 1913 

1913 

Arkansas . 


. 1909 

1909 

California . 



1376 

Canal Zone. 



1933 

Colorado . 




Connecticut . 


. 1S7S 

1373 

Delaware . 


. ISSTj 

1535 

District of Columbia . 


. 1396 

1396 

Florida . 



19*21 

Georgia . 


. 1913 


Guam .. 


. 1917 

1917 

Hawaii . 




Idaho . 



1303 

Illinois . 



1376 

Indiana .. 




Iowa .•. 



1336 

Kansas . 



1901 

Kentucky . 



1873 

Louisiana . 


. 1594 

1391 

Maine . 



1391 

Maryland. 



1392 

Massachusetts . 



1391 

Michigan . 



1399 

31innesota . 



1SS3 

Mississippi . 



1819 

Missouri ... 



1903 

Montana . 



1539 

Xebrasta . 



1391 

X'evada . 



1905 

New Hampshire . 



1915 

New Jersey . 


. 1S90 

1S90 

New Mexico . 



1901 

New York . 



1591 

North Carolina . 


.. 1S.YJ 

1859 

North Dakota . 



1390 

Ohio . 


. . 1S96 

1596 

Oklahoma . 


,. 1903 

1903 

Oregon . 


. 1339 

1339 

Pennsylvania . 


.. 1911 

1911 

Puerto Rico . 


. 1903 

1903 

Rhode Island . 


1395 

1595 

South Carolina . 



1900 

South Dakota . 



1335 

Tennessee. 


.. 1901 

1901 

Texas . 


. 1337 

1907 

Utah . 


.. 1931 

1921 

Vermont . 


.. 1901 

1904 

Virgin Islands . 



.. 

Virginia . 



.. 

Washington . 


.. 1009 

1009 

West Virginia . 


. 1531 

1331 

Wisconsin . 



1397 

Wyoming . 


.. 1899 

1905 


Temporary and Educational Permits, Limited and 
Temporary Licenses, or Other Certificates 
Issued by State Licensing Boards 

Thirty-nine boards provide for the issuance of 
temporary and educational permits, limited and 
temporary licenses, or other certificates for the 
practice of medicine. The terms for the issuance of 
such certificates vary. This limited registration may 
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apply to hospital training, to those ineligible for 
beensure who seek further educational tJZl or 
tegular practice until the next regular session 

Iadlil 19 .—Medical Licensing Boards 
Intermitip 


EDUCATION AND HOSPITALS 


J.A.M.A., .May 28, 1!)G 0 


Requiring One-Ye, 


ear 


Alabama 

Alaska* 

Arizona 
California 
Canal Zona 5 
Colorado 
Delaware' 1 

District of t’olimii.ia 

(tiiam 

Hawaii 

Idaho 

Illinois* 

Iowa 


Kansas 

Kentucky 

Louisiana 3 

Maine 

•Michigan 

Missouri 0 

•Montana 

Nevada 

Now Hampshire 
New Jersey 11 
North Dakota 
Oklahoma 
Oregon 


Pennsylvania" 
Puerto Rico 3 
Ithode Island 3 
Houtli Carolina 
South Dakota 
Utah 
Vermont 
Virgin Islands 
Washington 0 
West Virginia 

Wisconsin 

Wyoming 


*• At the discretion of the hoard. 

“• internship must he a rotating service. 

JJ.t U,t ^,'Y n ' ico l“dttm at least, three months each in 

'manti ,'^'"'-''hth «in) 01Wtetrlu.s.Pedlntrie.s; the remaining three 
months to ho spent In either of these or medical specialties, 
lor reciprocity applicants. 

a. One-year rotating service or ttro-year straight internship. u leas! 
Si" 1 " 1 Iw ro t‘*t>nh’ service must ho in general surgery• three 
months, general medicine; ami sis weeks, obstetrics. J 

, ii,' ^tjuight internship accented after seven yea is from date of gradu¬ 
ation from medical school, internship must la; a rotating service. 

of the licensing board. A list of these states and 
information on the length of validity of this special 
registration are shown in table 20. 


Licensure, Registration, or Other Requirements f nr 
Interns and Residents Serving in Hospitals 

J,V he ma J° rit y of states, physicians serving m 
tern ships are not required to be licensed intT 
state m which the hospital where they are internfo! 
“ located. Indiana and Puerto Rico have £7 
qurrement while Rliode Island and South C a ,„£ 
will issue a temporary permit for internship M „. 
mg. The states which require some form of re .is. 
tiahon with the licensing board or a stipule, 

listed in SST ^ ^ ^ ^ ® 

Thirty-two boards require that physicians servin'* 
as residents m hospitals must be licensed or s timi° 
ate registration in the state. Four boards indicate 
hat registration must be in the form of a regular 
license. Other boards do not require full licensure 
or lesidents but issue certificates limited in nature 
which may be called a limited license, a resident's 
license, temporary permit, or temporary license. In 
a few instances, a residency may be served for a 
specified period without licensure. The regulations 
of each of the licensing boards that exact some 
i equirement of those engaged in residency training 
are given in table 22. 


Table 20.~Teinporunj and Educational Permits, Limited and Temporary Licenses 
or Other Certificates Issued by State Licensing Boards 


Alaska 

Arizona 

Arkansas 

Connecticut 

Delaware 

District of 
Columbia 

Ucorgla 

Oimin 

Idaho 

Illinois 

i/idifitm 

iowa 

Kansas 

Kentucky 

Louisiana 


Maine 

Massachusetts 

Miciilgan 


Temporary penults issue! while processing permanent 
licensure, for physicians employed in the summer can¬ 
nery season, uml to physicians in the armed forces on 
short periods with private physicians, and for locum 
tenons work. 

Temporary permits issued on basis of community 
emergency. 

Temporary permits Issued in cases oi emergency, valid 
until the next meeting of the board. 

Educational permits grunted to graduates of unap¬ 
proved medical sellouts to serve in approved hospital 
training programs. 

Temporary emergency license granted for one your, 
subject to renewal, and for locum lencns practice. 
Permit for federal physicians; borderline permits for 
physicians licensed and practicing in contiguous 
counties of Jfuryluud and Virginia to attend specific 
patients In the District of Columbia. 

Temporary permit until board meets, institutions) 
permit may be granted to physicians who are not 
citizens uud/or foreign graduates. 

Restrictive certificate to permit medical employees of 
federal contractors to practice in the discharge of 
their official duties. 

To candidates holding certificate of National Hoard 
of Medical Examiners or licensed by written examina¬ 
tion in another state until next meeting of Board, 
to residents In hospitals, a temporary permit may he 
granted. 

Temporary certificate for residency training tor appli¬ 
cants who are not qualified for permanent registra¬ 
tion. Permit issued for service in slate hospitals to 
physicians eligible for licensure. 

Temporary license pending next examination for 
graduates of approved medical schools. 

Itesident physician license for trutuing in approved 
hospital under supervision of licensed physician. 
Temporary permit until next board meeting. Not 
renewable. Appliuction must be in order for licensure. 
Temporary permits issued to applicants by endorse¬ 
ment for six-month period to serve until investiga¬ 
tions completed and meeting of board. Limited licenses 
for one year, renewable for special place, purpose, and 
time. 

Temporary permit is granted to physicians possessing 
the ncecssury credentials who file application tor 
examination or reciprocity and who locate in Louisi¬ 
ana between the regular semiannual meetings ot the 
hoard. Temporary permit valid until next meeting of 
the board. „ , 

Temporary camp license for season. Hospital resident 
license for one yeur in specific hospital. 

Limited registration covering appointment as intern, 
resident or fellow in specific hospital, or as assistant 
In medicine while a student in medical school. 
Temporary annual license for resident training. lern- 
porury annual license to Canadian citizens and foreign 


Minnesota 

-Mississippi 


Montana 

Nevada 

New Hampshire 

New Jersey 

New Mexico 

New fork 

North Carolina 
North Dakota 

Oklahoma 

Pennsylvania 

Rliode Isiund 
South Carolina 

South Dakota 


Texas 

Vermont 

Virginia 

Virgin Islands 


West Virginia 
Wisconsin 


medical graduates who have fulfilled all the require- 
meats for permanent licensure with flic exception oi 
in!) citizenship. 

Limited license for duration of residency. 
Temporary license for practice until next board meet¬ 
ing pending permanent license by examination or 
reciprocity. Temporary license is a full privilege license 
on temporary basis. 

in extenuating circumstances in a community without 
adequate medical service, a temporary license may he 
issued until the next regular meeting of the board. 
Temporary permit for one year for residency trulutng 
provided candidate is eligible for permanent licensure. 
Temporary license or until full citizenship or a max¬ 
imum of five years for foreign-trained physicians; 
temporary license to residents in approved hospital.- 
for duration of residency (optionul). 

Temporary license for four months to physicians elig¬ 
ible for full licensure when requested by licensed phy¬ 
sician who will be out of the state. 

Temporary permit issued until next board meeting. 
Institutional permit issued for practice in stutc hos¬ 
pitals only. 

Temporary certificate for two years for residency 
training except in state mentul and municipal hos¬ 
pitals. 

Limited license issued for duration of residency. 
Temporary permit for United States uml Canadian 
gruduutes until next board meeting. 

Temporary license for one year for residency training 
in approved hospital. 

Postgraduate certificate issued for residency training 
in approved hospital and for the length of time re¬ 
quired for certification by a specialty hoard. 
Temporary permit for one yeur for interns, residents, 
and bouse officers in hospitals. 

Temporary permit for one year for interns, resident-, 
residency training; renewable. Temporary permit.-' are 
issued to endorsement applicants beginning practice 
prior to hoard meting. 

Temporary license issued for graduates oi foreign 
medical schools for four yeurs for practice in emer¬ 
gency medical areas'. 

Temporary permit issued until next board meeting. 
Limited license for summer camp physicians. 
Temporary permit may he issued until next i‘ u3ri 

meeting for reciprocity applicants. 

Temporary certificate issued to military *enlw I* 
sonncl on duty, amt to municipal personnel 
next board meeting. , 

Temporary permit Issued until next bourd meeting 

qualified applicants. lutes oi 

Temporary educational permit issued w hradtlatc- 

Sn medical schools for 

he renewed annually lor not more than five H-m- 
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Schedule of Written Examination Dates and 
Reciprocity Meetings 

The schedule of dates for written examination 
and meetings or oral examination for the issuance 
of licenses by reciprocity or by endorsement of 
credentials is given in table 23. In most instances, 
written examinations are scheduled twice annually 
and reciprocity meetings quarterly or as soon as 
the application for licensure can be processed. In 
those states requiring a basic science certificate for 


ment and the fee charged for such registration. 
Some of these states require such registration 
whether or not the physician resides in the state. 
The fee charged ranges from $1 to $10. Six states 
have a nonresident fee. In Florida, physicians are 
required to register with the State Board of Health, 
whereas Illinois, New Hampshire, New York, North 
Carolina, and West Virginia require biennial regis¬ 
tration. 

Citizenship Requirements for Licensure 


Table 21 .—Licensure, Registration, or Other Requirements 
for Interns 


Licensure 
Indiana 
Puerto Rico 
Rhode Island 4 
South Carolina’ 


Registration 
Arkansas 
Cali forniu 
Canal Zone 
Colorado 2 
Delaware 3 

District of Columbia 3 
Massachusetts*"* 
Nebraska 
New Jersey® 

New Mexico 
Texas 


Other Requirements 
Arizona 1 
Florida 4 
Pennsylvania 7 
Virginia 0 
West Virginia 10 


1. Licensed hospitals must register annually names of all interns. 

2. May serve for an aggregate period not to exceed four year?: re¬ 
quired to register with licensing hoard annually. 

3. May serve for two years without licensure. 

4. Hospitals required to register names of interns every six months 
with State Board of Health. Interns may serve for a period of three 
years without licensure. 

3. Limited registration granted. 

6. May serve for not more than two years without licensure. 

7. Hospitals required to report names of interns. 

s. Temporary permit required. 

0. Hospitals required to report names of interns and to secure per¬ 
mission from hoard to accept graduates of unapproved medical 
schools. 

10. Graduates of foreign medical schools must obtain approval from 
board. 


licensure, dates of the examinatiou or reciprocity 
meetings are arranged closely timed with tire exam¬ 
ination and meeting dates of the boards of examin¬ 
ers in the basic sciences. A few states issue tem¬ 
porary’ permits enabling physicians to begin the 
practice of medicine until the board examination 
or meeting is held. 

Medical License Fees 

The fee charged by each of the medical licensing 
boards for registration by’ examination and by’ 
reciprocity or endorsement of credentials is given 
in table 24. The examination fee is nearly' uniform 
throughout the country', the majority' of the boards 
charging a fee of $25. Two boards reported an 
increase in the fee charged for tire written exami¬ 
nation, and three boards reported an increase in 
tlie fee charged for a license without written exam¬ 
ination. Four boards—District of Columbia, Mis¬ 
souri, Oregon, and Tennessee—have a lower fee for 
those being certified on the basis of the certificate 
of the National Board of Medical Examiners than 
for candidates licensed by endorsement of state 
licenses. Kansas and North Dakota specify' that the 
fee for a license without examination shall be a 
sum equal to the fee of the endorsing state. 

Annual Registration 

Forty boards require physicians to register their 
licenses annually' or biennially. In table 25 are 
listed the licensing boards that exact this require¬ 


The requirements pertaining to United States 
citizenship exacted by' various medical licensing 
boards are tabulated in table 26. Nine boards have 
no requirement for citizenship; 17 boards require 
the applicant for licensure to have declared his 
intention of becoming a United States citizen; 29 
boards require the applicant for licensure to be a 
full citizen. 


Table 22.—Licensure, Registration, or Other Requirements 
for Residents 


Licensure 

Illinois* 

Indiana 

Iowa 3 

Maine® 

Michigan® 

Minnesota® 

Nevada* 

New York 10 
North Carolina 11 
Oklahoma 11 
Puerto Rico 
Rhode Island® 
South Carolina 13 
South Dakota 
Texas 


Registration 
Arkansas 
California 
Canal Zone 
Colorado 2 
Delaware 

District of Columbia 
Idaho 

Massachusetts 7 
Nebraska 
New Mexico 


Other Requirements 
Arizona 1 
Florida 3 
New Jersey 3 
Pennsylvania 12 
Virginia 14 
West Virginia 13 
Wisconsin 1 ® 


1. Licensed hospitals must register annually names of all residents. 

2. May serve for an aggregate period not to exceed four years: re¬ 
quired to register with licensing board annually. 

3. Hospitals required to register names of residents every six months 
with State Board of Health. Residents may serve for a period of three 
years without licensure. 

4. Applicants who wish to serve residencies in Illinois hospitals ami 
who are not eligible for permanent registration may apply for tem¬ 
porary certificates which are issued without examination. Temporary 
permit issued for service in state hospitals to physicians eligible for 
licensure. 

.3. Resident physician's license issued for a period of not more than 
seven years in approved hospital: must practice under the supervision 
of a licensed physician. 

U. Temporary license i»ued. 

7. Limited registration covering appointment as resident, or fellow 
in a specific hospital. 

5. Temporary permit for one year; candidate must be eligible for 
permanent licensure. 

9. May serve two years without licensure. 

10. Temporary certificate for two years for residents, except in state 
mental and municipal hospitals. 

11. Limited license for duration of residency. 

12. Postgraduate certificate issued for residency training if licensed 
in any state or Canada or hold the certificate of the National Board 
of Medical Examiners. 

13. Temporary permit for one year. 

14. Hospitals required to report name of residents and to secure 
permission from board to accept graduates of unapproved medical 
schools. 

13. Graduates of foreign medical schools must obtuin approval from 
board. 

10. Temporary educational permit issued to graduate*: of foreign 
medical ^chooL-. 


Licensure on Government Credentials 

In most of the states, no provision is made in the 
medical practice act for the acceptance of govern¬ 
ment credentials as a basis for licensure, without 
examination. Twelve boards—Alabama, Arizona, 
California, Canal Zone, Delaware, Guam, Illinois, 
Pennsylvania, Texas, Utah, Vermont, and Wiscon¬ 
sin—have indicated that, in their discretion, they 
may accept such credentials under varying regu¬ 
lations. 
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Canada for measure by examination on the same 
basts as graduates of approved medical schools of 

TAB “i22f# for w i rittcn Examinatio » <>»<i 

(nuance of Licenses by Reciprocity or 
Endorsement of Credentials 


EDUCATION AND HOSPITALS j. AM a .. 

J A.M.A., May 28, 

licensure by reciprocity or endorsement 
tons are made, in some instances, in the citizen^?' 
requirement for candidates from CanX qg 


, , Written Examinations 

Alabama .Uinually 

. On application 

Arizona . Quarterly 

Arkansas.Tune atui xovember 

California. Quarterly 

Canal Zone . On application 

Colorado. Twice annually 

Connecticut. . March, July, ami 

November 

Delaware .lununry unit July 

District of Columbia . Twice annually 

tlorida . June and November 

Georgia .. nm( October 

^ ,laln . On application 

Hawaii . January and July 

ftialio . Twice annually 

Illinois . Quarterly 

Indiana . Annually, June 

lows . June and December 

Kansas ./unitary und June 

Kentucky . Semiannually 

Louisiana .Tune und December 

Maine . March, July, ami 

November 

Marylund . June and December 

Massachusetts . January and July 

Michigan . June and October 

Minnesota . Quarterly 

Mississippi . Annually In June 

Missouri .Three times annually 

Montana . Semiannually 

Nebraska . Annually lu June 

Nevada . Quarterly 

New Hampshire. Twice annually 

New Jersey . June and October 

New Mexico . Twice annually 

New York .(unc and December 

North Garolinu . Annually 

North Dukota .January and July 

Ohio . June and December 

Oklahoma . Annually 

Oregon . January und July 

Pennsylvania . January and July 

Puerto Rico . Twice annually 

Rhode Island . Quarterly 

South Carolina . Twice unnually 

South Dukota . Twice annually 


Licenses bv 
, Reciprocity or 
Endorsement Issued 
Continuously 
On application 
Quarterly 

June and November 
Continuously 
On application 
Quarterly 
Continuously 

January and July 
Quarterly 
No Reciprocity 
Juno und October 
On application 
Continuously 
Twice annually 
Quarterly 

Approximately S times 
annually 

Monthly 

January and June 
Every two months 
June und December 
March, July, ami 
November 
Every live weeks 
.Monthly except 
August 
Continuously 
Quarterly 

June anil December 
Six times annually 
Semiannually 
Continuously 
Quarterly 
Twice annually 
Monthly except 
August 

Twice annually 
Continuously 
Five times annually 
January and July 
January, April, .Tunc, 
July, October, mid 
December 
Quarterly 
Quarterly 
Every six weeks 
Continuously 
Eight times annually; 

special meetings! 
Three times annually 
Continuously 


Table 24.~ 

Alabama ... 

-Medical Licensure Fees 

Examl- Reciprocity 
nation or Endorsemw 

Alaska _ 


i 50 

Arizona . 


no 

Arkansas .... 


100 

California .... 


100 

Canal Zone . 


100 

Colorado . 


■» 

Connecticut . 


:>o 

Delaware . 


100 

District of Columbia ... 


100 

Florida .... 


;>o* 

Georgia . 



Guam . 


M 

Hawaii . 


:>o 

Idaho . 


50 

Illinois . 


100 

Indiana . 


50 1 - 

Towa . 


too 

Kansas ... 



Kentucky . 



Louisiana . 


75 

Maine . 


1 .) 

Marylund . 


. 52 

Massachusetts . 



Michigan . 



.Minnesota . 


100 


Mississippi . ", . lu 

Missouri . 25 

Montuna .jjjy 

Nebraska .-. o 5 

Nevada . l00 

New Hampshire . 30 

New Jersey . 50 

New Mexico . 50 

New York. j0 

North Carolina . 50 

North Dakota . 200 


Ohio .. 

Oklahoma ...... 

Oregon . 

Pennsylvania ... 
Puerto Rico .... 
Rhode Island ... 
South Carolina 
South Dakota .. 

Tennessee . 

Texas . 

Utah . 

Vermont . 

Virginia . 

Virgin Islands .. 

Washington _ 

West Virginia .. 

Wisconsin . 

Wyoming . 


a. Endorsement fee, $25. 
h. Clinical Test, $50. 

c. Sum erpial to fee of endorsing state. 

d. Endorsement fee, $50. 

e. Endorsement fee, $10. 


Tennessee . Quarterly Continuously 

Texas . Twice annually Quarterly 

Utah . Once unnually February, June, 

August, und 
November 

Vermont .January und June Continuously 

Virgin Islands . Twice annually Twice annually 

Virginia . Twice unnually Twice unnually 

Washington . January und July January and July 

West Virginia . January und July Quarterly 

Wisconsin . .January und July Quarterly 

Wyoming . Three times annually Three times annually 


the United States. Table 27 records the registration 
policies for citizens of Canada. Few'states indicate 
that they will accept Canadian registration for 


table shows for each state whether United States 
citizenship is a requirement, whether the candidate 
must declare his intention of becoming a citizen, 
or if no citizenship requirement is exacted. 

Licensure of Foreign-trained Physicians 

The Council on Medical Education and Hospitals 
of the American Medical Association and the Exec¬ 
utive Council of the Association of American Medi¬ 
cal Colleges for a period of ten years (1950-1960,1 
published a listing of foreign medical schools whose 
graduates thev have recommended foi consi cr 
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tion on the same basis as graduates of approved 
medical schools in the United States and Canada. 
This list was offered as an advisory list for the use 
of state licensing boards, hospitals, specialty boards. 


Table 25.— States Requiring Annual Registration 


State 
Alabama . 




Fee 
$ 5.00 
10.00 





5.00 

Arkansas . 




a 

California . 




3.00 





b 

Connecticut .... 




3X0* 

District of Columbia .. 


4.00 





3.00 





5.00 





10.00 





6.00 

Indiana . 




d 

Iowa. 




3.00 

Kansas . 




5.00 

Louisiana . 




10.00 





5.00 

Michigan . 




5.00 





3.00 





2.50 

Montana.. 




e 


State Tee 

Nebraska . S 3.00 

Nevada . 10.UU 

New Hampshire*. 5.00 

New Mexico .. f 

New York* . 0.(0 

North Carolina*. 5.00 

North Dakota. 3.00 

Oklahoma . 5.00 

Oregon '. g 

Pennsylvania . 1.00 

Rhode Island. 1.00 

South Dakota. 2.00 

Tennessee. 5.00 

Texas. 5.00 

Utah . 3.00 

Vermont. 2.00 

Virginia . 1.00 

Washington . 7.00 

West Virginia*. 2.00 

Wisconsin . 3.00 

Wyoming. 2.50 


* Bfennlal Registration. 

a. Residents $2, nonresidents S4. 

b. Residents $2, nonresident $10. 

c. Required by State Board of Health. 

d. Residents $5, nonresidents $10. 

e. Residents $5, nonresidents $1. 

f. Residents $2, nonresidents $5. 

g. Residents $20, nonresidents £5. 


and other organizations, in the United States con¬ 
cerned with the evaluation of medical schools. It 
was acknowledged that this was a tentative listing 
and that the position of the two councils with 
respect to foreign medical schools not listed was 
that they neither approved nor disapproved them. 
With the development and operation of the Ameri¬ 
can Medical Qualifying Examination by the Edu¬ 
cational Council for Foreign Medical Graduates 
(referred to elsewhere in this study), both councils 
have withdrawn this listing, effective January 1, 
1960. The councils wish to emphasize that this 


Table 26.— Citizenship Requirements for Permanent 
Licensure 

No Requirement 

California Guam Utah 

Canal Zone Maine Virgin Islands 

District of Columbia North Dakota Washington 


Arizona 

Connecticut 

Hawaii 

Idaho 

Indiana 

Iowa 


Declaration of Intention 


Maryland 

Massachusetts 

Mississippi 

New York 

Oregon 

Pennsylvania 


Rhode Island 
South Dakota 
Texas 
Virginia 
Wisconsin 


Alabama 

Alaska 


Arkansas 

Colorado 

Delaware 

Florida 

Georgia 

Illinois 

Kansas 

Kentucky 


Full Citizenship 
Louisiana 
Michigan 
Minnesota 
Missouri 
Montana 
Nebraska 
Nevada 

New Hampshire 
New Jersey 
New Mexico 


North Carolina 
Ohio 

Oklahoma 
Puerto Rico 
South Carolina 
Tennessee 
Vermont 
West Virginia 
Wyoming 


notice of.discontinuing the listing of foreign medi¬ 
cal schools is not intended to indicate any lowering 
°f standards of the foreign medical schools that 
have been on the list. Rather, this action reflects 
the councils inability to acquire and maintain a 
continuing, adequate knowledge of the educational 
programs of the foreign medical schools whose 
graduates come .to the United States. 
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The two councils now recommend that agencies 
in die United States concerned with die medical 
qualifications of graduates of foreign medical 

Table 27 .—Registration Policies for Citizens of Canada by 
Licensing Boards in the United States 


=if «jf I := - 3 
i I ^ 


X ~ — 


|g*| Sg£ 

5 5 Jl -is 

S = s;f g|l 


O r 
4 — 7 ~ 


*2 Hx 




SO’ 

— n 




§5 

*= — 5^ r 


■x, 2 

is 5: 

2 c- 


United State* 
Citizenship 
Requirement 
for Candidates 
from Canada 


^*3 2*3 t B Z 

sx-s; c s 

Alabama . x 

Alaska . x 

Arizona .. x 

Arkansas . x 

California . x 

Canal Zone. x x 

Colorado . x 

Connecticut. x x 

Delaware. x 

District of Columbia ... x 

Florida . x 

Georgia . x 

Guam . x 

Hawaii. x 

Idaho . x 

Illinois . x 

Indiana . x 

Iowa . x x 

Kansas... x 

Kentucky . x 

Louisiana. x 

Maine . x 

Maryland . x 

Massachusetts. x 

Michigan . x 

Minnesota . x 

Mississippi . x x 

Missouri . x 

Montana . x 

Nebraska . x 

Nevada . x 

New Hampshire . x x 

New Jersey . x 

New Mexico. x 

New York. x 

North Carolina. x 

North Dakota. x 

Ohio . x 

Oklahoma . x 

Oregon . x 

Pennsylvania .:... x 

Puerto Rico . x 

Rhode Island. x 

South Carolina. x 

South Dakota. x 

Tennessee. x 

Texas. x 

Utah . x 

Vermont . x x 

Virgin Islands. x 

Virginia . x 

Wa>hington . x x 

West Virginia . x 

Wisconsin . x 

Wyoming . x x 


£ Full Declara- Not 
T Citizen- tion of Re- 
c ship Intention qulred 


x l 

x 


x Implies Yes 

1. Issued temporary license renewable for rive year* or until full 
citizenship K obtained. 




















































































scbods consider certification by the Educational 
Council for Foreign Medical Graduates as evidence 
w t re recipient of such certification is possessed 
of medical knowledge comparable to that expected 
of graduates of approved medical schools in the 
nited States and Canada. These two councils 
further recommend that such certification be con¬ 
sidered as evidence of the quality of medical train¬ 
ing offered by the medical school attended by the 
holder of a certificate at the time of his graduation. 

The current requirements for foreign-trained 
physicians seeking medical licensure in the United 
States and its possessions are given in table 28. 
Foreign-trained physicians are not eligible for li¬ 
censure in Arkansas, Louisiana, Nevada, Oklahoma, 
Utah, and Wyoming. All but 13 boards have the 
requirement that the applicant must present the cer¬ 
tificate obtained after successfully passing the 
American Medical Qualifying Examination of the 
Educational Council for Foreign Medical Gradu- 
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both foreign-bom and American citizens educated 
abioad. Graduates of medical schools of tlrePhihn 
pines, Iceland, 18 South and Central American 
countries, 21 European countries, and 21 countries 
m Asia and Africa were represented at examination 
Hie number of examinees totaled 2,766. Graduates 
of 244 medical schools were examined. The number 
who were successful was 1,870; failures numbered 
896 (32.4%). More than 75 graduates from seven 
schools were examined, and 19 schools had from 
25 to 75 of their graduates examined for licensure 
in the United States in 1959. 

The greatest number examined by any one state 
was 613 in New York; 343 passed, and 270 (44%) 
failed. Illinois examined the next greatest number 
574; 345 passed, and 229 (39.8%) failed. More than 
100 were also examined in California, Connecticut, 
New Jersey, Ohio, and Virginia. 

Table 30 presents the number of graduates of 
foreign faculties of medicine examined for medical 


ates. A column in the table indicates the states 
which exact this requirement. The citizenship re¬ 
quirement of each board is specified in this table 
as well as separately in table 26. Thirty-two boards 
reported that the foreign-trained physician must 
serve an internship of one year or more in an 
approved hospital in the United States before be¬ 
ing eligible for licensure. In addition to the items 
tabulated in this table, many of the boards have 
specific requirements or varying exemptions. The 
factual data pertaining to these regulations are 
included in the text. 

This chart was developed by the Council on 
Medical Education and Hospitals of the American 
Medical Association in an effort to assist the for¬ 
eign-trained physician seeking licensure in the 
United States. An attempt has been made to pre¬ 
sent the situation as it exists; the table is intended 
to give only a summary of existing requirements. 
Persons interested in licensure should supplement 
these data by communicating with the licensing 
boards. Medical licensure in the United States is 
a “state right” and is entirely under the jurisdiction 
of the governments of the individual states. The 
power to license physicians is exercised through 
the medical licensing board of each state. Official 
supplementary information concerning the accepta¬ 
bility of foreign credentials and subsequent changes 
in the regulations should be obtained directly from 
the licensing board. There is also available fiom 
the office of either Council a pamphlet entitled 
“The Present and Future Status of Foreign Medical 
School Credentials in the United States,” which 
contains helpful information to foreign-trained 

physicians. , 

■ Table 29 records the number of graduates of 
foreign faculties of medicine examined for medical 
licensure by 43 boards in 1959. The figures include 


licensure in the United States in 30 years (1930- 
1959). In 1936, the number of foreign-trained phy¬ 
sicians seeking licensure in the United States began 
to increase; by 1940, there were over three times as ‘ 
many as were tested in 1936. Beginning in 1944, 
the number examined began to decrease, until 1951, 
when there was a noticeable increase. In each suc¬ 
ceeding year, the number examined has increased. 
In 1959, the increase over the previous year was 
199. At no time in the 30-year period did fewer 
than 30% fail. The percentage of failures in 1959 
was the lowest in 22 years. 

In table 31 are given, for a 14-year period 
(1946-1959), the number of foreign-trained physi¬ 
cians licensed by each state board, both after 
written examination and by endorsement of creden¬ 
tials. Whereas table 29 reflects the candidates reg¬ 
istered after examination only and indicates the 
percentage failing in each year, table 31 records 
the total.number licensed in each state. In the 
period from 1946 to 1959, there were 11,187 li¬ 
censes issued to foreign-trained physicians after 
written examination and 2,322 by endorsement of 
credentials. The total number of such licentiates 


;istered was 13,509. 

Represented in table 32 are figures regarding the 
eign-trained physicians registered in 1959 who 
re not previously licensed in the United States 
1 who, therefore, are additions to the medical 
ifession. There were 1,626 in this group. Of 
;se, 1,605 were licensed by written examination 
1 21 by endorsement of credentials. Comparative 
ires for nine previous years, together with the 
lires for 1959, are given in table 33. In ten years 
50-1959), there were 8,349 foreign-trained phy- 
ians who were added to tire physician popula- 
a of the United States. Of these, 8,088I obtained 
msure by written examination and 261 by en- 
rsement of credentials. 
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Table 2 8.— Status of Requirements for Medical Licensure for Physicians Trained in Foreign Countries Other than Canada 9 



•= 




.2 

t- T - 





3 




z . x 









z>z 





C 




«■. z 










■/. 












-r 


z 


— 


z 




— 




z — z 

z 





i: 


V. 

1 1 

1 



J3 



£ 


§1 s 

1 



— — — 





— 

z 

• 


— 

~ Z 




UI z —■ 


- 




CJ 


■r. 


~s, 

£ 



o~ 




X — 

z 

£ 


— -> ~ 


CJ 


3 

J CJ 

— 

— 


— 

— 3 





z 





55 

- '? 


= — 




z 

3 — 




7- Zz 

z 

3 


* < z 

U; _ x 

S 3 Z — 


*3 


o 

— 

z 



X 

— 3 

< ~ 

z 


£x 

szz 

z 

z 


-fc 5 Z tm 

1 

r. 

3 

E| 


ztz 

£ 

X s 



If 

1 

ZJ 

X 

if 

IS! 

1 

y.~S 


X 

X 

X 

X 


X 

X 

2.1 

Nebraska . 

X 


X 

X 


X 


25 


X X 

X 

X 

X 




:r» 

Nevada . 

.. Not Accepted 







X 

D 

X 

X 


X 

.. 

25 


x 


X 


X 

X 

X 

30 

Arkansas . 

Not Accepted 







New Jersey ... 

.. X 

X 

X 

.. 

X 


X 

50 

California . 

X 



X 



X 

25 

New Mexico .... 

X 


D 

X 


X 


50 


X X 






X 

10 

New Tork . 

.. x 


D 





Pi 

Colorado . 

X 

X 

X 

X 



X 

25 

North Carolina 

.. x 


X 



X 

X 

50 

Connecticut ... 

X 

I> 

X 



X 

X 

35 

North Dakota . 

X 


D 


X 

X 

X 

50 

Delaware . 

. X X 

X 


X 


X 

X 

25 

Ohio . 

X 


X 



X 

X 

50 

District of 









Oklahoma .... 

Not Accepted 






Columbia .... 

X X 


X 

X 




25 

Oregon . 

. x 


D 

X 

X 

X 

X 

50 

Florida . 

.. X 

X 

X 



X 

.. 

50 

Pennsylvania . 

X 


D 


X 

X 

X 

25 

Georgia . 

. X X 

X 




X 


20 

Puerto Rico ... 

X 


X 


X 



30 


X X 



X 


X 


50 

Rhode Island . 

. X 

X 

D 

X 

X 

X 

X 

25 

Hawaii . 

X X 

D 


X 



X 

50 

.South Carolina 

. x 


X 




X 

75 

Idaho . 

X 

D 


X 


X 

X 

25 

South Dakota . 

. X 


D 

X 

X 

X 

X 

20 

Illinois . 

. X 

X 


X 



X 

50 

Tennessee. 

. X 

X 

X 

X 



X 

35 



n 






25 




D 

X 




50 

fowa . 

. X 

D 

X 

X 


X 


25 

Utah . 

Not 

Accepted 






Kansas . 

X X 

X 

X 

X 



X 

50 

Vermont . 

. x 


X 


X 

X 

X 

20 

Kentucky . 

. X 

X 


X 


X 

X 

50 

Virgin I.-lands . 

. X 


D 

.. 

X 


X 

65 

Louisiana . 

Not Accepted 







\irginia . 

. X 


.. 

X 

X 

X 

50 

Maine . 

. X X 



X 


X 


27 

Washington .. 

. X 

X 


X 

X 

X 


25 

Maryland . 

. x 

D 


X 


X 

X 

35 

West Virginia . 

. x 


X 


X 

X 

X 

25 

Massachusetts . 

X 

I) 





X 

50 

W isconsin . 

X 

X 

D 

X 

X 

X 

X 

4 .» 

Michigan . 

X 

D 

X 

X 


X 

X 

30 

Wyoming . 

Not Accepted 






Minnesota . 

X 

X 

X 

X 


X 

X 

•25 












D 






10 

This summary 

should be supplemented by direct communication with 

Missouri . 

X 




X 



! the secretary of the licensing board of the state in which the phy 

-1C1JI1 

Montana . 

. x x 

X 


X 


X 


50 

I* interested 










separate table applicable to Canadian citizen?!, 
x Implies yes. 

D Declaration of intention to become citizen of the United States. 

Additional Requirements 

Alabama. Candidate is eligible if he Is certified by the National Board 
of Medical Examiners and approved. 

California. Two-year internship is un approved hospital in the United 
.States, one of said years being in California. 

Canal Zone. Acceptable at the discretion of the Board of Medical Ex¬ 
aminers. 

Colorado. Credentials must be submitted In original form and accom¬ 
panied by translation and will be directly verified or document.- 
should bear evidence of being visaed by the U. S. Consul in the 
country wherein the school of graduation is or was located. 

Connecticut. Minimum of three years of hospital training in approved 
hospital in United States or Canada required, one year of which must 
he in general medicine. 

Delaware. Residence for one year required. 

Georgia. Reciprocity applicants may furnish certification of passing 
examination of Educational Council for Eoreign Medical Graduates 
In lieu of acceptable medical school, and applicants for examination 
are given consideration on an individual basis. 

Hawaii. Residence for one year required. Diplomates of National Board 

m u le on reciprocity basis. 

jflano. Considered on an individual basis. 

Illinois. Limited license for practice In hospitals maintained by the 
state. 

Indiana. Two years postgraduate training in approved ho.-pital in 
Lnlted States required. 

Certificate from medical college specifying in detail the phy¬ 
sical equipment of the school, the curriculum, current catalog showing 
courses of study, and certificate that the college is recognized by 
authorities of such foreign country as qualifying its graduates for 
practice therein; diploma from such college; certificate of licensure in 
the country where graduated; all documents to be translated into 
an <l certified by the consul. . . 

Kentucky. Applicant required to complete at least five years’ training 
|n the United States in an institution approved by the board and. to 
have successfully passed examination of National Board of Medical 
■Examiners. 

dryland. Three years hospital service in the United States required, 
one year of which must he a rotating Internship or one year of 
residency in internal medicine; also one of the three years must have 
been spent In an approved hospital in Maryland. 

*»**achusettj. Must furnish documentary evidence that education is 
equivalent to that of graduates of United States medical schools 
3ud shall be required to take examination of National Board of 
Medical Examiners who shell certify that the applicant has snecess- 
lully passed said examination. 

■ichlflan. Temporary licenses for private practice may be granted to 
foreign medical graduates who have served an approved intern- 
S "*P in Michigan and have declared their intention to become a 
«ti«Q of the united States. 


Minnesota. Two-year intern.-hip U required. 

Mississippi. Interview by examining board prior to examination re¬ 
quired. 

New Hampshire. Diplomates of National Board of Medical Examiner.- 
eligible on endorsement basis. Temporary license valid until citizen¬ 
ship is completed may be given. Considered on an individual basis. 
Certified copies of credentials and translations must be tiled with 
application. 

New Jersey. Candidates graduated after June 30, 1900 required to have 
not less than three years of training in a hospital approved bv the 
board. 

North Carolina. Considered on an individual basis. 

North Dakota. Considered on an individual basis. Mu-t be licensed in 
country of school of graduation. 

Ohio. Must serve at least two years as intern or resident in approved 
hospital in United States. 

Oregon. The board at its discretion may utilize the facilities of the 
Educational Council for Eoreign Medical Graduates. Must show 
evidence of internship and/or residency of not less than two years in 
not more than two hospitals approved for such training. Less than 
an unqualified recommendctioa from the heads of these training 
programs shall preclude further consideration. 

Pennsylvania. Graduates of foreign medical schools, with the exception 
of those who maticulated before Oct. 1, 1957 in the schools approved 
by the board or those licensed by examination in another state, are 
required to pass the examinations of Educational Council for 
Eoreign Medical Graduates. 

South Carolina. Physicians holding foreign diplomas who are Board 
certified or Board eligible in their specialty and who received thi- 
training in the United States eligible. Permanent license is.-ued to 
full citizens. Temporary permits issued on a yearly ba.-i> to tho-e 
who have not received their final citizenship papers. 

South Dakota. Applicant required to practice in an emergency area for 
tour years under a temporary licen.-e and reappear before the board 
for permanent licensure. 

Tennessee. All applicants must be from medical schools whose cur¬ 
riculum equals that of the University of Teunes.-ec. Each applicant 
considered cn an individual basis. 

Virgin Islands. Residence of six months required. 

Virginia. Applicant must be licensed to practice medicine and surgery 
in country in which school of graduation is located or must have 
completed the course of study and passed examinations equivalent 
to those required for a diploma or license conferring such full right 
to practice. Two years of internship in approved hospital in the 
United States or Canada within the past five years prior to appli¬ 
cation. If citizenship is not acquired within seven year* after licensure, 
the license automatically becomes void. 

West Virginia. Applicant must be resident of the state for three year- 
preceding application and recommended by local -ociety. 

Wisconsin. 1953 Legislature established One Year Temporary Educa¬ 
tional Permit, which authorizes graduates of unapproved foreign 
schools to obtain residency training In approved ho-pltal-. May be 
renewed for two additional years. 
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boards of examiners in the 

BASIC SCIENCES 

, Inve V ^^ 0n fi StateS and the District of Columbia 
have adopted basic science requirements as a pre- 

..Tf! f ° r llCensure * The law in most of these 
applies to any person practicing the healing arts or 
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any branch thereof, whereas the law in a few 
indicates that it specifically applies 

planning to engage in the practice of medicine 
osteopathy, and chiropractic; still others include 
the r practice of naturopathy, chiropody, and den! 


MEDICAL EXAMINERS IN THE 


UNITED STATES, TERRITORIES, AND OUtISJg POffiESSims 

Alabama.Dr. D. G. Gill, Secretary, State Office 

Bldg., Montgomery 4. 


Aklska .Dr. W. M. Whitehead, Secretary, 172 

S. Franklin St., Juneau. 

Anzona .Mr. Robert Carpenter, Executive Sec¬ 

retary, 1021 Central Towers North. 

. -727 N. Central Ave., Phoenix. 

^.rkansas.Dr. Joe Verser, Secretary, Harrisburg. 

California.Dr. Louis E. Jones, Secretary, Room 

A-547, 1021 O St., Sacramento. 

Canal Zone.Dr. Eric R. Osterberg, Health Direc¬ 

tor, Balboa Heights. 

Colorado.Dr. John B. Farley, Secretary, 715 

Republic Bldg., 1612 Tremont PL, 
Denver 2. 

Connecticut.Dr. Stanley B. Weld, Secretary, 160 

St. Roman St., New Haven. 

Delaware...Dr. Joseph S. McDaniel, Secretary, 

Professional Bldg., Dover. 

District of CoIumbia...Mr. Paul Foley, Deputy Director, 
1740 Massachusetts Ave., N. W., 
Washington. 

Florida...Dr. Homer L. Pearson, Secretary, 901 

N. W. 17th St., Miami 36. 

Georgia.Mr. Cecil L. Clifton, Secretary, 224 

State Capitol, Atlanta 3. 

Guam.Dr. John E. Kennedy, Secretary, 

Marianos Islands, Agana. 

Hawaii...Dr. R. Allen Richardson, Chairman, 

1000 Ward Ave., Honolulu. 

Idaho.Mr. Armand L. Bird, Executive Sec¬ 

retary, 358 Sonna Bldg., Boise. 

Illinois.Mr. Fredric B. Selcke, Superintendent 

of Registration, Capitol Bldg., Spring- 
field. 

Indiana.Miss Ruth V. Kirk, Executive Sec¬ 

retary, 538 K. of P. Bldg., Indianap¬ 
olis. 

Iowa.Mr. Ronald V. Saf, Executive Secre¬ 

tary, 510 Empire Bldg., Des Moines 9. 

Kansas.Dr. F. J. Nash, Secretary, New Broth¬ 

erhood Bldg., Kansas City. 

Kentucky.Dr. Russell E. Teague, Secretary, 620 

S. Third St., Louisville 2. 

Louisiana.Dr. Edwin H. Lawson, Secretary, 930 

Hibernia Bank Bldg., New Orleans 12. 

Maine.Dr. Daniel F. Hanley, Secretary, Box 

637, Brunswick. 

Maryland.Dr. Frank K. Morris, Secretary- 

Treasurer, 1211 Cathedral St., Balti¬ 
more 1. 

Massachusetts.Dr. David W. Wallwork, Secretary, 

State House, Room 37, Boston 33. 

Michigan .Dr. E. C. Swanson, Executive Secre- 

8 . tary, 118 Stevens T. Mason Bldg., 

W. Michigan Ave., Lansing 8. 

Minnesota.Dr. F. H. Magney, Secretary, 230 

Lowry Medical Arts Bldg., St. Paul 2. 

Mississippi.Dr. A. L. Gray, Executive Officer, 

Old Capitol, Jackson 13. 


MlSS0Uri . Mr - John A. Hailey, Executive Sec¬ 

retary, State Capitol Bldg., P. 0. Box 

4, Jefferson City. 

Montana.Dr. Thomas L. Hawkins, Secretary 

XTI _ , 555 Fuller Ave., Helena. 

Nebraska .Mr R. K. Kirkman, Director, Room 

1009 > State Capitol Bldg., Lincoln 9. 

Nevada.Dr. George H. RossJ Secretary’, 112 

N. Curry St., Carson City. 

New Hampshire.Dr. Edward W. Colby, Secretary, 61 

5. Spring St., Concord. 

New Jersey.Dr. Royal A. Schaaf, Secretary, 28 

W. State St., Trenton. 

New Mexico.,...Dr. R. C. Derbyshire, Secretary, 227 

E. Palace Ave., Santa Fe. 

New York.Dr. Stiles D. Ezell, Secretary, 23 S. 

Pearl St, Albany 7. 

North Carolina.Dr. Joseph J. Combs, Secretary, 716 

Professional Bldg., Raleigh. 

North Dakota.Dr. C. J. Glaspel, Secretary, Box 228, 

Grafton. 

Ohio.Dr. H. M. Platter, Secretary, 21 W. 

Broad St., Columbus 15. 

Oklahoma.Dr. E. F. Lester, Secretary, 813 

Braniff Bldg., Oklahoma City. 

Oregon...Mr. Howard I. Bobbitt, Executive 

Secretary, 609 Failing Bldg., Port¬ 
land 4. 

Pennsylvania.Mrs. Margaret G. Steiner, Secretary, 

Box 911, Harrisburg. 

Puerto Rico.Mr. Herminie Mendez Herrera, Acting 

Secretary, Box 9156, Santurce. 

Rhode Island.Mr. Thomas B. Casey, Administrator, 

366 State Office Bldg., Providence. 

South Carolina.Dr. Harold E. Jervey, Jr., Secretary, 

1329 Blanding St., Columbia. 

South Dakota.Mr. John C. Foster, Executive Secre¬ 

tary, 300 First National Bank Bldg-, 
Sioux Falls. 

Tennessee.Dr. Alfred H. Mason, Secretary, 1635 

Exchange Bldg., Memphis 3. 

Texas.Dr. M. H. Crabb, Secretary, 1714 

Medical Arts Bldg., Forth Worth 2. 

Utah...Mr. Frank E. Lees, Director, 324 

State Capitol Bldg., Salt Lake City 1- 

Vermont.Dr. F. J. Lawliss, Secretary, Richford. 

Virgin Islands.Dr. Benjamin A.. Nath, Secretary, 

Charlotte Amalie, St. Thomas. 

Virginia.Dr. K. D. Graves, Secretary, 631 First 

St., S. W., Roanoke. 

Washington.Mr. Thomas A. Carter, Administrator, 

Capitol Bldg., Olympia. 

West Virginia.Dr. Newman H. Dyer, Secretary, State 

Office Bldg., No. 3, Charleston 5. 

Wisconsin.Dr. Thomas W. Tormey, Jr., Secre- 

tary, 115 S. Pinckney St., Madison. 

Wyoming.Dr. Carleton D. Anton, Acting Scc- 

7 8 retary, State Office Bldg., Cheyenne- 
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A basic science law provides for the establish¬ 
ment of a board of examiners and requires that 
each person to whom the law applies appear before 
the board and demonstrate his knowledge of the 
basic sciences. These boards have no licensing 
powers. A certificate of proficiency in fundamental 
sciences is issued which must be presented when 
applying for a license to practice medicine or other 
method of healing. The function of the basic sci¬ 
ence board in the District of Columbia is to exam¬ 
ine all applicants referred to it by the Commission 
on Licensure and does not issue any type of cer¬ 
tificate. 

The states comprising this group, together with 
the year of enactment of the basic science law for 
each, are included in table 34. This table presents, 
in composite form, the subjects in which examina- 


Table 30.— Physicians Examined on the Basis of Credentials 
Obtained in Countries Other Than the United States and 
Canada, 1930-1959 



Xumher 


Percentage 

Year 

Examined 

Passed 

Failed 

1:0). 


S3 

44.9 

1931 . 


01 

42.4 

m . 


Ou 

47.3 

1933. 


129 

35.5 

m . 


170 

40.2 

m . 


303 

00.7 

uo;. 


382 

35.0 

1937. 


037 

so.s 

. 


no 

33.3 

uca. 


$39 

50.4 

M0 . 


94S 

54.7 

1141. 


693 

59.2 

1W2. 


890 

45.4 

1913. 


31S 

49.S 

1-44 . 


3*25 

53.0 

1W. 


209 

00.0 

law. 


221 

55.3 

1&47 . 


2S3 

52.9 

m . 


311 

51.3 

MO . 


319 

56.7 

HO) . 


359 

55.0 

Vi 51. 


324 

47.9 

l%i . 

. 1,20s 

643 

46.3 

u*y.. ,, v 


7GO 

46.3 

ira. 


913 

42.6 

. 

. 1,771 

1,012 

41.4 

H03. 


1,012 

43.2 

Uti7. 


1,315 

41.5 

I'-CS. 


1.51S 

40.9 

. 


1,870 

32.4 

Totals. 


1S,231 

45.1 


lions are given by each board and the interstate 
registration policies for certification without exami¬ 
nation (i. e., by reciprocity, waiver or exemption). 
AH boards examine in anatomy, pathology, and 
physiology; 20, in bacteriology and chemistry; 10, 
in hygiene; 2, in diagnosis; and 1, in public health. 
The first state to enact this form of legislation was 
Wisconsin, in 1925. Kansas, under a “Healing Arts 
Act in 1957, was the last state to require such 
certification. The Arkansas Basic Science Board was 
abolished by legislative action in 1959 and was 
replaced by the State Healing Arts Board. The first 
examination was given by this board in April, 1959. 
A J)asic science law was enacted in Alabama in 
1959, and tire board will give its first examination 
“ June, I960. 


The results of examinations given and the num¬ 
ber of certificates issued on the basis of reciprocity', 
endorsement, waiver, or exemption, during 1959, 
are presented in tables 35 and 36. A candidate, in 
applying for a basic science certificate, is not re¬ 
quired by law to reveal his school of practice. No 
attempt has been made to differentiate tire schools 
of the healing arts represented by the candidates 
examined or certified. For two states, the failure 
data was not reported. The percentage of candi¬ 
dates failing the basic science examination is given 
for those states that did submit these data. 

There were 4,5S3 candidates examined by the 
22 boards in operation in 1959, and certificates of 
proficiency were issued to 3,315 individuals after 
written examination. In addition, as noted in table 
36, there were 2,680 certificates issued without 
examination by' 20 boards. The number of appli¬ 
cants registered, with or without written examina¬ 
tion, in 1959, was 5,996. Texas issued 745 such 
certificates; Michigan, 695; Florida, 658; Minnesota, 
448; and Washington, 420. Other states certified 
fewer than 400. In Florida, the 658 certificates 
issued were by written examination; this state does 
not have reciprocal or waiver privileges. 

Table 37 records the number of candidates cer¬ 
tified by basic science boards since 1927. This table 
indicates for each year the number of boards in 
operation, the number of candidates who passed 
and failed, the number registered without written 
examination, and the total certified. In this 33-year 
period, 101,064 certificates have been issued by 
boards in the basic sciences, 69,597 by examination, 
and 32,467 by reciprocity, endorsement, exemption, 
or waiver. The percentage of failures in the exami¬ 
nation during tins 33-year period was 20.9. 

The registration or examination fee in the states 
requiring basic science certification is given in 
table 38. In seven instances, a higher fee is exacted 
of those desiring certification without written exam¬ 
ination. Examination and endorsement meetings 
are held in most instances semiannually or coincide 
with the examination and meetings scheduled by' 
the licensing boards. The Journal publishes bi¬ 
weekly the future dates of examination and reci¬ 
procity or waiver meetings of all basic science 
boards. 

In 1959, there were 4,583 examinations given by 
basic science boards; 3,315 were successful, and 
1,268 examination results were reported as unsuc¬ 
cessful. Unless permitted reexamination, the latter 
group does not qualify for consideration for licen¬ 
sure in the healing art in winch they are interested. 
The several basic science boards differ widely from 
each other in the restrictions put upon the candi¬ 
date with respect to repetition of examinations that 
have been failed and the accumulation of credit. 
Because of these differences, the data in this section 
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are presented in factual form as reported; no 
attempt has been made to analyze the data on a 
comparable basis from state to state. 

While the informative data presented may be 
useful to those seeking licensure in these states, it 
is recommended that the information be supple¬ 
mented by direct communication with the basic 
science board. The present executive corresponding 
officer of each of the 22 basic science boards is as 
follows: 

Alaska.Dr. R. Harrison Leer, Box 204, Alaska 

Office Bldg., Juneau. 

Arizona....Mr. Herman E. Bateman, University 

of Arizona, Tucson. 

Arkansas.Dr. A. W. Ford, State Healing Arts 

Board, Dept, of Education, Education 
Bldg., Little Roek. 


J.A.M.A., May 28, 19Go 


c °“°'. 

C ° nnecticut .Mis. Regina G. Brown, State Board of 

Healing Arts, 258 Bradley St. ,\W 
Haven 10. 

District of Columbia..Mr. Paul Foley, Commission on u 
censure, 1740 Massachusetts W 
N. W., Washington 6. 

Florklil .Mr. M. W. Emmel, University of 

Florida, Box 340, Gainesville. 

!owa.Dr. Elmer W. Hertel, Waverly. 

Kansas.Dr. Leon C. Heckert, Kansas State 

College, Pittsburg. 

Michigan.Mrs. Anne Baker, 116 Stevens T. 

Mason Bldg., W. Michigan Ave., 
Lansing. 

Minnesota.Dr. Raymond N. Bieter, 105 Millard 

Hall, University of Minnesota, Minne¬ 
apolis 14. 


Taule 31.—Foreign-Trained Physicians Licensed By State Boards, 1946-1959 


Examination 


Reciprocity and Endorsement 


Alabama . 


1910-1951 
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105.1 
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1 

—A_ 
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1959 

0 

Total' 

11 

'1910-1951 
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Total' 

0 

Grainl 

Total 
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so 

0 

0 

i 

1 

2 

34 

0 



0 

0 

0 

0 

13 







1 

3 

43 



491 




•2.7 

•) 







19 

0 

71 

94 




SOS 

100 

117 

so 

71 

90 

S32 



0 

1 

2 

S 

10 



•) 

0 

0 

0 

0 

0 




0 

0 

0 

0 

0 

0 

0 

3 



1 

0 

0 

0 

1 

1 

o 



0 

0 

0 

0 

192 



51 

G 

10 

15 

35 

72 

2S0 


1 

4 

u 

0 

21 

col 



IDS 

35 

39 

30 

42 

25 


0 

0 

0 

0 

0 

1 



1 

0 

0 

0 

0 

0 





0 


— 

53 



, 


o 

1 

3 

— 

' 

20 



20 

4 

1 

13 

1 

7 



0 

3 

3 

0 

5 

5 

10 



7 

0 

o 

0 

0 

1 


2S 

4 

1 

3 

7 

40 

it- 



01 

10 

17 

at 

35 

10 



3 

2 

2 

2 

0 

14 




1 

0 

0 

0 

0 



10 

0 

0 

0 

U 

0 

]o 




02 

54 

84 

91 

95 

12 



17 

0 

5 

7 

17 

24 

70 




20 

ij 

7 

9 



0 

0 

0 

0 

0 

0 





10 

0 

8 

7 

4 

14 




1 

8 

13 

10 

12 


3 



9 

o 

o 

7 


1 

0 

0 

0 

0 

0 

0 





0 

0 

0 

0 

1 







5 

250 

0 

39 

4.V* 

U. S. Possessions and 
Territories . 


92 

4,400 

30 

1,042 

35 

1.012 

72 

1,345 

71 

1,518 

110 

1,870 

410 

11.1S7 

27 

1,255 

0 

108 

ISO 

ISO 

2S9 

2,322 
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Nebraska.Mr- H- K. Kirkman, Room 1009, State 

Capitol Bldg., Lincoln 9. 

Yevada.Dr. Kenneth C. Kemp, University o'P' 

Nevada, Reno. 

New Mexico.Mrs. Marguerite Cantrell, Box 1522, 

Santa Fe. 

Oklahoma.Dr. E. F. Lester, 813 Braniff Bldg., 

Oklahoma City. 

Oregon..Dr- Earl M. Pallett, Board of Higher 

Education, Basic Science Examining 
Committee, Box 5175, Eugene. 

Rhode Island.Mr. Thomas B. Casey, Div. of Profes¬ 

sional Regulation, 366 State Office 
Building, Providence. 

South Dakota.Dr. Gregg M. Evans, 310 E. 15th 

St., Yankton. 

Tennessee.Dr. O. W. Hyman, 62 S. Dunlap 

St., Memphis 5. 

Texas.Dr. Cornelia M. Smith, StaTe Office 

Bldg., 201 E. 14th St., Austin. 

Washington.Mr. Thomas A. Carter, Dept, of Li¬ 

censes, Capitol Building, Olympia. 

Wisconsin.Mr. William H. Barber, 621 Ranson 

St., Ripon. 


NATIONAL BOARD OF MEDICAL 
EXAMINERS 

The National Board of Medical Examiners, 
founded in 1915, includes in its membership rep¬ 
resentatives from the Federation of State Medical 
Boards of the United States, the Council on Medi¬ 
cal Education and Hospitals of the American 
Medical Association, the Association of American 
Medical Colleges, the Armed Services, and the 
Veterans Administration. Members at large are 
elected from among leaders in medicine through¬ 
out the country. The purpose of this examining 
agency is to prepare and administer qualifying 
examinations of such high quality that legal agen¬ 
cies governing the practice of medicine within 
each state may, in their discretion, grant successful 
candidates a license without further examination. 
The National Board is not a licensing body. It is 
the function of the individual states to determine 
who shall practice within their borders and to 
maintain high standards of medical practice, in 
accordance with their own rules and regulations. 

The certificate of the National Board is accepted 
as an adequate qualification by the medical licens¬ 
ing authorities of the states, the District of Colum¬ 
bia, and outlying possessions, except in: Arkansas, 
Florida, Georgia, Indiana, Louisiana, Michigan, 
and North Carolina. Texas and Delaware accept 
National Board certification if the diplomate has 
been licensed in some other state. New Jersey 
requires that the grade in each subject should be 
at least 75%, even for those who have obtained a 
passing average on National Board examinations 
and have been certified as National Board diplo- 
mates. New York allows only one grade below 70%. 
Georgia accepts National Board certificates issued 


prior to October, 1953. Michigan endorses National 
Board examinations, with a special written supple¬ 
mental examination, if parts 1 and 2 were eom- 

Table 32.— Graduates of Foreign Medical Faculties 
Representing Additions to the Medical 
Profession , 1959 

Reciprocity 

and 


Alabama .. 


Examination 
. 69 

Endorsement 
* 0 

Total 

69 

Arizona .. 



0 

5 

California .. 



0 

65 

Canal Zone .. 


. 0 

1 

1 

Colorado ... 


*» 

0 

2 

Connecticut .. 


. 117 

0 

117 

Delaware . 



0 

1 

District of Columbia . 



10 

14 

Florida . 


. 11 

0 

31 

Georgia .. 


. 14 

0 

14 

Hawaii . 



0 

7 

Illinois .. 


. 315 

0 

315 

Indiana . 



1 

16 

Iowa . 



1 

6 

Kansas . 


. 4 

0 

4 

Maine . 


. IS 

0 

IS 

Maryland .. 


. 02 

0 

62 

Massachusetts . 


. 2 0 

0 

26 

Michigan .. 


. 33 

0 

33 

Minnesota . 



0 

9 

Mississippi . 


. 1 

0 

1 

Missouri . 



0 

25 

.Montana . 


.. 1 

0 

1 

.Nebraska . 


. 1 

0 

1 

New Hampshire . 


••> 

1 

3 

New Jersey . 



0 

102 

New Mexico . 



0 

1 

Xew York State . 



2 

257 

Xorth Carolina . 



0 

1 

N’orth Dakota . 



0 

3 

Ohio . 



0 

67 

Pennsylvania . 



0 

33 

Puerto Rico . 


. 114 

0 

114 

Rhode Island . 


• 7-7 

0 

22 

South Dakota . 



0' 

G 

Tennessee .. 



0 

1 

Texas . 


. 31 

0 

31 

Virginia . 



0 

94 

Virgin Islands . 



0 

1 

Washington . 



4 

•>-j 

West Virginia . 


o 

0 

2 

Wisconsin . 



1 

12 

Totals . 



21 

1,026 


pleted prior to Nov. 1, 1954. Supplementary oral 
examinations are required in Illinois, Rhode Island, 
and Wyoming. In addition, the laws of 11 of 
the boards of examiners in the basic sciences are 

Table 33.—Additions to the Medical Profession 
Representing Graduates of Foreign Medical 
Faculties 1950-1959 


Reciprocity 

and 

Year Examination Endorsement Totals 

I ICO . 267 41 305 

1951 . 425 25 4cA 

1952 . 515 21 503 

1953 . Gti 2 23 065 

1951 . 713 23 772 

1955 . s»sl 25 9 j7 

1950 . 26 552 

1957 . 991 23 i.OIl 

195S . 1,123 37 1,100 

3953 . 1.005 21 2,626 

Totals ... jfil .v>!9 
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sufficiently broad to enable them to accept the ‘ ’ ' m 

ETS*,!!! th ? N , Moml Bo«? >™l othe? state 


bowk in u C ; ‘ Uiim ma other state 

S " f ‘‘T , 0f *7 °™- These include the 
Boards of Alaska, Arkansas, Connecticut, Iowa 
Kansas Minnesota, Nebraska, Oklahoma, Tennes- 
see W isconsin, and the District of Columbia. 
Nebraska reserves the right to review the questions 

fan ; in ' S T' S ° f tho 1 upp!icant » and » if these are satis¬ 
factory, tlj^*y may be accepted. 

The National Board admits to its examination 

students and graduates of approved medical schools 


certification. He is admitted to the examine 
ca service to the agency initiating the reques 1 
the grades are sent only to that body. q ’ 
lhe examinations are divided into tliree semnm 
parts: Part 1, Part 2, and Part 3. There is ni l 
limitation between the parts. Part 1 consists™ 
. * vi it ten examination in each of the following 
six subjects: Anatomy, including Histology and 
Embryology; Physiology; Biochemistry; Pathology- 
mcl ^E Immunology; Pharmacol’ 
ogy and Materia Medica. A candidate is eligible 


O >» 

o 'C 


> s tc 


Alaska...... 

ArUona . 

Arku^as . 

Colorado . 


10 US 
1U3U 
1U2SI 
J937 


Connecticut . 1»)23 

District of Columbia. 19*29 

FlorMa . vxu) 

Iowa . 

Kanina .....». 1937 

MichfKttu . 19;i7 

MUmcaatu 1927 

Nebraska . 1927 

Nevada ....1931 

New Mexico . 1011 

Oklahoma . 1937 

O return .. 3U3J 

Rhode Inland.. HMD 

South Dakota. 1939 

Tennessee. 1913 

Texas . 1919 

Washington . 1927 

Wisconsin . 1923 


x 
X 
X 
X 
X 
X 
X 
* 

X 
X 
X 
X 

X 
X 
X 
X 
X 

X X 
X X 
X X 
X X 
X .. 


s o 

X X 
X X 
x x 

X X 


X X 
X X 






s 







1# 

4 







~ 5 





u 

to 

Cl 

>> 

to 

o 

o 3 *-* 

a 2 o 2 o 

a *5 

=3 

o 

u 

a 

tc 

© 

:? 

© 

>1 

i! i 1 s g I | 6 % 

H i ^ c ^ i, s » 

3 o 

fcf £fl 

~ a 

o G 

w 

£ 

- o 

r3 

es . 

o 

rs 

Pi 

5 

***$'$■*% o c* is -j '*K £* 

r? rr. 

>7 

>7 >7 

AC 

O 

X 

X 

X 

.X X X X .... X 

X X 


X .. 

X 

X 

X 

X 

.. Reciprocity if credentials equal to those of Arizona and 

X 

X 

X 

.. X X .. x .* X 

X X 


x x 

X 


X 

X 

•. x X X .. X 1 X .. X X 

X X 

X 

*X X 

X 

X 

X 

X 

.. No reciprocity 2 





.. 

X 

X 

.. Examination may be waived 5 






X 

X 

.. No reciprocity 





X 

X 

X 

.. Exemption if credentials equal to those of Iowa 5 


.. 

X 

X 

.. Examination may be waived 3 






X 

X 

.. XXXX.. X.. XX 

.. X 

X 

X X 


X 

X 

X 

X 3 X 3 .. X X 3 X 5 . 

X 3 .. 

X 

X 3 X 3 

X 3 


o 5 

a o 
« u 


~ o 2 


o 

cc 


g 2 

£ H 3 >- 

X ~ x % 


O w ^ r* r’ ^ 

x .... X X x X 


..XXX 

x x x x 


X X 
X X 1 


X* X X X X A x l 
__ ~ — .. X® X X** X 3 X 5 ■* 

3Iay waive examination if basic science or medical grades of other states not l«s* 
than 73% in each subject 

xxx 1 
.. X‘V 


.. x x .. ,.xxx....xx..xx 
.. X x .. .. x x x .. /. .. x 7 .. x x 

x x .. Considered on individual basis 

X X X .. .. X X X . X .. x X 

.. X X .. .. X X .. X . 

..XX.. XX XX . xxxx 

.. X X .. x X .. X .. X. X X 

XXXX XXXX . X.. XX 

X X X .. X X X X 7 .. X 7 .. X 5 .. X X 

..XX.. xxxxxxxxxxx 


X 


X X X ,. X 
.. X X X 7 X 


X X X X .. .. 

.*x .. .. 

X X X X X' X 

X X .. X X .. 

X X .. X X .. 

X d X 7 X 7 X 7 X 7 X 7 


x x x x x 


X X X x 
.. x x .. 

X X 5 


X 

XX.. 
X 7 X 7 X 


xxxxxxxxx 


.. x* 
x X * 


1. Candidates required to pass examinations in Chemistry and Bacteriology. 

2. Certificate by endorsement obtainable by diplomates of National Board of Medical Examiners or to candidates holding a license obtained 
by examination in another state after three years professional activity. 

3. Each case considered Individually. 

L Prior to Jan. 13, 1938. 

3. Must take examination in Bacteriology, Chemistry and Hygiene. ... . 

9. Applicants holding state licenses from CnUfornUt, Indiana, Kansas, Kentucky. New York, Vermont and ^ T est Viiahv conslaeroa on «< j 

vidual basis. Partial reciprocity to those presenting state licenses from Alabama, Georgia, Louisiana and Maryland. Part I oi ixanmnitt 
National Board of Medical Examiners accepted for reciprocity. 

7, Limited reciprocity. 

8. Examination waived 1! candidate ha? passed Part I of examination of National Board of Medical Examiners, and to tommitotawiomM 

of t lie armed forces or Uie Public Health Service, candidates from states not haring :i basic science law presenting state licenses c 
individual basis; also physicians licensed iu Canada. - 

x Implies yes. 


in the United States and Canada. The National 
Board does not admit any graduates of medical 
schools outside of the United States and Canada 
to its examinations leading to certification. Upon 
receipt of a request initiated by a state licensing 
board, a specialty board, or a medical school, an 
individual may be admitted to National Board 
examinations in order to satisfy special require¬ 
ments or regulations of the licensing board, spe¬ 
cialty board, or the medical school. In such cases, 
the individual is not considered a candidate for 


for Part I who has completed the formal courses of 
the first two years in an approved medical school. 
Unless required by his medical school to take all 
six subjects at one examination period, a candidate 
may, if he so elects, take a divided examination by 
taking four or five subjects at one time and the 
remaining one or two at a subsequent time. Part - 
is likewise a written examination in each of the 
following subjects: Medicine; Psychiatry and Lega 
Medicine; Surgery; Obstetrics and Gynecology; 
Public Health and Preventive Medicine; and 1 ’cat- 
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atrics. A candidate is eligible for Part 2 wlio has 
completed or lias nearly completed a four yeaG? 
medical course in an approved medical school. 


Table 35.— Candidates Examined in Basic Sciences, 1959 




- 


Vo 


Examined Passed 

Failed 

Failed* 

Alaska . 


•» 

3 

00.0 * 

Arizona .. 


6S 

* 

.. 



74 

11 

12.0 

Colorado . 


170 

* 

.. 



170 

47 

20.S 

District M Columbia . 


20 

1 

4.6 

Florida . 


636 

313 

32.4 

Iowa . 


'31 

04 

75.2 


. 74 

34 

20 

27.0 

Michigan . 

. XXI 

361 

17S 

33.0 

Minnesota .... 

. 311 

269 

52 

15.2 

Nebraska . 


110 

32 

30.4 

Nevada . 


S*2 

43 

34.4 

New Mexico . 


37 


37.4 • 

Oklahoma .;. 

. 148 

S3 

05 

43.0 

Oregon .'. 

10*7 

110 

57 

34.1 

Rhode Island . 

110 

00 

11 

10.0 

South Dakota . 

. 1ST. 

110 

00 

37.3 

Tennessee . 


172 

23 

14.0 

Texas ... 

. 2)1 

243 

• 40 

lfi.ti 

Washington . 


1S5 

50 

24.1 

Wisconsin . 


121 

60 

39.6 

Totals . 

. 4,5*3 

3,313 

1,206 

27.7 


* failure data not reported. 


Part 3 is a clinical and practical evaluation of the 
candidate’s ability in observation, in diagnostic 
acudien, and in die principles of therapy. The 
examination provides an opportunity for each can- 


Table 36.—Basic Science Certificates Issued by Examination, 
Reciprocity, Endorsement, Exemption, or Waiver, 1959 

Certified 



E.varni- 

Reciprocity, 

Endorsement, 

Exemption, 

Total 


nation 

or Waiver 

Certified 

Alaska . 

•> 

22 

24 

Arizona. 


101 

270 

Arkansas .,,,, 


40 

114 

Colorado . 

. 170 

Ml * 

250 

Connecticut . 

. 170 

132 

311 

District of Columbia. 


107 

1*7 

Florida . 

. 036 

0 

056 

Iowa . 

. 31 

176 

200 

Kansas . 

. 34 

03 

117 

Michigan . 

. 301 * 

334 

003 

Minnesota .. 

. 260 

150 

44S 

Xehraska ... 


23 

142 

Nevada . 

s-> 

34 

11 C 

N’ew Mexico. 


34 

91 

Oklahoma . 

. 83 

II 

S3 

Oregon . 


77 

167 

Hhode Island .... 


1 

100 

South Dakota .... 


44 

160 

Tennessee . 

. 172 

117 

269 

Texas . 


300 

745 

Washington . 

.. 163 

. 235 

420 

Wisconsin . 

. 121 

240 

301 

Totals .... 

.. 3,315 

2,060 

5,903 


didate to demonstrate his ability to apply his 
knowledge of clinical problems in the following 
four major elements of general practice: Clinical 
Medicine; PediatrJ&nrClinical Surgery; and Obstet¬ 


rics, and Gynecology. A candidate is eligible for 
Part 3 if he has passed Parts 1 and 2, received the 
degree of Doctor oPMedicine, and served at least 
one year in a hospital approved for intern training. 


Table .37 .—Candidates for Basic Science Certification, 
1927-1959 


Reciprocity, 
Examination Endorsement, 



No. of 
Boards 

Passed 

Failed 

Failed'! 

Exemption, 
or AYaiver 

Total 

Certified 

1927. 

. 5 

294 

33 

10.0 

27 

321 

1926. 

. 5 

617 

66 

12.4 

19 

630 

1029. 

. 7 

041 

93 

12.0 

75 

no 

1930. 

. 7 

630 

127 ' 

10.0 

122 

736 

1931. 

7 

634 

153 

19.4 

141 

773 * 

1932. 

. 7 

634 

101 

' 13.7 

116 

752 

1933. 

S 

557 

104 

15.7 

131 

GSS 

1934. 

9 

751 

115 

13.3 

136 

689 

1933. 

10 

794 

162 

10.6 

114 

90S 

1930. 

10 

917 

161 

10.4 

243 

1,160 

1937. 

12 

1,102 - 

242 

16,0 

202 

1,304 

1036. 

12 

1,090 

230 

17.3 

293 

1,369 

1939.;.... 

14 

1,110 

249 

16.3 

1,021 

2,131 

1940. 

10 

1,293 

290 

16.3 

310 

1,039 

1041. 

17 

1,751 

373 

17.3 

353 

2,104 

1912. 

17 

1,725 

497 

22.3 

304 

2,029 

1943. 

IS 

2,309 

410 

15.1 

, 36 2 

2,091 

1944. 

16 

•;ru 

005 

22.0 

309 

2,453 

1945. 

16 

2,330 

034 

21.3 

364 

2,923 

1940. 

10 

2,556 

092 

21.2 

1,474 

4,032 

1947. 

.. 19 

2,633 

005 

23.0 

900 

•3,593 

1948. 

19 

3,038 

769 

20.0 

1,41S 

4,450 

1949. 

20 

3,<Xk> 

1,515 

29.5 

1,460 

5,130 

1950. 

20 

3,J to 

l,3-*0 

26.1 

2,520 

5,930 

1951. 

21 

3,196 

735 

1S.7 

1,939 

3,137 

1932. 

21 

3,660 

1,340 

20.1 

1,924 

4,730 

1953. 

21 

3,654 

1,220 

24.0 

1,699 

5,733 

1934. 

21 

3,941 

674 

16.2 

1,970 

i- 

O 

1953. 

21 

3,474 

447 

11.1 

1,930 

5,410 

1950. 

21 

3,734 

741 

lli.U 

2,373 

0,107 

1957. 

22 

4,024 

S42 

17.3 

2,263 

0,307 

1956. 

22 

3,592 

1,006 

21.9 

2,077 

0,209 

1959. 

22 

3,315 

1,206 

27.7 

2,00 «, 

5,995 

Totals. 



18,409 

20.9 

32,407 

101,001 


Under special circumstances, consideration may be 
given to service in a laboratory of a nature accept¬ 
able to the National Board as the equivalent of 
hospital service. Part 3 is administered in 38 centers 
throughout die United States. Parts 1 and 2 are 
held at approved medical schools in die United 
States and Canada. 


Table 38.— Basic Science Registration Fees 


Alaska... 

.20 

Nebraska . 

Nevada .. 

.*10* 


... 25 1 



Colorado . 


Oklahoma . 

. 15 s 

Connecticut . 

O', 

Oregon . 

.25 








.15 








.25* 

Michigan . 

. 10 

AVasbington . 

.10 

Minne?ota . 


AVlsconsin . 

. 1CP 


Fee for registration without examination and for nonresidents: 
1 nonresidents *30: 2 reciprocity *50; 3 waiver- *13; * reciprocity *75; 
‘ - reciprocity >10: * reciprocity and waiver >50. 


Examinations in Part 1 were held, during 1959, 
in June and September and, in Part 2, in April and 
June. Beginning in 1960, the Part 2 examination is 
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to be held in April only. Part 3 is held during the 
latter part of June of each year. An interim exami¬ 
nation is usually scheduled in Part 3 during the 
autumn or winter. 

In the following paragraphs, data are presented 
regarding the examinations conducted and the issu¬ 
ance of certificates by the National Board. This is 
the 3Sth annual compilation of these statistics. The 
board’s first examination was given in October, 
1916. From that date and up to and including a test 
given in June, 1921, 11 examinations were given, 
and 268 candidates were certified. Since 1922, the 
examination has been given in three parts. 

The results of examinations given in Parts 1 and 
2 during 1959 and the results for each year since 
1922 are recorded in tables 39 and 40. The data 
shown in these tables represent examinations con- 


Taule 39.—National Board Examinations in Part 1, 
1922-1959 


Examinations Passed Incomplete Pulled Fulled 


.lime, 1959.. 

September, 1959. 

3,259 

1,113 

2,102 

391 

873 

070 

281 

18 

11.0 

10.9 


1,371 

2,190 

1,513 

332 

11.7 

... 


203 

5$ 

07 

20.3 


507 

319 

77 

81 

18.8 

... 

501 

115 

09 

107 

20.5 


(Kks 

100 

50 

158 

28.3 


025 

•130 

101 

So 

10.3 

.... 

702 

452 

159 

91 

10.8 

.. 

813 

533 

231 

79 

12.9 

ll.S 


1,01X1 

075 

331 

90 


1,200 

801 

315 

111 

12.5 

11.4 

9.5 


1,277 

755 

125 

97 


1,307 

847 

371 

SO 


1,231 

782 

310 

130 

14.8 


1,211 

1,201 

SOD 

785 

317 

110 

85 

09 

D.5 

8.1 

1930 . 

1,311 

1,135 

858 

871 

303 

415 

123 

14D 

14.0 


1,061 

D80 

50b 

100 



1,733 

1,018 

400 

225 



1,053 

1,009 

375 

310 




1,010 

1.0S7 

207 



1,807 

1,201 

•171 




2,050 

1,411 

902 

1,405 




1,220 

2,320 

iOO 



3,805 

2,100 

1,475 


13 5 


3,118 

1,095 

1,189 

1,352 

1,202 


14.7 


3,511 

1,811 


14 4 


3,807 

2,178 


<1 4 


3,823 

2,337 

1,213 


<J,0 


3,078 

2,35S 

980 

1,038 

1,147 

9S0 


0.3 

9.4 


3,520 

2,183 



3,980 

•1,278 

2,107 

2,SG0 

•132 

13.0 

11.2 


3,252 

2,280 

077 

1,173 

288 

14 2 


3,190 

1,735 

10.8 


3,476 

2,075 

510 

1,311 

1,430 

1,543 


8.0 


3,810 

2,281 


12.1 


4,210 

2,113 


11.7 


4,371 

2,190 




87,090 

53,112 

25,974 

8,010 

13.1 


1 rather than persons examined. The figures, 

P T S l 1 ^ tl 4 2 3 n*xamtaXs were given in Part U 

oje lfs’setla 332 (11.7%) There were 


J.A.M.A., May 28, I960 

1,543 incomplete examinations given. In Part 2 
2,881 examinations were held; 2,767 passed, and 
73 (2.6%) failed. Incomplete examinations are sel¬ 
dom given in Part 2. There were 41 such examina¬ 
tions given in 1959. 


Table 40.— National Board Examinations in Part 2 
1922-1959 


Total • % 

Dute Examinations Passed Incomplete Fulled Fulled 


April, 1959 . 

... 2,520 

2,112 

23 

01 2.1 

dune, 1959 . 

... 

325 

18 

12 3.6 

Totals . 

2,831 

2,707 

41 

73 26 

U)22 . 

... 109 

90 

0 

19 17.1 

1923 . 

192 

170 

2 

20 10.5 

1024 ... 

207 

227 

0 

10 15.0 

19*>5 . 

342 

309 

0 

33 9.6 

1928 .. 

381 

331 

1 

16 12.1 

1927 . 

.... 301 

314 

1 

40 12.6 

1928 . 

110 

371 

1 

33 9.3 

19°9 . 

105 

399 

19 

47 19.5 

loan . 

020 

513 

7 

70 in 

1091 . 

719 

030 

2 

S7 12.1 

1932 . 

732 

071 

0 

58 7.9 

1933 . 

714 

051 

0 

03 S.8 

103-1 . 

033 

583 

0 

50 7.9 


089 

020 

0 

09 10.0 

. 

768 

710 

2 

50 6.5 

1037 . 

855 

803 

1 

51 0.0 

103K . 

801 

815 

0 

40 5.3 


93S 

881 

0 

51 5.8 

10^(1 . 

1,028 

963 

9 

50 5.5 


1,001 

9M 

1 

10 4.0 



1,031 

0 

41 3.6 


1,801 

1,805 

0 

56 3.0 


1,105 

1,350 

0 

55 3.9 


1,599 

1,565 

0 

31 2.1 

43 2.4 

28 1.7 

17 0-9 



1,782 

0 

1917 . 

. 1,742 

1,013 

1,725 

0 

0 


. 1,737 

1,091 

0 

46 2,0 

20 1.3 


1,803 

1,837 

0 


2,015 

2,017 

0 

23 13 

10 0.S 

51 2.1 

1952 . 

•2.017 

. 2,200 

2,001 

2,115 

0 

1 

1954 . 

•-L25S 

2,169 

20 

03 2-3 

2.220 

2,181 

3 

30 1.0 


. 2,182 

2,153 

3 



2,151 

2,115 

18 

18 0-5 


2,625 

2,510 

15 



2,881 

2,767 

41 


Totals . 

47,103 

15,537 

153 

1,713 3-0 


Since 1922, a total of 87,906 examinations have 
eleven in Pari 1 and 47,403 ***£»% 
is period, 53,112 passed Part 1, “”“ 3 -*L E 
rt 2 In the 38-year period shown, there 
* 8.010 failures in Part 1 (131%) and 1,W> 

ilures in Part 2 (3.6%). 3 . o 317 

tsLfand^ 3 (0 6 4%) faded. Results of examinations 

),153 were granted the cert S a g e na f e J a mination 
he percentage of bifaxes * h icians certified 
i 38 years was 2.1. The. 6S medica l 
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In 1959, there were 3,377 licenses to practice 
medicine issued by endorsement of the certificate 
uf the National Board of Medical Examiners by 43 
state boards, die District of Columbia, Canal Zone, 
and Puerto Rico. The number registered by each 
of these licensing boards is recorded in table 43. 
There have been 45,047 licenses issued on the basis 
of endorsement of the board’s certificate by the 
various states, territories, and outlying possessions 
since 1915. 

In addition to its traditional function of adminis¬ 
tering examinations to individual candidates for the 


Table 41.— National Board Examinations in Part 3, 
1922-1939 



Total 



t' 

Year 

Examinations 

Passed 

Failed 

Failed 

11 / 1 !. 


22 

0 

O.o 

1U3. 

. 52 

51 

1 

1.2 

1324. 

. 126 

120 

G 

4.S 

1925.. 

. 213 

206 

13 

5.9 

132; . 

. 255 

243 

12 

4.7 

1327. 

. 233 

OJ.» 

21 

7.2 

192$ . 

. 3***’ 

coo 

16 

5.0 

iyjy . 

. 352 

337 

15 

4.3 

HOI . 


401 

19 

4.5 

1311. 


413 

IS 

4.1 

l'c >2 . 


522 

25 

5.1 

lira . 


526 

25 

4 A 

licit. 


MS 

19 

3.4 

HCB . 


575 

20 

3.3 

U«A! . 


517 

29 

5.0 

11CJ7. 


630 

3» 

577 

lids. 


652 

24 

3.4 

lwat . 


729 

41 

5.3 

I'M, . 

. 732 

771 

21 

•> 7 

toll. 

. 91U 

SS5 

25 

2.7 

1312. 


1,011 

13 

1.2 

urn. 

. 1,230 

1,213 

17 

1.4 

mu. 

. 1,165 

1,146 

■M 

1.S 


.. 1,245 

1,232 

13 

1.0 

ft it; . 

. 1,634 

1,613 

21 

1.2 

1917 . 


1,723 

15 

1.0 

131- . 


1,700 

15 

0.9 

1313 . 


1,674 

11 

0.G 

l’.OO . 

. 1,752 

1,736 

16 

0.9 

toil . 

. 1,735 

1,705 

30 

1.7 

iav». 

. 2,125 

2,036 

32 

4.3 

Ill hi. . __ 


1,979 

CO 

2.9 

toil . 

. 2,133 

2,052 

SI 

3.S 

lull . 


• 2,077 

13 

0.6 

ton. 


2,072 

13 

O.G 

1357 . 

. 2,010 

1,335 

12 

0.6 

135S . 

. 2,023 

2,011 

' 12 

O.G 

. 


2,317 

9 

0.4 






TotuD. 

. 41,012 

40,153 

S59 

2.1 


National Board’s certificate, the National Board is 
being called upon more and more to provide exami¬ 
nations for medical schools for a variety of pur¬ 
poses. The most prevalent use of the examination 
in medical schools is for the purpose of a valid, 
comprehensive, and impartial evaluation of the 
student class at the end of the second year (Part 1) 
or at the end of the fourth year (Part 2). In some 
schools, an individual department may add a Na¬ 
tional Board test to its own departmental appraisal 
of its students in a particular subject. There were 
43 medical schools in which Part 1, Part 2, or both 


parts of the National Board examinations were 
taken by at least 75lo of the students in the classes 
involved during 1959. 


Table 42.— Diplomatesfrom Individual Medical Schools, 1959 


United States 


3fedical College of Alabama 6 

University of Arkansas. 4 

College of Medical 

Evangelists . 4. 

University of California, 

Los Angeles. 1 

University of Southern 

California . 10 

Stanford University. 15 

University of California, 

San Francisco. 3 

University of Colorado. 3 

Yale University. 71 

Georgetown University. S3 

George Washington 

University . S3 

Howard University. 2u 

University of Miami. 30 

Chicago Medical School. 03 

Northwestern University.... 34 
Stritch School of Medicine.. *20 

University of .Chicago. 43 

University of Illinois. 53 

Indiana University. 1 

State University of Iowa..,. 4 

University of Kansas. 35 

University of Louisville. 10 

Johns Hopkins University... 15 

University of Maryland. 3 

Boston University. 01 

Harvard Medical School. 141 

Tufts University Medical 
School . in 


University of Minnesota. 1 

Uni verity of Missouri. 2 

St. Louis University. 25 

Washington University. 4 

Creighton University. 24 

University of Nebraska. 2 

Albany Medical College. G3 

University of Buffalo. 73 

Columbia University. Ill 

Cornell Unirersity. 77 

New York Medical College.. 114 
New York University....... 123 


State Unirersity of 

New York, Brooklyn. 350 

University of Rochester. 71 

State University of New York, 

Syracuse . 07 

Duke University.:. 10 

Bowman-Gray School of 

Medicine . 1 

University of Cincinnati,... 2 
Western Reserve University. 27 

Ohio State University. 1 

University of Oregon. 16 

Hahnemann Medical College S 
Jefferson Medical College.... 13 

Temple University. 7 

University of Pennsylvania 45 
Woman’s Medical College.... IS 

University of Pittsburgh. 1 

University of Puerto Rico... 21 
Medical College of 

South Carolina. 1 

University of Tennessee. 3 

Meharry Medical College.... 3 
Southwestern Medical School 2 

Baylor University. 1 

University of Utah. 4 

University of Vermont . 09 

University of Virginia. 1 

Medical College of Virginia.. 1 
University of Washington.. 10 

University of Wisconsin. 5 

Marquette University. 7 

Total .2,242 

Canada 
University of British 

Columbia . G 

University of Jfanitoba. 4 

Dalhousie University. 5 

Queen’s University. 1 

University of Western 

Ontario . 2 

University of Ottawa. 3 

University of Toronto. 0 

McGill Unir ersity. 45 


Total 


The officers of the board are Walter A. Bloedom, 
M.D., President; Samuel M. Poindexter, M.D., Vice 
President; John P. Hubbard, M.D., Executive Sec¬ 
retary and Treasurer; William V. Clemans, Ph.D., 


Table 43 .—Licenses Granted on the Basis of National Board 
Certificates, 1959 


Alabama. 

Alaska . 

Arizona . 

California . 

Colorado . 

Connecticut . 

Delaware . 

District of Columbia . 

Georgia . 

Hawaii . 

Idaho . 

Illinois . 

Iowa . 

Kansas . 

Kentucky . 

Maine . 

Maryland . 

Massachusetts . 

Michigan . 

Minnesota . 

Mississippi . 

MK'Ouri . 

Montana . 


12 Nebru?ku . 1 

0 Nevada . 4 

20 New Hampshire. 23 

053 New Jersey . 150 

26 New Mexico. 5 

153 New York. 352 

2 North Dakota . 3 

75 Ohio . 54 

4 Oklahoma . 5 

26 Oregon. 2* 

10 Pennsylvania . 130 

125 Rhode Island .. 27 

7 South Carolina. y 

14 Tennessee . i» 

21 Utah . 13 

25 Vermont . 3 

05 Virginia . 5o 

007 Washington . 40 

20 West Virginia. 15 

67 Wisconsin. 23 

5 Wyoming . 2 

Ou C’jnal Zone and Puerto Rico 21 

10 - 

Total* .3,377 


Director of Testing Services; Christian J. Lambert- 
sen, M.D., Assistant Secretary for Part 1; George 
D. Ludwig, M.D., Board Relations. The address of 
the board is 133 S. 36th St., Philadelphia 4. 
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COUNCIL ON MEDICAL 

EDUCATIONAL COUNCIL FOR FOREIGN 
MEDICAL GRADUATES 

The Educational Council for Foreign Medical 
Graduates gave two of its American Medical Quali¬ 
fication Examinations in 1958 and two in 1959. The 
insults of these examinations are given in table 44. 

In the first examination (March 25, 1958), 68% of 
the 298 candidates attained scores of 70% or above; 
51 /o attained scores of 75% or above. In the second 
examination (Sept. 23,1958), 76.3% of the 844 candi¬ 
dates attained scores of 70% or above; 49.5% 
attained scores of 75% or above. In the third exam¬ 
ination (Feb. 17, 1959), 68.8% of the 1,772 candi¬ 
dates attained scores of 70% or above; 43.4% 
attained scores of 75% or above. In the fourth 
examination (Sept. 22, 1959), 68.8% of the 3,068 
candidates attained scores of 70% or above; 44.7% 
attained scores of 75% or above. 

As of Jan. 1, 1960, the Educational Council for 
Foreign Medical Graduates had examined 5,982 
foreign medical graduates. Of these, 2,709 had been 
granted the standard certificate; 1,419 had been 
granted temporary (two-year) certificates. 

Examination centers have been established in 66 
cities outside continental United States and 35 
cities in the United States. Of the foreign examina¬ 
tion centers, 19 were in Europe, 17 in Latin Amer¬ 
ica, 11 in the Far East, 10 in the Near and Middle 
East, 6 in Africa, and 2 in Oceania. A list of the 
examination centers in which the examination may 
be taken is included in table 45. 

The present policy of the Council on Medical 
Education and Hospitals regarding Educational 
Council for Foreign Medical Graduates certifica¬ 
tion for foreign medical graduates serving as interns 


Table 44 .-American Medical Qualifying Examination of 
Educational Council for Foreign Medical Graduates 


Granted 

Grunted Standard Temporary Total 70 
Examination Certificate Certificate or Above 



No. 

No. 

/O 

No. 

% 

No. 

% 

March 2.7, 1938. 

... 29S 

1.72 

.71 

0 

0 

203 

OS 

September 23. m.78 
United States . 

... 707 

371 

.72.1 

193 

27.3 

5G4 

79.8 

Abroad . 

... 137 

•17 

31.3 

33 

24.1 

SO 

5b.4 

Total . 

... Sit 

118 

19.5 

220 

21 ).S 

(ill 

70.3 

February 17, 195!) 
United States . 

... 1,278 

lilG 

48.2 

341 

20.7 

957 

74.9 

Abroad . 

191 

1.73 

31.0 

110 

22.3 

203 

53.2 

Total . 

... 1,772 

700 

43.4 

4)71 

25.5 

1,220 

os.s 

September 22, 1959 
United States ...... 

... 2,351 

1,088 

40.3 

001 

25.0 

1,089 

71.8 

Abroad ... 

... 717 

282 

30.3 

141 

10.7 

423 

59.0 

Total . 

... 3,008 

1,370 

44.7 

742 

24.2 

2,112 

08.8 


or residents is based upon a fundamental concern 
for the welfare of patients. This policy was pub¬ 
lished in The Journal 5 and mailed to hospitals 
and other agencies interested in the foreign medical 
graduate. A statement applicable to foreign medical 


education and hospitals j.a.m.a., May 28) ]96o 

graduates serving in a capacity other than interns or 
residents appeared in The Journal shortly after 
the policy statement. 


Table 45.-List of Examination Centers for 
American Medical Qualifying Examination 


United States Centers 
California, Los Angeles 

Sun Francisco 
Colorado, Denver 
Connecticut, New Haven 
D. CV, Washington 
Florida, Gainesville 
Miami 
Georgia, Emory 
Hawaii, Honolulu 
Illinois, Chieugo 
Kansas, Kansas City 
Kentucky, Louisville 
Maryland, Baltimore 
Massachusetts, Boston 
Michigan, Ann Arbor 
Minnesota, Minneapolis 
Missouri, St. Louis 
Nebraska, Omaha 
New Jersey, Jersey City 
New York, Brooklyn 
Buffalo 
New York City 
Syracuse 

North Carolina, Durham 
North Dakota, Grand Forks 
Ohio, Cincinnati 
Cleveland 

Oklahoma, Oklahoma City 
Pennsylvania, Philadelphia 
Pittsburgh 
Tennessee, Nashville 
Texas, Houston 
Virginia, Richmond 
Washington, Seattle 
Wisconsin, Milwaukee 
Puerto Rico, Sun Juan 
Canada, Montreal 

Foreign Centers 
Latin America 
Argentina, Buenos Aires 
Netherlund Antilles, Aruba 
Brazil, Rio de Janeiro 
Chile, Santiago 
Colombia, Cali 
Costa Rica, San Jose 
Ecuador, Quito 
Haiti, Port-au-Prince 
Mexico, D. F. (Mexico City) 
Bahama Islands, Nussuu 
Nicaragua. Managua 
Panama, Panama City 
Paraguay, Asuncion 
Peru, Lima 

El Salvador, San Salvador 
Venezuela, Caracas 


Far East 
Hong Kong 
India, Bombay 
Calcutta 
Madras 
New Delhi 
Japan, Tokyo 
Korea, Seoul 
Philippines, Manila 
Asia, Singapore 
Taiwan, Taipei 
Thailand, Bangkok 
Near and Middle East 
Cyprus, Nicosia 
Iran,Tehran 
Israel, Tel Aviv 
Lebanon, Beirut 
Pakistan, Daccu 
Karachi 
Lahore . 

Syria, Damascus 
Turkey, Ankara 
Istanbul 

Oceania 

Australia, Canberra 
New Zealand, Wellington 
Europe 

Austria, Vienna 
Belgium, Brussels 
Denmark, Copenhagen 
England, London 
France, Pari9 
Germany, Berlin 
Bonn 
Frankfurt 
Munich 

Greece, Athens 
Iceland, Reykjavik 
Ireland. Dublin 
Italy, Rome 
Netherlands. The Hugne 
Portugal, Lisbon 
Scotland, Edinburgh 
Spain, Madrid 
Switzerland, Bern 
Yugoslavia, Belgrade 
Africa 

Egypt, Cairo 

French West Africa, Dakar 

Ghana, Accra 

Kenya, Nairobi 

South Africa, Johannesburg 

Belgian Congo, Leopoldville 


The Executive Director of the Educational Coun¬ 
cil for Foreign Medical Graduates is Dr. Dean F. 
Smiley, 1710 Orrington Ave., Evanston, Ill. 


References 

1. Medical Licensure Statistics for 1958, Council on Medi¬ 
cal Education and Hospitals, J. A. M. A. 170:567 (May 30) 
1959. 

2. Medical Licensure Statistics for 1958, Council on Med¬ 
ical Education and Hospitals, J. A. M. A. 170:584 (May 30) 
1959. 

3. Medical Education in United States and Canada, Coun¬ 
cil on Medical Education and Hospitals, J. A. M. A. 17 
1514-1517 (Nov. 14) 1959. 

4. An Open-Ended Medical Education, Editorial, J. A. M-A. 
171:1576-1577 (Nov.' 14) 1959. 

5. Council on Medical Education and Hospitals Policy of 
Foreign Medical Graduates, J. A. M. A. 172:10-% (- • 

5) I960. , 

6 Foreign Medical Graduates Other Than Interns a 

of 

Hospitals, J. A. M. A. 172:1397 (March 26) I960. 


170 











Vo!. 173, No. 4 


427 


MEDICAL NEWS 


CALIFORNIA 

New Medical Center.—'The establishment of a new 
medical center took place May I, when the existing 
Stanford Hospital in San Francisco became the 
Presbyterian Medical Center. The center an¬ 
nounced that there will be no disruption in the 
handling of accounts, as the new corporation will 
pay any outstanding obligations under the ar¬ 
rangement between the two organizations. For 
information, write the Presbyterian Medical Cen¬ 
ter, San Francisco 15. 

State Law Against Pollution by Autos.—The Los 
Angeles County Air Pollution Control District an¬ 
nounced that with the passage of Assembly Bill 
No. 17 on April 5 California became the first state 
to take legislative action against pollution of the 
atmosphere by the automobile. The bill requires 
devices on all new cars throughout the entire state, 
but allows counties not affected by smog to ex¬ 
clude themselves from the provisions concerning 
used cars. In order to exclude a county, its board 
of supervisors must establish at a public hearing 
that there is no air pollution problem in that 
count)'. Ever)' two years thereafter, a hearing must 
be held again to reaffirm the absence of an air 
pollution problem. The metropolitan counties, 
which are most likely to come under the law, have 
vehicle registrations of about 6.6 million, while the 
total registration in the nonmetropolitan counties 
is only about 1.4 million. The law sets up a time¬ 
table for installation of devices. Measured from the 
day a state board certifies that at least two devices 
are approved, this is the schedule: 

1. Within one year—a. All new vehicles throughout the 
state, when first registered, b. Used vehicles, located in a 
county affected by the law, if there is a transfer of 
ownership. 

2. Within two years—All used commercial vehicles, located 
in a county affected by the law. 

3. Within three years—All motor vehicles, located in a 
county affected by the law. 

Automobiles are estimated to contribute daily 
about 1,500 tons of hydrocarbons (exclusive of 
evaporation loss), about 450 tons of oxides of nitro¬ 
gen, and about 9,000 tons of carbon monoxide. 

DISTRICT OF COLUMBLA 
Awards for “Statesmanship in Health.”—An awards 
luncheon will be held Wednesday, June 1, at the 
Staffer—Hilton Hotel, Washington, arranged by the 


Physicians are invited to send to this department items oi news of 
general interest, for example, those relation to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


following honorary chairmen and members of the 
executive committee for “Health-USA” Awards: 
Dr. Victor R. Alfaro, president. Medical Society of 
the District of Columbia; E. K. Morris, president, 
Washington Board of Trade; Ralph E. Becker, 
director, Washington Board of Trade; Dr. W. Le- 
Rov Dunn, past-president. Medical Society' of the 
District of Columbia; Dr. Oscar B. Hunter Jr., 
director. Hunter Memorial Laboratory'; and Dr. 
Richard T. Sullivan, chairman, Public Health Com¬ 
mittee, Washington Board of Trade. The “Health- 
USA” Awards annually honor “Statesmanship in 
Health.” Three awards will be made at the lunch¬ 
eon: Major Gen. Howard M. Snyder, physician to 
President Eisenhower, for his contributions to med¬ 
icine in serving the President; Elmer Bobst, chair¬ 
man of the board, Warner-Lambert Pharmaceuti¬ 
cal Company, for his efforts in drug research and 
leadership in the development of the American 
Cancer Society; Dr. Donald H. Stubbs, chairman 
of the board (national). Blue Shield Voluntary 
Insurance Plan, for his activities and interest in the 
health insurance field and particularly in the ad¬ 
vancement of the Federal Government Health In¬ 
surance Plan for Government Employees. “Health- 
USA” Awards are sponsored by the Washington 
Board of Trade and the Medical Society' of the 
District of Columbia. For information, write Mr. 
Henry P. Loss, 1616 K St., N. W„ Washington 6, 
D. C. (STerling 3-3535). 

IDAHO 

Annual Meeting in Sun Valley.—The 6Sth annual 
meeting of the Idaho State Medical Association will 
be held June 15-18 at Sun Valley, under the presi¬ 
dency of Dr. Quentin W. Mack, Boise. Program 
director is Dr. A. Curtis Jones, who announced the 
following guest speakers for the program: Drs. 
Lewis L. Robbins, Glen Oaks, N. Y.; D. L. C. 
Bingham, Kingston, Ont., Canada; M. Digby Leigh, 
Los Angeles; James W. Warren, Galveston, Texas; 
and Milton L. McCall, Pittsburgh. A program of 
entertainment includes golf, tennis, fishing, skeet 
shooting, and other activities. For information, 
write Mr. Armand L. Bird, 364 Sonna Bldg., Boise, 
Idaho, Executive Secretary. 

IOWA 

Project Provides Medical Information for Students. 
—The Scott County' Medical Society in planning 
their programs for 1959-1960 decided to set aside 
one evening for encouragement and recruitment 
of high school and college students to the field of 
medicine. In February' and March they' showed the 
movie, “I Am A Doctor,” to about 3,000 high school 
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‘, r l°^ f uc i ents In tlle ai 'ea, and on May 3 
about 60 of the outstanding” students (with their 
supervisors) were invited to hear Dr. Robert C. 
Hardin, professor of internal medicine and acting 
dean, State University of Iowa College of Medi¬ 
cine, talk on “Careers in Medicine” and Dr. W. W. 
Morn's, associate dean in charge of student affairs, 
talk on the problem of admissions and admission 
requirements. Following this the doctors and stu¬ 
dents asked questions of the speakers for about one 
hour. Dr. M. J. Brown, of Davenport, was the chair¬ 
man of the program committee. 


MASSACHUSETTS 

Dr. Wilkins Named Department Chairman.—Dr. 
Robert \Y. \\ ilkins, of Newburyport, professor of 
medicine at Boston University’s School of Medicine 
and former president of the American Heart Asso¬ 
ciation, was appointed chairman of the school’s 
department of medicine and physician-in-chief and 
director of Evans Memorial Department of Clinical 
Research at the Massachusetts Memorial Hospitals. 
Dr. Wilkins has served as acting chairman of the 
department of medicine since Sept. 1 and as asso¬ 
ciate phvsician-in-chief, Massachusetts Memorial 
Hospitals, since 1955. He received the Oscar B. 
Hunter Memorial Award of the American Thera¬ 
peutic Society in 1947 “for outstanding work in the 
field of experimental therapeutics.” 

NORTH CAROLINA 

Dr. Hart Named University President Pro Tern.—Dr. 
Daryl Hart, chairman, Duke Medical Center’s sur¬ 
gery department for 30 years, was named president 
pro-tem cm April 21. He will hold this office with 
full authority from July 1 until a permanent presi¬ 
dent is chosen to succeed Hollis Edens, Ph.D., who 
announced his resignation. Dr. Hart received his 
M.D. from the John Hopkins Medical School, Balti¬ 
more, in 1921. He held various positions at that 
institution for the next nine years. In 1928 Dr. Hart 
was offered the surgery department chairmanship 
in the Duke University School of Medicine, then a 
new institution still being built in the pine forest 
west of Durham. He served as president of the 
Southern Surgical Association in 1956 and as presi¬ 
dent of the Southern Society of Clinical Surgeons 
in 1957. He is currently a member of the board of 
governors, American College of Surgeons. 


OHIO 

Monthly Seminars to Precede Gerontology Insti- 
tute.-Ernest W. Retzlaff, Ph.D., assistant professor 
of physiology and psychiatry, Columbus Psychiatric 
Institute and Hospital, Ohio State University School 
of Medicine, announced the first of a series of 
monthly seminars. This group, sponsored by the Co¬ 
lumbus Psychiatric Institute and the department of 
physiology, has been organized as the first step m 


J.A.M.A., May 28, 19(io 


establishing a Gerontological Institute which 
be primarily concerned with study of the bioln 
aspects of aging. 


will 

gical 


Dr. Sabm Honored.-Walter C. Langsam, PhD 
University of Cincinnati president, announced the 
appointment of Dr. Albert B. Sabin as the univer¬ 
sity s first distinguished service professor a new 
designation created by the UC board of directors to 
honor Dr. Sabin for his work. Dr. Langsam pre¬ 
sented Dr. Sabin with a citation which read: “Emi¬ 
nent authority in research pediatrics, known with 
gratitude throughout the world as a benefactor of 
mankind for his achievements in alleviating the 
scourges of such virus diseases as poliomyelitis, 
Japanese B-encephalitis, and dengue fever.” Dr. 
Sabin was principal guest .of honor and speaker at 
the citation banquet. His topic was “The Biologist’s 
Dreams—the Humanitarian’s Nightmares.” He is 
professor of research pediatrics in UC College of 
Medicine and fellow of Children’s Hospital Re¬ 
search Foundation. 


Personal.—Dr. Irvine H. Page, director of research 
at the Cleveland Clinic and a past-president of the 
American Heart Association, was appointed to a 
three-year term on the Expert Advisory Panel on 
Cardiovascular Diseases of the World Health 
Organization. Dr. Page is one of four doctors from 
this country selected to serve on the 39-member 
panel.—The 103rd Cutter Lecture on Preventive 
Medicine of the Harvard School of Public Health 
was given by Dr. Benjamin Pasamanick, professor 
of psychiatry, Ohio State University College of 
Medicine. Dr. Pasamanick presented “Epidemi¬ 
ologic Approaches to the Investigation of Child¬ 
hood Neuropsychiatric Disorder.” The Cutter 
Lectures, presented annually by the Harvard School 
of Public Health, were established in 1909 through 
a bequest from Dr. John Clarence Cutter, a gradu¬ 
ate of the Harvard Medical School. The lectures 
have been presented since 1922. 


IREGON 

>r. Crane to Succeed Dr. Hunter.—Dr. Warren C. 
funter, a faculty member at the University of 
Iregon Medical School for 36 years, will retire as 
rofessor and chairman of the department of pa- 
lology July 1. Dr. Jackson T. Crane, formerly asso- 
iate ^professor of pathology and surgery at the 
University of California School of Medicine, was 
ppointed to take his place. Dr. Hunter will go to 
ie Portland Sanitarium and Hospital on a full-time 
asis after his retirement, but lie will continue to 
ja ch at the Medical School on a volunteer basis as 
clinical professor of pathology. Dr. Crane receive 
doctor of medicine degree in 1945 from the U n 
ersity of California. Pie currently is conducting 
^search on metabolic bone diseases, investigating 
Z1 and animal dwarfism and other abnormal.- 
:es of cartilage growth and metabolism. 
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Cancer Conference in Portland.—The second an¬ 
nual Oregon Cancer Conference will be held July 7 
and S in Portland under joint sponsorship of the 
Oregon State Medical Society, Oregon Division of 
the American Cancer Society, and University' of 
Oregon Medical School. Guest lecturers include 
Oscar Creech Jr., New Orleans; J. Hartwell Harri¬ 
son, Boston; Henry L. Jaffe, Los Angeles; I. S. 
Ravdin, Philadelphia; and R. Wayne Rundles, Dur¬ 
ham, N. C. In addition to their individual 
presentations, each guest speaker will participate in 
one or more panel discussions. All sessions of the 
conference will be held in the new Sheraton Hotel 
in Portland. The entire expense of the conference 
is being underwritten by the Oregon Division of 
die American Cancer Society'. There will be a 
charge for the luncheons and banquet. For informa¬ 
tion, write Mr. Roscoe K. Miller, Executive Secre¬ 
tary, Oregon State Medical Society, 2164 S. W. Park 
Place, Portland 5. 

Primate Research Center.—Two grants totaling 
$1,917,275 for construction and operation of a 
regional subhuman primate research center near 
Portland were made in April to the Medical Re¬ 
search Foundation of Oregon, Inc., by the U. S. 
Public Health Service. The University' of Oregon 
Medical School will provide the academic environ¬ 
ment within which the center will operate. The 
proposed site is a 163-acre tract about 10 miles west 
of downtown Portland. The center, to be composed 
of laboratories and 400 rhesus monkeys, is expected 
to be in operation by early 1961. The grants were 
made by the National Heart Institute from funds 
appropriated by Congress to the National Institutes 
of Health for the establishment of primate research 
centers. The center will provide opportunity' for 
basic research in primate genealogy and in related 
physical and behavioral sciences. It will be a pilot 
project in what is planned to be a series of such 
centers. The regional center will be utilized by vis¬ 
iting scientists from many parts of the world. Dr. 
Donald E. Pickering, Doembeclier Memorial Pro¬ 
fessor of Pediatrics at the University' of Oregon 
Medical School, and Edward S. West, Ph.D., de¬ 
partment of biochemistry, are the principal investi¬ 
gators on the grant. 

Personal.—Dr. Edwin E. Osgood, professor of medi¬ 
cine and head of the division of experimental medi¬ 
cine, University' of Oregon Medical School, Port¬ 
land, was named to the clinical fellowship 
committee of the American Cancer Society'.—Dr. 
Anis M. Behnarn, research associate in the division 
of urology, University' of Oregon Medical School, 
Portland, was selected as a $200 third prize winner 
m a national essay' competition sponsored by' the 
American Urological Association, Inc. He will be 
honored at the group’s annual meeting in May at 
Chicago.—Dr. Herbert E. Griswold Jr., head, di¬ 
vision of cardiology'. University' of Oregon Medical 


School, Portland, was appointed to the board of 
directors of tire American Heart Association. He also 
is on the association’s committee on personnel and 
training.—Dr. Marilyn A. Nelson, 1959 graduate of 
the University of Oregon Medical School, Portland, 
was one of 12 women medical students in the United 
States who graduated first in her class. Now intern¬ 
ing at Philadelphia General Hospital, Miss Nelson 
was awarded $100 by the American Medical Wom¬ 
en’s Association “in recognition of her distinction.” 
She plans to take a pediatric residency' and then 
practice in Eugene, her home town. —Dr. David K. 
Taydor, clinical associate in medicine, University' of 
Oregon Medical School, was named secretary' of the 
newly organized Northwest Rheumatism Associa¬ 
tion, which had its first meeting in November at 
Portland. 

GENERAL 

Plastic Surgeons Organize in New England.—The 
New England Society' of Plastic and Reconstructive 
Surgery was organized and held its first meeting on 
April 8, in Boston. The following slate of officers 
was elected: president. Dr. Varaztad H. Kazanjian, 
Boston; vice-president, Dr. Radford C. Tanzer, 
Hanover, N. H.; and seeretary'-treasurer. Dr. Rich¬ 
ard P. Sexton, 2S9 Angell St., Providence, R. I. 

Meeting on Research in Ophthalmology.—On June 
13-16, the 29th annual meeting of tire Association 
for Research in Ophthalmology', Inc., will be held 
in Miami, Fla., with headquarters at the Eden Roc 
Hotel. A total of 28 papers are scheduled on the 
program, including the Friedenwald Memorial Lec¬ 
ture by' Dr. Irving H. Leopold, Philadelphia. Dis¬ 
cussions will follow the presentations. The Proctor 
Medal will be presented to Sir Stewart Duke-Elder, 
London, England, the morning of June 15, and that 
evening the awards banquet will be held. For in¬ 
formation, write Dr. Lorand V. Johnson, 10515 
Carnegie Ave., Cleveland 6, Secretary-Treasurer. 

Appoint Nursing Consultant for Heart Group.—Miss 
Katharine Lembright, R.N., wms appointed nursing 
consultant for the American Heart Association. 
Miss Lembright, formerly' assistant executive secre¬ 
tary' of the American Nurses’ Association, will plan 
and develop national programs for improved nurs¬ 
ing, especially' as they' relate to the care of cardio¬ 
vascular patients. A part-time lecturer on industrial 
medicine at New York University Postgraduate 
Medical School, Miss Lembright senes on the 
American Medical Association’s Subcommittee on 
Industrial Nursing and on the Nursing Committee 
of the National Society' for the Prevention of 
Blindness. 

Geriatric Meeting in Miami Beach.—The 17th an¬ 
nual meeting of the American Geriatrics Society 
w'ill be held June 9-10 at the Americana Hotel, 
Miami Beach, Fla., under the presidency of Dr. 
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1 tank Glenn, Now York City. Over 20 papers are 
scheduled on such topics as neurohumoral factors 
m hpid mobilization, tranquilizers, psychological 
studies m geriatric hemiplegia, prevention of 
c uomc illness, and nutritional problems in the 
aged. The annual reception and dinner will be 
J une 6:30 p. m., at which the Willard 0. 
Thompson Memorial Award will be presented. For 
information, write Dr. Richard ]. Kraemer, 2907 
Post Road, Greenwood, Warwick, R. I., Secretary- 
Treasurer. 


J.A.M.A., May 2S, iyr,0 

Crumbine award for the development of a comnrr 
henszve program of environmental sanitation las 
won by the County Health Department of San 

bvXp n w m 'ITn com P etition is sponsored 
by the Public Health Committee of the Paper Cud 

and Container Institute. The awards are made in 
memory of Dr. Samuel J. Crumbine, state health 
otncer m Kansas, who was an executive of the 
Ameiican Child Health Association, and one-time 
executive officer of the Kansas State Board of 
Health. 


Medical Writers’ Institute.-The third annual Medi¬ 
cal Writers Institute, for medical writers engaged 
in serving the medical, pharmaceutical, dental, 
nursing, and veterinary professions, will be held at 
the Rensselaer Polytechnic Institute, Troy, N. Y., 
Monday, June 13 through Friday, June 17. Tuition 
for the five-day institute will be $175. This fee will 
cover the instructional part of the program, to¬ 
gether with the daily luncheons and tire institute 
dinner. Checks should be made payable to Rens¬ 
selaer Polytechnic Institute and sent to the Comp¬ 
troller. Housing will be in the new Freshman 
Dormitories. Breakfasts may be obtained at the 
nearby Dining Hall. The enrollment form should be 
sent as soon as possible to Mr. Jay R. Gould, Di¬ 
rector, Medical Writers’ Institute, Rensselaer Poly¬ 
technic Institute, Troy, N. Y. 

Society News.—Dr. C. Paul Hodgkinson, of Detroit, 
was installed as president of the American College 
of Obstetricians and Gynecologists, succeeding Dr. 
John I. Brewer, of Chicago. Other officers are first 
vice-president, Dr. George E. Judd, Los Angeles; 
second vice-president, Dr. Howard C. Taylor Jr., 
New York City; treasurer. Dr. Axel N. Arneson, St. 
Louis; secretary. Dr. Craig W. Muckle, Philadel¬ 
phia; and assistant secretary, Dr. Sprague H. Gard¬ 
iner, Indianapolis.—The American Laryngological 
Association installed the following officers for 1960- 
1961: president, Dr. Edwin N. Broyles, Baltimore; 
secretary, Dr. Lyman G. Richards, Cambridge, 
Mass.; treasurer, Dr. Francis E, Lejeune, New Or¬ 
leans; editor, historian, and librarian. Dr. Francis 
W. Davison, Danville, Pa. The association’s next 
annual meeting will be held at the Lake Placid Club, 
Essex County, N. Y., May 21-22, 1961. 

Indianapolis and San Bernardino Win Health 
Awards.—The Indianapolis and the San Bernardino 
(Calif.) county health departments were judged 
winners of two top national awards for sanitation 
programs. The competition was open to more than 
1,200 local health departments throughout the 
country. The Division of Public Health of Marion 
Comity, Indiana, which includes the city of Indian¬ 
apolis, won the Samuel J. Crumbine award for 
“outstanding achievement" in the development of 
a program of eating and drinking sanitation. The 


Tuberculosis Group Warns Against Cigarettes.-A 
warning to “all people” of the risk of the develop- 
ment of lung cancer from smoking cigarettes was 
issued May 4 by the National Tuberculosis Associa¬ 
tion. The association, which includes all respiratory 
diseases in its program, pointed out that smoking 
“appears to be a factor also in such crippling lung 
diseases as chronic bronchitis and emphysema” 
Approved by the governing body of tire NTA’s 
medical section, the American Trudeau Society, the 
statement based its worning on three points: “there 
is an alarming increase in deaths from lung cancer,” 
“cigarette smoking is a major cause of lung cancer,” 
and “the risk of lung cancer increases with the 
number of cigarettes smoked.” It pointed out also 
that the risk of lung cancer is reduced when smok¬ 
ing is given up. “No present method of treating 
tobacco or of filtering the smoke has been proved 
to reduce the harmful effect of cigarette smoking," 
the statement said. “Up to now, these harmful 
effects can be avoided only by not smoking ciga¬ 
rettes.” 


Society News.—The following officers of the 
American Society of Facial Plastic Surgery were 
elected for the ensuing year: president, Dr. Sam 
H, Sanders, Memphis, Tenn.; vice-president, Dr. 
John T. Dickinson, Pittsburgh; secretary, Dr. Sam¬ 
uel M. Bloom, New York City; treasurer, Dr. Joseph 


, Miceli, Brooklyn; and chairman of the western 
ction, Dr. W. Eugene Compere Jr., Los Angeles, 
lie annual spring meeting in 1961 will be held from 
jb. 11-14 at the Roosevelt Hotel, New Orleans. 
-The new officers of the American Radium So- 
ety elected at the recent meeting in San Juan are 
follows: president. Dr. Jesshill Love, Louisville, 
y • president-elect, Dr. Robert L. Brown, Atlanta, 
a.; secretary. Dr. Charles G. Stetson, Englewood, 
T. • and treasurer. Dr. Gilbert H. Fletcher, 
ouston, Texas.—The officers of the American 
torhinologic Society for Plastic Surgery, 
elude the following: president, Dr. Thomas L- 
riant, Welland, Ont, Canada; secretary, Jo¬ 
seph G. Gilbert, 75 Barberry Lane, Bos yn 
eiehts N. Y. The society will meet at the Conra 
£ Hotel Chicago, Oct. 9. The 1961 meetmg 
ill be held in New York City, March, 196 • 
.iropean seminars are planned as follows: Par - 
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Julv 23-2S, 1961; Rome, Aug. 1-3, 1961; Vienna, 
Aug. 9-11, 1961; Geneva, Aug. 13, 1961; and 
London, Aug. 17-20, 1961. 

Quadrennial Prize for Cancer Research.—The Dr. 
Raoul Biltris Prize for experimental research on 
cancer was announced by the Royal Flemish Acad¬ 
emy of Medicine of Belgium. The quadrennial prize 
is for a doctor of medicine with at least 10 years 
practice, author of an original memoir in manuscript 
in Dutch, French, English, or German concerning 
experimental research on cancer. The prize 
(10,000 fr.) is for the period 1961-1964, ending 
Dec. 31, 1964. The prize may be awarded every 
four years. Cooperation between no more than two 
authors is allowed. The prize cannot be divided 
among authors of different memoirs. If no memoir 
is received at the end of a period, this may be 
prolonged by the board of the academy for one 
year. If the prize is not awarded, the available 
amount will be added to the principal. Candidates 
are invited to send their work, typed in three copies, 
to the permanent secretary of the academy at the 
latest on Dec. 31 of the last year of the quadren¬ 
nial period. For details apply to the secretary’s 
office of the Royal Flemish Academy of Medicine of 
Belgium, Palace of the Academies, Hertogsstraat, 1, 
Bnissels 1. 

Meeting of Chest Physicians.—The American Col¬ 
lege of Chest Physicians will hold its five-day an¬ 
nual meeting in Miami Beach, with headquarters at 
the Saxony Hotel, June S-12. Dr. Seymour M. Far- 
ber, San Francisco, president of the college, will 
preside. Among the topics to be discussed are 
“Newer Diagnostic Aids in Cardiology,” “Cardiac 
Resuscitation,” “Pulmonary Function in Cardiac 
Disease,” “Carcinoma of the Lung: A Study of Five- 
Year Survivals Following Surgery,” and “Effect of 
Cardiac Arrhythmias on the Circulation of the Vi¬ 
tal Organs.” A program of scientific motion pictures, 
to be presented June 10-12, has been arranged by 
Dr. Paul H. Holinger, of Chicago. Other highlights 
of the meeting will include the presentation of the 
college gold medal at the presidents’ banquet on 
June 11 and the convocation at which 100 physicians 
will be awarded their certificates of fellowship in 
the college. The scientific program will include post¬ 
graduate seminars June 8. There will be two morn¬ 
ing and two afternoon sessions devoted to cardio¬ 
vascular and pulmonary discussions. The tuition fee 
of $7.50 for each postgraduate seminar will be in¬ 
cluded in the registration fee of $25 for nonmem¬ 
bers. Fireside conferences will be held on the 
evening of June 10, and a film presentation of a 
television broadcast, “Report to die People on Lung 
Cancer,” is arranged. Six round-table luncheon dis¬ 
cussions will be held daily, June 10-12. For informa- 
fion, write Mr. Murray Komfeld, 112 E. Chestnut 
St., Chicago 11, Executive Director. 


International Congress on Bums.—Scientists en¬ 
gaged in research in burns will meet at the National 
Naval Medical Center, Washington, D. C., Sept. 
19-22 in the first International Congress on Re¬ 
search in Bums. The congress, sponsored by the 
U. S. Department of Defense, will be held at die 
School of Hospital Administration at die Naval 
Medical Center. More than 100 scientists—from 
Canada, Mexico, Chile, Peru, Scodand, England, 
Sweden, Yugoslavia, China, Italy, and the U. S. S. R. 
—will participate. Their fields of research include 
experimental as well as clinical aspects and touch on 
problems of skin grafts, immunology, metabolism, 
and surgery. The last conference on bums was 
held in October, 1955. Some 55 papers are scheduled 
to be given. At die close of each group of related 
papers, one scientist will summarize information 
on that phase of bums research. On the final day, 
six investigators will give their ideas on needed 
additional research. A x'olume on bums research is 
planned, to contain about 35 of the papers presented 
at the congress. Honorary chairman of the congress, 
being held under die auspices of die American 
Institute of Biological Sciences, is Dr. Frank D. 
Berry, assistant secretary of defense (health and 
medical). Congress co-ordinator is Dr. Curtis P. 
Artz, University of Mississippi Medical Center, 
Jackson, Miss. 

Rheumatism Meeting in Florida.—The annual scien¬ 
tific sessions of the American Rheumatism Associa¬ 
tion will be held at the Hotel Diplomat, Convention 
Hall, Hollywood-by-the-Sea, Fla., June 9-11. The 
sessions open with a panel discussion June 9, 
8 p. m., titled “Current Immunologic Research in 
Rheumatic Diseases—Possible Ch'nical Implica¬ 
tions” and moderated by Dr. Lewis Thomas, pro¬ 
fessor of medicine, New York University Medical 
School. Concurrent sessions on experimental and 
pathologic observations are scheduled for June 10, 
8:30 a. m. Thereafter, all sessions will be plenary. 
The presidential address by Dr. Charley J. Smyth, 
University of Colorado, Denver, will take place 
from 12:30 p. m., June 10. Dr. Smyth will present 
“Necrotizing Vasculitis, Mast Cells and Connective 
Tissue Diseases—An Hypothesis.” Reports slated 
for June 11, 8:30 a. m. to noon, deal with rheumatic 
fever, the rheumatoid factor, and rheumatoid ar¬ 
thritis. The closing guest lecture will be given by 
Prof. E. G. L. Bywaters, of London, England, on 
clinical trials of gold salts conducted by the Em¬ 
pire Rheumatism Council’s Research Subcommit¬ 
tee. In all, 46 scientific papers dealing with clinical 
and research findings in rheumatic diseases are 
included in the program. Following the meeting, a 
postgraduate seminar in arthritis and related dis¬ 
eases will take place at the Hotel Diplomat, spon¬ 
sored by the Florida Chapter, Arthritis and Rheu¬ 
matism Foundation, in cooperation with Florida 
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medical societies and medical schools. For informa- 

^ ^rard W. Speyer, 10 Columbus 
Cuclc, New \ork 19, Executive Secretary. 

Psychiatrists Plan World Tour.-The following pa¬ 
pers will be presented by members of the Eastern 
i syehnitric Research Association during their world 
tour which starts July 1: 

Role of Hypnosis in Psychiatry, Dr. Herbert X. Spiegel. 
Newer Concepts of Feminine Personality, Dr. Natalie 
Sluiiness. 


examinations and licensure 


J.A.M.A., May 28, I960 


for the accompanying family members. For infer 
matron, write the Secretariat of the Czechoslovak 

SKovIlcta he " ma,0l0Sy - Praha 2 - ** i 

CORRECTIONS 

Common Colds.-In the letter from the United 
Kingdom on common colds (April 23, page 1970) 
the report referred to was by D. A. J. Tyrrell and 
co-workers and appeared in The Lancet for Jan. 30 


Electric and Chemical Convulsive Therapy in Psychiatry 
'today, Dr. David J. Impastato. 

A Comparison of Pharmacotherapy and Electrotherapy Dr 
William Furst. " 

Recent Advances in Psychiatric Services to Courts and 
Prisons, Dr. Richmond C. Hubbard. 

Responses to High Frequency Brain Stimulation in Psychi¬ 
atric and Neurologic Diagnosis and Treatment, Dr. Alfred 
E. Eyres and Reuben Reiter, D.Sc. 

Treatment of Emotional Factors in Learning Disability, 
Dr. Theodore Cohen. 

Recent Advances in Psychiatric Training Programs in the 
United States, Dr. William L. Holt Jr. 

Psychiatry in Relation to Medical Practice, Dr. Anthony R. 
Gabriel. 

Pharmacotherapy of Depressive States, Dr. Francis A. 
Gagliardi. 

Place of Insulin Coma Treatment Today, Dr. Edwin M. N. 
Dunlop. 

Place Today of Regressive Convulsive Therapy and Lobotomy 
in the Treatment of Mental Disorders, Dr. James L. Sagebiel. 

Present Role of Somatic and Analytic Treatment in Child 
Psychiatry, Dr. Herbert Freed. 


Dr. Barth Heads Radiologists.-In a Medical News 
item on page 66 of the May 7 Journal, concerning 
the awarding of gold medals by the American Col¬ 
lege of Radiology, the fact that Dr. Earl E. Barth, 
Chicago, is the newly elected president of the 
college was inadvertently left out. 

EXAMINATIONS 

AND 

LICENSURE 

EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 

Educational Council for Foreign Medical Graduates: Sta¬ 
tions around the world. Sept. 21, 1960. Exec. Director, 
Dr. Dean F. Smiley, 1710 Orrington Ave., Evanston, III. 

NATIONAL BOARD OF MEDICAL EXAMINERS 


These meetings will be held in conjunction with 
die psychiatric societies of Japan, Thailand, Hong 
Kong, India, and Israel. The association has en¬ 
gaged the University Travel Company, 18 Brattle 
St., Cambridge, Mass., to handle all the traveling 
arrangements for diem. Anyone interested in join¬ 
ing the tour can do so by contacting Mr. C. J. Johns, 
of the University Travel Company. 

FOREIGN 

Rheumatology Congress in Czechoslovakia.—The 
Czechoslovak Society of Physical Medicine is hold¬ 
ing the Czechoslovak Congress of Rheumatology 
with international participation Sept. 21-25 in 
Piestany. Two main subjects will form the principal 
part of the program: “Rheumatoid Arthritis” and 
“Ochronotic Arthropathy.” Subjects of free choice 
are planned, and papers will be read by researchers 
from Bulgaria, Denmark, Finland, France, Ger¬ 
many, Great Britain, Hungary, Italy, Norway, 
Poland, Rumania, Soviet Union, Sweden, U. S. A., 
and Czechoslovakia. The official languages of the 
congress ave English, French, Russian, German, 
Czech, and Slovak. Simultaneous translation to and 
from the official languages will be provided. Ex¬ 
cursions and social and cultural functions are 
planned, and a special program is being prepared 


National Board of Medical Examiners: Part I, Various Cities, 
June 21-22 and Sept. 7-8. Part II. Applications must be 
received at least six weeks before the date of the examina¬ 
tion. Exec. Sec., Dr. John P. Hubbard, 133 South 36th 
St., Philadelphia. 

BOARDS OF MEDICAL EXAMINERS 

Alabama: Examination. Montgomery, June 21-23. Sec., Dr. 

D. G. Gill, State Office Bldg., Montgomery. 

Alaska : 0 On application in Anchorage or Fairbanks. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 
Arkansas: 0 Examination and Reciprocity. Little Rock, June 
9-10 Sec., Dr. Joe Verser, Harrisburg. 

California: Written. San Francisco, June 20-23; Los An¬ 
geles, Aug. 22-25 and Sacramento, Oct. 17-20. Oral anti 
Clinical. Los Angeles, San Francisco, June 19; Los An¬ 
geles, Aug. 21, and Los Angeles, Nov. 29. Oral jot Reci¬ 
procity Applicants. San Francisco, June 18; Los Angeles, 
Aug. 20 and Nov. 19. Sec., Dr. Louis E. Jones, Room 
536, 1020 N Street, Sacramento. 

Canal Zone: On Application. Acting Sec., Dr. B. K. Levin, 

Health Bureau, Balboa Heights. nr! 

Colorado : 0 Examination. Denver, June 14-15. Sec,, Dr. Joiin 
B. Farley, 1612 Tremont Place, Denver 2. 

Connecticut : 0 Hartford, July 13-14. Sec., Dr, Stan ey 
Weld, 160 St. Ronan St., New Haven. 

Delaware: Examination and Endorsement. Dover, June L-- 
14 and July 31. Sec., Dr. Joseph S. McDaniel, Iroles 

sional Bldg., Dover. ,. , r , nc 

District of Columbia : 0 Examination. Washington, June 
Sl4 Deputy Director, Mr. Paul Foley, Departaent of 
Occupations and Professions, 1740 Massachusetts Ave, 
N.W., Washington 6. 
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Florida:* Examination. Miami Beach, June 19-21. Sec., Dr. 
Homer L. Pearson, 901 N.W. 17th St., Miami 36. 

Georcu: Examination. Atlanta and Augusta, June 8-9. Reci¬ 
procity. Atlanta and Augusta, June 10. Sec., Mr. Cecil L. 
Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act Sec., Dr. F. L. Conklin, Agana. 

Idaho: Examination and Endorsement. Boise, July 11-13. 
E\ec. Sec., Mr. Armand L. Bird, 35S Sonna Bldg., Boise. 

Indiana: Examination. Indianapolis, June 22-24. Reciprocity. 
Indianapolis, fourth Wednesday of each month. Ex. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

Illinois: Examination. Cliicago, July 12-14. Reciprocity. 
Chicago, July 15. Supt. of Registration, Mr. Frederic B. 
Selcke, Capitol Bldg., Springfield. 

Kansas:* Examination. Kansas City, June 16-17. Endorse¬ 
ment. Kansas City, June IS. Sec., Dr. F. J. Nash, New 
Brotherhood Bldg., Kansas City. 

Kentucky: Examination. Louisville, June 6-7. Sec., Dr. 
Russell E. Teague, 620 Soudi Tliird St., Louisville 2. 

Louxslana: Examination and Reciprocity. New Orleans, 
June 9-11. Sec., Dr. Edwin H. Lawson, 930 Hibernia 
Bank Bldg., New Orleans 12. Homeopathic. Examination 
subject to call. Sec., Dr. F. H. Hardenstein, 903 Pere 
Marquette Bldg., New Orleans. 

Maryland: Examination. Baltimore, June 15-18. Sec., Dr. 
Frank K. Morris, 1215 Cathedral St., Baltimore 1. 

Massachusetts: Examination. Boston, July 12-15. Sec., Dr. 
David W. Wallwork, Room 37, State House, Boston 33. 

Michigan:* Examination. Ann Arbor and Detroit, June 6-S. 
Sec., Dr. E. C. Swanson, 118 Stevens T Mason Bldg., 
Lansing. 

Mississippi: Examination. Jackson, June 20-21; Reciprocity, 
Jackson, June 16. Sec., Dr. A. L. Gray, Old Capitol, Jack- 
son 13. 

Montana: Examination and Reciprocity. Helena, Oct. 4. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

Nebraska:* Examination. Omaha, June 13-15, 1960. Dir., 
Bureau of Examining Boards, Boom 1009, State Capitol 
Bldg., Lincoln 9. 

Nevada: Examination and Reciprocity. Reno, June 8, Sept. 7 
and Dec. 7. See., Dr. G. H. Ross, 112 North Curry St., 
Carson City. 

New Hampshire: Examination and Reciprocity. Concord, 
Sept. 14-17. Sec., Dr. Edward W. Colby, 61 South Spring 
St., Concord. 

New Jersey: Examination. Trenton, June 21-24. Reciprocity. 
Continuously. Sec., Dr. Royal A. Schaaf, 28 West State 
St, Trenton. 

New York: Examination. Albany, Buffalo, New York City, 
Rochester and Syracuse, June 28-July 1. Sec., Dr. Stiles 
D. Ezell, 23 S. Pearl Street, Albany. 

North Carolina: Examination and Endorsement. Raleigh, 
June 20-23. Sec., Dr. Joseph J. Combs, 716 Professional 
Bldg., Raleigh. 

North Dakota: Examination and Reciprocity. Grand Forks, 
July 13-16. Sec., Dr. C. J. Glaspel, Grafton. 

Ohio: Reciprocity. Columbus, June 17. Examination. Colum¬ 
bus, June 16-18. Sec., Dr. H. M. Platter, 21 West Broad St, 
Columbus 15. 

Oklahoma.-® Examination and Endorsement. Oklahoma 
City, May 31-June 1. Sec., Dr. E. F. Lester, 813 Braniff 
Bldg., Oklahoma City. 

Oregon:® Examination. Portland, July 12-13, Exec. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland. 

Pennsylvania: Examination. Philadelphia and Pittsburgh, 
July 5-7. Sec., Mrs. Margaret G. Steiner, Box 911, 
Harrisburg. 

Rhode Island:® Reciprocity. Providence, June 23. Exam- 
motion. Providence, July 7-8. Administrator, Mr. Thomas 
B. Casey, 366 State Office Bldg., Providence. 


South Carolina: Examination. Columbia, June 2S-29. Sec., 
Dr. Harold E. Jervey, Jr., 1329 Blanding St, Columbia. 

South Dakota:® Examination. Rapid City, July 19-20. Reci¬ 
procity. Continuously. Exec. Sec., Mr. John C. Foster, 300 
First National Bank Bldg., Sioux Falls. 

Tennessee:® Examination. Nashville, May 31-June 1; Mem¬ 
phis, June 15-16. Reciprocity. Continuously. Sec., Dr. 
Alfred H. Mason, 1635 Exchange Bldg., Memphis 3. 

Texas:® Examination and Reciprocity. Fort Worth, June 20- 
22. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., 
Fort Worth 2. 

Utah: Examination. Salt Lake City, July 6-S. Director, Mr. 
Frank E. Lees, 324 State Office Bldg., Salt Lake City- 1. 

Vermont: Examination and Reciprocity. Burlington, June 
16-18. Sec., Dr. F. J. Lawliss, Richford. 

Virgin Islands: Examination. Charlotte Amalie, St. Thomas, 
June S-9. Sec., Dr. Benjamin A. Nath, Charlotte Amalie, 
St. Thomas. 

Virginla: Examination and Reciprocity. Richmond, June 13- 
17. Address: Board of Medical Examiners, 631 First St. 
S.W., Roanoke. 

Washington:® Examination. Seattle, July 1S-20. Reciproci¬ 
ty. Continuously. Administration, Mr. Thomas A. Carter, 
Capitol Bldg., Olympia. 

Wisconsin:® Examination. Milwaukee, July 12-14. Sec., Dr. 
Thomas W. Tormey, 115 So. Pickney St, Madison. 

Wyoming: Examination and Reciprocity. Cheyenne, June 6. 
Acting Sec., Dr. Carleton D. Anton, State Office Bldg., 
Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Alabama : Examination. Birmingham, June 2-3. Waicer. 
Continuously. Final date for acceptance of applications 
for examination is May 18 and for waiver May 6. Chair¬ 
man, Dr. E. Carl Sensemg, 1919 7tli Ave., So., Birming¬ 
ham 3. 

Arizona: Examination. Tucson, June 21. Reciprocity. Tuc¬ 
son, Approximately June 25. Sec., Mr. Hirman E. Bate¬ 
man, University of Arizona, Tucson. 

Colorado: Examination and Reciprocity. Denver, Sept. 7-S 
and Dec. 7-8. See., Dr. Esther B. Starks, 1459 Ogden St., 
Denver IS. 

Connecticut: Examination. New Haven, June 11. Reci¬ 
procity and Endorsement. Continuously. Exec. Asst, Mrs. 
Regina G. Brown, 25S Bradley St., New Haven 10. 

District of Columbia: Examination. Washington, May 23- 
24. Deputy Director, Mr. Paul Foley, Department of 
Occupations and Professions, 1740 Massachusetts Ave., 
Washington 6. 

Florida: Examination. Miami, June 4. Sec., Mr. M. W. 
Emmel, Box 340, Gainesville. 

Kansas: Examination. Kansas City, June 10-12. Sec., Dr. 
Leon C. Heckert, Kansas State College, Pittsburg. 

Minnesota: Examination. Minneapolis, June 7-S. Reciproci¬ 
ty. Continuously. Sec., Dr. Raymond N. Belter, 105 
Millard Hall, University of Minnesota, Minneapolis 14. 

New Mexico: Reciprocity. Santa Fe, June 25. Examination. 
Santa Fe, July 17. Sec., Mrs. Marguerite Cantrell, Box 
1522, Santa Fe. 

Oregon: Examination. Portland, June 4. Reciprocity. Con¬ 
tinuously. Sec., Dr. Earl M. Pallett, Box 5175, Eugene. 

South D.asota: Examination and Reciprocity. Vermillion, 
June 10-11. Sec., Dr. Gregg M. Evans, 310 E. 15th St, 
Yankton. 

Washington: Examination. Seattle, July 13-14. Administra¬ 
tor, Mr. Thomas A. Carter, Department of Licenses, 
Capitol Bldg., Olympia. 

Wisconsin: Examination. Milwaukee, June 4. Sec., Dr. W. 
H. Barber, 621 Ransom St, Ripon. 

“Basic Science Certificate required. 
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NAVY 

PersonaL-Rw' Adm. Frank P. Kreuz, M. C., 
u. 5. N., former.deputy, commanding officer of the 
National Naval Medical Center and commanding 
officer of tile U. S. Naval Hospital, Bethesda, Md., 
became the 16th commanding officer of the center 
in ceremonies on March 31. He relieved Hear Adm, 
Biuce E. Bradley, M. C., U. S. N., who retired after 
over 33 years of active duty. 


VETERANS ADMINISTRATION 

Night Care for Mental Patients.—When quitting 
time comes at shops and offices across the nation 
these days, a sizable group of workers collect their 
belongings and head for the wards of Veterans 
Administration psychiatric hospitals. These veter¬ 
ans in the final phase of recovery from mental ill¬ 
ness spend the night at the hospitals, where they 
receive drugs or other treatment, and the next 
morning receive a pass from the hospital and leave 
for another day’s work. They are showing definite 
benefit from this program. 

Dr. Jesse F. Casey, VA director of the psychiatry 
and neurology service, explained that many pa¬ 
tients, long hospitalized for mental illness, require 
additional help after specific therapy has been 
given. They cannot make an abrupt change from 
hospital to community life. Receiving night care 
for a limited time often enables them to leave the 
hospital and return home. They reach this phase 
of tire program only after months or years of treat¬ 
ment, vocational counseling, and participation in 
therapeutic work assignments at the hospitals. Re¬ 
tention in the program is generally limited to a 
year and often is much less than that. These pa¬ 
tients achieve excellent work records and a large 
percentage recover and leave the hospital. Much 
of the credit for the success of the night care pro¬ 
gram belongs to employers in communities where 
VA hospitals are located. 


PUBLIC HEALTH SERVICE 

Staff Changes.—Surgeon General Leroy E. Burney 
of the Public Health Service announced three key 
staff changes which will become effective July 1. 
Dr. David E. Price, now chief of the bureau of 
state services, will become deputy director of the 
National Institutes of Health, a position which has 
been vacant since the retirement of Dr. Cassius J. 
Van Slyke last December. Dr. Theodore J. Bauer, 
present deputy chief of the bureau of state services, 
will succeed Dr. Price as bureau chief. Dr. Kenneth 




M Endicott, n ow an associate director of the 
National Institutes of Health, will be director 
t re National Cancer Institute, succeeding Dr. John 
R. Heller, who has. been granted leave by the 
seivice to accept the presidency of the Sloan- 
Kettenng Memorial Cancer Center in New York 
City N° successor has as yet been selected for 
Ur. Bauer s present post. 


DEPARTMENT OF COMMERCE 

Russian Literature on Air Pollution.-A survey of 
U. S. S. R. literature on air pollution and related 
occupational diseases is being conducted by Dr. 
Ben S. Levine under a U. S. Public Health Service 
research grant. The first volume in the survey was 
released for sale to the public by the Office of 
Technical Services, Business and Defense Services 
Administration, U. S. Department of Commerce. 
Doctor Levine’s survey is primarily for the benefit 
of the English-speaking scientist who wants infor¬ 
mation on Russian air pollution research. The sur¬ 
vey covers the basic concepts of air pollution pre¬ 
vention in the U. S. S. R., explains the methods of 
approach, outlines the scope and plan of the work, 
and evaluates the progress made. 

Previous volumes of Russian air pollution studies 
condensed and translated by Doctor Levine for the 
U, S. Public Health Service include, "Sanitary Pro¬ 
tection of Atmospheric Air—Purification of Indus¬ 
trial Discharge Gases from Suspended Substances” 
(OTS 59-21092) and “Limits of Allowable Concen¬ 
trations of Atmospheric Pollutants” (book 1-OTS 
59-21173, book 2-OTS 59-21174, book 3-OTS 
59-21175). 

The initial volume of the newest survey series is 
“U. S. S. R. Literature on Air Pollution and Related 
Occupational Diseases,” volume 1, B. S. Levine, 
Ph.D., U. S. Public Health Service, Department of 
Health, Education, and Welfare research grantee, 
January, 1960, 214 pages (order OTS 60-21019 
from OTS, U. S. Department of Commerce, Wash¬ 
ington 25, D. C., $3.50). This is the first volume in 
a series of survey reports to be completed under a 
U. S. Public Health Service research grant. The 
volume contains 38 condensed translations and 
supplements of Russian literature on air pollution 
and related occupational diseases. The survey is 
being conducted primarily for the information of 
non-Russian scientists who are interested in reports 
on air pollution research and antipollution progress 
in the U. S. S. R. The reports and supplements in 
volume 1 are grouped in three categories: (1) gen¬ 
eral information, (2) studies of toxicity and its 
effect on health and general living conditions, and 
(3) analytic findings. All information is factually 
presented and is based on experimental research 
data developed in the same manner as m other 
countries. 
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Atwood, Alton Curtis, Modesto, Calif.; College of 
Medical Evangelists, Loma Linda and Los Angeles, 
1925; veteran of World War I; served as health 
officer of Chowchilla; associated with the Modesto 
State Hospital; died in the Memorial Hospital 
March 25, aged 62, of a heart attack. 

Barker, Creighton ® for 22 years executive secre¬ 
tary of the Connecticut State Medical Society, died 
at his home in Hamden, Conn., April 8, aged 68, 
of ruptured aneurysm. Dr. Barker was born in New 
Milford, Conn., Jan. 15, 1892. He received his early 
education in New Milford schools, and graduated 
from Dartmouth College in 1910, and from Dart¬ 
mouth Medical School in Hanover, N. H., in 1913. 
He interned at New Haven Hospital and then en¬ 
listed in the medical corps of the U. S. Army, serv¬ 
ing in France during World War I. Upon his re¬ 
turn he entered private practice in New Haven 
and served as associate clinical professor of oto¬ 
laryngology at Yale University School of Medicine. 
He was a specialist certified by the American Board 
of Otolaryngology. From 1936 until his retirement 
in 1958, he was executive secretary of the Connecti¬ 
cut State Medical Society and in 1956 a new-con¬ 
ference room of the society was named in his honor, 
in recognition of his long service. He was secretary 
of the Connecticut Medical Examining Board from 
1941 to 1948. Prior to his retirement, Dr. Barker 
was vice-president of the National Board of Med¬ 
ical Examiners, member of the National Committee 
on Chronic Illness, the National Committee on 
Evaluation and Foreign Medical Credentials, and 
the board of directors of the Connecticut Medical 
Service, chairman of the Connecticut State Ad¬ 
visory Committee to the Selective Service System, 
and a member of the National Advisory Board for 
Medical Specialties. From 1944 to 1954 he was a 
member of the House of Delegates of the American 
Medical Association and in 1948 and 1949 an 
alternate delegate from the American Medical As-, 
sociation to the World Medical Association. During 
World War II he was consultant for the Procure¬ 
ment and Assignment Service for Physicians War 
Manpower Committee, Washington, D. C. He was 
a member of the Connecticut Veterans Advisory 
Committee, the board of trustees of the University 
°f Connecticut, Storrs, and the board of directors 
of Connecticut Blue Cross. In August, 1949, he at¬ 
tended the first World Conference on Medical Edu¬ 
cation in London as a representative of the Fed¬ 
erated Medical Examining Boards of the United 

® Indicates Member of the -American Medical Association. 


States, of which he was past-president. Dr. Barker 
was past-president of the Connecticut Cancer So¬ 
ciety, and received the 1955 medal for distinguished 
sendee in cancer control, the highest annual award 
of the Connecticut division of the American Cancer 
Society', of which he was also past-president. 

Beckman, John Cornelius, Daytona Beach, Fla.; 
Medical College of the State of South Carolina, 
Charleston, 1909; also a graduate in pharmacy; in 
1939 was honored by the Metropolitan Life Insur¬ 
ance Company on the occasion of his 25th anni¬ 
versary as medical examiner ■ in the Charleston, 
S. C., district; died March 19, aged 75, of influenza. 

Bottorff, Charles M., Charlestown, Ind.; Kentucky 
School of Medicine, Louisville, 1888; died in Louis¬ 
ville, Ky., March 26, aged 99, of uremia. 

Brandon, Thomas Campbell 3) San Jose, Calif.; Jef¬ 
ferson Medical College of Philadelphia, 1935; in¬ 
terned at the Williamsport (Pa.) Hospital; veteran 
of World War II and won the Legion of Merit; 
associated with O’Connor and Doctors hospitals; 
served on the staff of a clinic in Anchorage, Alaska, 
and as chief surgeon of the Alaska Railway; died 
in Spotswood Memorial Hospital, Los Gatos, March 
29, aged 50, of cirrhosis of the liver. 

Brickwede, John Louis ® Akron, Ohio; Western 
Reserve University School of Medicine, Cleveland, 
1914; member of the American Academy of Gen¬ 
eral Practice; on the staffs of Akron City, Akron 
General, and Children’s hospitals; died in Salem 
(Ohio) City Hospital March 22, aged 75, of arte¬ 
riosclerotic heart disease. 

Brown, William Thomas Jr. ® Laurinburg, N. C.; 
Northwestern University Medical School, Chicago, 
1946; interned at the Harper Hospital in Detroit; 
served a residency at the White Cross Hospital in 
Columbus, Ohio, and the North Carolina Memorial 
Hospital in Chapel Hill; from 1946 to 194S an of¬ 
ficer in the Medical Corps,' Army of the United 
States; associated with the Scotland County Me¬ 
morial Hospital, where he died March 29, aged 39, 
of periarteritis nodosa. 

Buckborough, Morris Webster ® South Haven, 
Mich.; University of Michigan Medical School, Ann 
Arbor, 1932; member of the American Academy of 
General Practice; served as president of the Van 
Buren County Medical Society; chief of staff of the 
South Haven Hospital; member of the Chamber of 
Commerce; died in Kalamazoo March 25, aged 56. 
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Chapm Chuonee D. ® Columbiaville, Mich.; De- 
troil College of Medicine, 1904; veteran of World 
\ ill I; served on the school board; died March 20, 
.iged ou, of ruptured aortic aneurysm. 

Christensen, Eugene Leslie ® Los Angeles; Univer- 
sity of Minnesota Medical School, Minneapolis, 
LL.4; specialist certified by the American Board of 
Ophthalmology; fellow of the American Academy 
of Ophthalmology and Otolaryngology; member of 
the Los Angeles Society of Ophthalmology and 
Otolaryngology; senior attending surgeon at the 
Lutheran Hospital; died March 22, aged 61. 

Packard, Hollo Kirk, Los Angeles; born in Rock¬ 
ford, Mich., July 22, 1886; Chicago College of Med¬ 
icine and Surgery, 1911; served on the faculty of his 
alma mater; past-president of the Illinois State 
Medical Society and served as chairman and mem¬ 
ber of its council; for many years member of the 
council of the Chicago Medical Society; member 
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managers of Northwestern Bank of Spruce Pin, 
died in Fort Myers Fla., March 14, aged 77 ’ 

hip fracture received in a fall. ’ Ma 

Purves Arthur Matthew, Des Plaines, Ill.; Bennett 
Medical College, Chicago, 1901; for many years on 
the board of health, president of the grammar 
school board, Maine Township school trustee, and 
on the Maine Township High School Board- a di- 
rector of the First National Bank of Des Plaines 
and served as chairman of the First Federal Sav¬ 
ings and Loan Association; associated with Auiius- 
tana and St. Marys of Nazareth hospitals in Chi- 
cago; died April 2, aged 83, of a heart attack. 

Rau, Gerald Albert ® Manitowoc, Wis.; University 
of Wisconsin MedicaL School, Madison, 1929; 
served as county coroner; past-president of the 
Manitowoc County Medical Society; veteran of 
World War II; died in the Ploly Family Hospital 
March 18, aged 55. 


of the House of Delegates of the American Medi¬ 
cal Association from 1938 to 1944, from 1946 to 
194S, and in 1950; served as president of the Blue 
Shield, Chicago, and as vice-president of the Chi¬ 
cago Blue Cross; fellow of the International Col¬ 
lege of Surgeons and the American College of 


Ray, Roy Williams Jr., Charleston, S. C.; Medical 
College of Georgia, Augusta, 1953; interned at 
Macon Hospital in Macon, Ga.; served a residency 
at the Baroness Erlanger Hospital in Chattanooga, 
Tenn., and the Medical Center Hospitals in 
Charleston; died Feb. 11, aged 32. 


Surgeons; veteran of World War I; served as chair¬ 
man of the hospital board, chief of staff, and pres¬ 
ident of the board of directors, Woodlawn Plospital 
in Chicago; died March 28, aged 73, of cardiac- 
infarction. 

Pearce, John Musser, New York City; born in New 
York City Oct. 23, 1908; Plarvard Medical School, 
Boston, 1934; certified by the National Board of 
Medical Examiners; specialist certified by the 
American Board of Pathology; member of the 
American Association of Pathologists and Bacteri¬ 
ologists, College of American Pathologists, and the 
American Society for Experimental Pathology; 
served on the staff of the Rockefeller Institute for 
Medical Research, Princeton, N. J.; professor of 
pathology and pathologic surgeon at Cornell Uni¬ 
versity Medical College; formerly on the faculty of 
Long Island College of Medicine in Brooklyn; as¬ 
sociated with the New York Hospital; served on 
the staffs of the Sloane Hospital for Women and 
the Presbyterian Hospital in New York City, Long 
Island College Hospital in Brooklyn, and tlie Mary 
Immaculate Hospital in Jamaica; aged 51, drowned 
March 22, while bathing at Sanibel Island, Fort 
Myers, Fla. 

Peterson, Charles A. ® Spruce Pine, N. C.; North 
Carolina Medical College, Charlotte, 1907; served 
as Mitchell County legislator, mayor of Spruce 
Pine, and president of the Chamber of Commerce; 
formerly director and chairman of the board of 


Reser, Thomas S. © Cole Camp, Mo.; Barnes Medi¬ 
cal College, St. Louis, 1907; died in the Bothwell 
Hospital, Sedalia, March 17, aged 78. 

Rhudy, William Porter, Penn Yan, N. Y.; Indiana 
University School of Medicine, Indianapolis, 1924; 
member of the American Academy of General Prac¬ 
tice; awarded the Bronze Star for conspicuous and 
meritorious service during World War II; formerly 
associated with the Clifton Springs (N. Y.) Sani¬ 
tarium; died March 17, aged 60. 

Ridenour, Joseph Elmer, Waterloo, Iowa; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1901; for¬ 
merly city health officer; associated with Allen Me¬ 
morial, St. Francis, and Scboitz Memorial hospitals; 
died March 11, aged 86, of bronchiectasis. 


Rosenfeld, Joseph Ehrlich, Battle Creek, Mich.; 
McGill University Faculty of Medicine, Montreal, 
Que., Canada, 1922; fellow of the American College 
of Surgeons; member of the Industrial Medical As¬ 
sociation; died in the Henry Ford Hospital, Detioit, 
April 2, aged 61, of leukemia. 


>wley Walter Nelson, Huntington, W. Va.; 
arthwestern University Medical School, Chicago, 
IS; fellow of the American College of Surgeons; 
me to the Mayo Clinic, Rochester, Minn., in IBM 
associate in the section on obstetrics and led 
n 1 1923- veteran of World War I; for many 
ars active in the U. S. Naval Reserve and was 
[eased with the rank of lieutenant commander; 


180 



VoL 173, No. 4 


DEATHS 


437 


owner of the Rowley Clinic Hospital; served on the 
staff of St. Marys Hospital; died March 19, 
aged 66, of acute cerebral thrombosis. 

Sabol, John Gregory ® Philadelphia; University of 
Pennsylvania School of Medicine, Philadelphia, 
1921; associated with the Doctors Hospital; for 
many years on the staff of • St. Mary’s Hospital, 
where he died March 23, aged 66. 

Salzman, Nathan ® Paterson, N. J.; University and 
Bellevue Hospital Medical College, New York City, 
1920; for many years chief radiologist at Barnert 
Memorial Hospital; served on the staff of Beth 
Israel Hospital in Passaic; died March 16, aged 66. 

Sharp, Cyrus Kosciusko ® Arlington, Ga.; Louis¬ 
ville (Ky.) Medical College, 1898; member of the 
House of Delegates of the American Medical Asso¬ 
ciation in 1946, 1948, and 1949; past-president of 
the Medical Association of Georgia; for many years 
served on the state board of health; in 1952 named 
“Practitioner of the Year in the State of Georgia”; 
died March 12, aged 92. 

Sharpe, William, St. Petersburg, Fla.; Harvard 
Medical School, Boston, 1908; fellow of the Ameri¬ 
can College of Surgeons; for many years practiced 
in New York City, where he was associated with 
the Beekman-Downtown, Roosevelt, Gouveneur, 
and Manhattan General hospitals; author of an 
autobiography published in 1952 entitled ‘‘Brain 
Surgeon”; died March 29, aged 77, of cerebral 
thrombosis. 

Spencer, Aleck, Abilene, Texas; Louisville (Ky.) 
Medical College, 1904; served as a member of the 
staff of the New Mexico State Hospital in Las 
Vegas, N. M., and the Austin (Texas) State Hos¬ 
pital; died March 18, aged 77. 

Stewart, Edgar Allen, St. Petersburg, Fla.; State 
University of Iowa College of Medicine, Iowa City, 
1912; veteran of World War I; retired from the 
Veterans Administration on May 29, 1951; died 
March 15, aged 78, of carcinoma of the prostate 
with multiple metastases. 

Strongman, Bessie Talbot, Los Angeles; Johns Hop- 
bins University School of Medicine, Baltimore, 
1919; volunteered as a medical relief worker for 
the American Friends Commission and was head 
of a settlement house clinic in Marseilles, France; 
at one time associated with the E. I. Du Pont de 
Nemours Company in Charlestown, Ind.; served 
as resident physician at the G. N. Wilcox Memorial 
Hospital in Lihue, Kauai, Hawaii; died Feb. 23, 
aged 68, of coronary occlusion. 

Supemaw, Jack Shores, Madison, Wis.; University 
of Wisconsin Medical School, Madison, 1927; fel¬ 
low of the American College of Surgeons; past- 


president of the Dane County Medical Society; 
served on the board of education; associated with 
the Madison General Hospital; died March 2, 
aged 60. 

Sweet, Ossian Haven, Detroit; Howard University 
College of Medicine, Washington, D. C., 1921; vet¬ 
eran of World War I; died March 19, aged 65. 

Tranter, Paul Webster, Chicago; University of Illi¬ 
nois College of Medicine, Chicago, 1924; member 
of the staff of the Walther Memorial Hospital; died 
March 26, aged 72, of coronary' occlusion. 

Van Kirk, John Albert ® Frankfort, Ind.; Univer¬ 
sity of Illinois College of Medicine, Chicago, 1914; 
past-president of the Clinton County Medical So¬ 
ciety; past-president of the Ninth District of the 
Indiana State Medical Association; veteran of 
World War I; past-president of the staff of the 
Clinton County Hospital, where he died March 19- 
aged 69. ^ 

Walker, Harold Layton ® Elmira, N. Y.; bom in 
Buffalo Nov. 1, 1908; University of Buffalo School 
of Medicine, 1932; interned at the Buffalo General 
Hospital, where he served a residency; served a 
residency at the Childrens Hospital and the Buf¬ 
falo City Hospital; specialist certified by the Ameri¬ 
can Board of Dermatology'; member of the American 
Academy of Dermatology' and Syphilology; certi¬ 
fied by the National Board of Medical Examiners; 
past-secretary of the Chemung County Medical 
Society; veteran of World War II; associated with 
the St. Josephs Hospital and Amot-Ogden Hos¬ 
pital, where he died March 13, aged 51. 

Webber, Millard Carroll ® Portland, Maine; Medi¬ 
cal School of Maine, Portland, 1910; veteran of 
World War I; on the staffs of the Maine Medical 
Center and Mercy Hospital; died March 19, 
aged 77, of pneumonia. 

Wiedman, Earl Vernon ® Lincoln, Neb.; Univer¬ 
sity of Nebraska College of Medicine, Omaha, 
1919; member of the American Academy 1 of Gen¬ 
eral Practice; on the staffs of the Bryan Memorial 
and St. Elizabeth Hospital; medical director of 
Nebraska National Life Insurance Company; died 
March 18, aged 67, of cerebral hemorrhage. 

Young, Cuthbert Ben ® Tyler, Texas; University 
of Minnesota Medical School, Minneapolis, 1937; 
interned at the Minneapolis General Hospital; past- 
president of the Smith County Medical Society; 
member of the American College of Chest Physi¬ 
cians; served on the school board; for five years 
.school physician; staff physician at the Mother 
Frances and Medical Center hospitals; consulting 
physician at the East Texas Tuberculosis Hospital; 
recipient of the district service award of the Junior 
Chamber of Commerce; died March 17, aged 52. 
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FOREIGN LETTERS 


AUSTRIA 

Human Milk.— At the meeting of the Society of 
Pediatrics in Vienna in February Dr. H. O. Juer- 
genssen said that the human milk center of Vienna 
had increased its yearly collection of human milk 
to 15,000 liters. While most of the milk was ster¬ 
ilized by means of heat and was kept in liquid 
form, 4.5 liters had been lyophilized daily for sev¬ 
eral months. This is the best method of preservation 
because it retains the raw character of the milk 
almost entirely. The powdered milk can be stored 
at room temperature for months.' Lyophilization 
and subsequent storage reduce the bacterial count 
as effectively as pasteurization. 

FRANCE ' * 

Leptospirosis.—B. l&jlochine-Erber and 'co-workers 
(Presse med. 67:2089, 1959) said that, although in¬ 
fection with Leptospira australis had been recog¬ 
nized for a long time in cattle and horses, such an 
infection was not detected in man i f .n France until 
1952. Because the disease in man is always mild, the 
clinician usually feels no urge to make serologic 
tests. Since 1952 growing interest in the disease, a 
which is most prevalent in summer and autumn, has 
led to the discovery that the disease is commoner 
than was supposed. 

Carbon Monoxide Poisoning.—L. Binet and co- * 
workers (Presse med. 67:2125, 1959) stated that 
carbon monoxide poisoning is relatively common 
and the patient fatality rate is about 15.7%. In 
severe cases artificial hibernation is the most effec¬ 
tive treatment, except when an associated barbitu- • 
rate poisoning cannot be ruled out. They used this 
therapy in six comatose patients, and of these three 
died and three were completely cured. They be¬ 
lieve that hibernation should be used in all severe 
cases immediately after first aid has been ad¬ 
ministered. 

* 

GERMANY 

Vitamin Bia Therapy.—E. Hiller and S. Wallner of 
Munich (Deutsches med. J. 1Q:399,1959) stated that 
the effect of vitamin Bi 2 on the hematopoietic sys- , 
tern has been long established and led to its use 
in the treatment of pernicious anemia and other 
chronic anemias. This vitamin also has a favorable 
effect in many other diseases. The mechanism of its 
action is not fully understood. It increases sugar 

The items in these letters are contributed by regular correspondents 
in the various foreign countries. 
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absorption in patients with adrenal cortical hvoo- 
function. Blood cholesterol levels decline and 
therefore, a favorable effect on arteriosclerosis mav 
occur. Vitamin B 12 apparently takes part in protein 
synthesis. Its absorption is decreased in diabetes 
A number of diseases such as hyperthyroidism are 
associated with increased requirements for the vita¬ 
min. A deficiency of the vitamin may be expected 
in hyperthyroidism and diabetes of long standing, 
and patients with these conditions should be given 
vitamin B 12 . 

The authors gave a series of 110 patients with 
various diseases each 1,000 meg. of vitamin B,, 
daily. In this series 32 patients with hyperthyroid¬ 
ism were markedly improved in their general con¬ 
dition. In many of them the elevated metabolic 
rate decreased without further treatment and they 
gained weight. In the patients whose basal-meta¬ 
bolic rate wa$ increased by 80 to lOQ^p no decrease 
in this rate was achieved. Twenty-one patients 
witjj gastrointestinal disorders were subjectively 
improved and also gained up ter 1 kg. in body 
weight in the first week. In a woman, with hyper- 
emesis gravidarum vomiting completely* ceased 
after four injections, and she gained some weight, 
but a second woman with this disease did not re¬ 
spond to the treatment. Six patients who had diffi¬ 
culty in recovering from an infection were im-* 
proved. Ten patients with neuritis and neuralgia 
reported a decrease of pain, but doses up to 40,000 
meg. were required. Four patients with ischalgia, , 
three with facial neuralgia, and two with migraine 
responded well. 

Virtually no effect \vas obtained in severe neu¬ 
ritis, rheumatic facial paresis, acute polyarthritis, 
neurasthenia, psychopathy, or multiple sclerosis. A 
woman with persistent labyrinthine hydrops was 
markedly improved, and the result was amazing in 
a patient with ulcerative colitis and bronchial 
asthma. Not only were the allergic symptoms im¬ 
proved but the patient also gained weight. A pa¬ 
tient with a treatment-resistant case of aphthous 
stomatitis was cured by' 15 injections and simul¬ 
taneous administration of a broad-spectrum anti¬ 
biotic. 


Adrenocortical Hormones and the Surgical Patient 
-J. Rehn of Freiburg University (Bruns’ Beitr. A din 
;/iir.’ 198:154, 1959) stated that although the intu¬ 
itions for. the adrenal cortical hormones have 
?een defined these hormones (in particular precl- 
risone and prednisolone) are used in ever-increav 
n o- extent due to the numerous scientific repor 
incl the intensive advertising of pharmaceutic. 
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firms *They are often used regardless of, or in 
ignorance of, their side-effects aq$l then give rise 
to serious conditions. Their anti-inflammatory effect, 
'which has achieved surprising results jn rheumatic 
diseases, may cause extensive propagation of a . 
suppurative infect%n. Local injections of hydro¬ 
cortisone may give rise to similar complications'. A 
major point is that local and general treatment, by 
reducing resistance to infective organisms, may lead 
to mistaking phlegmons for rheumatic diseases. 
These hormones should, therefore, be given only 
when the diagnosis has been clearly established. 

A well-known side-effect is activation of tuber¬ 
culosis. Dangerous complications may originate 
from the inhibition of inflammatory processes and 
the simultaneous suppression of the reaction®of 
connective tissue in the gastrointestinal tract. In 
one case perforation of the large intestine was 
observed in a patient with ulcerative colitis after 
1.5 Gm. of cortisone had been given. Existing, 
including already healing, peptic ulcers also may 
be activated. Hormone treatment after surgical 
gastrointestinal anastomosis increases the danger of 
dehiscence of the suture due to suppression of scar 
formation. The adrenocortical hormones are defi¬ 
nitely contraindicated in such surgical- infections 
as paronychia, phlegmon, and osteomyelitis, while 
they are justifiable in such cases as severe bums 
and peritonitis after these have been surgically 
treated and the genesis is perfectly clear. Simulta¬ 
neous administration of large doses of an antibiotic’ 
is.necessarv. 

Tuberculosis in Children.—H. Hard (Thoraxchirur- 
gic 7:51, 1959) said that, since pulmonary tubercu¬ 
losis in childhood differs in its form and course 
from the disease in adults, the firmly established 
indications for surgical treatment in adults cannot 
be applied indiscriminately .to children. The main 
prerequisite for successful treatment is close co¬ 
operation between chest physician and surgeon. 
Localized lesions of long standing me the main 
indication for operation. In primary tuberculosis 
ui children, frequent as it is, with swelhngs of hilar 
lymph nodes, the numerous possible complications 
(lobular and segmental atelectases) can be pre¬ 
vented by endobronchial measures with appropri¬ 
ately conservative ■ treatment The respiratory pas¬ 
sages are freed by aspiration that is controlled 
through the bronchoscope and by measures to 
counteract the mucosal swelling. Lymph nodes 
that have penetrated in the bronchus also are 
removed by aspiration or with biopsy forceps, 
which usually renders transthoracic excision of the 
mediastinal lymph nodes superfluous. 

A series of 86 children were successfully treated 
"ith repeated bronchoscopy (under anesthesia and 
with supplemental oxygen). In addition to the in¬ 
dications for lung resection in adults (lung destruc¬ 
tion, tuberculosis of the large bronchi, poststenotic 


bronchiectases, residual cavities after collapse ther¬ 
apy, and giant cavities), the primary caseous cavity 
focus which has already broadly invaded the bron¬ 
chus is a further indication in children, as it does 
not respond to conservative measures. In this series 
segmental resection was performed in six children 
and lobectomy in nine. There weie no deaths. Post¬ 
operative dissemination occurred in one patient 
but was controlled. Collapse treatment is becoming 
rare in children, but resections are increasing. The 
main reasons for this are greater plasticity of tire 
child’s thorax, good expansion of the residual lung 
without emphysema, and absence of complications 
in the bronchial stump. Resection, in the presence 
of appropriate indications, gives satisfactory re¬ 
sults. Thoracoplasty 7 in childhood is, therefore, no 
longer justifiable. $ 

Renal Tuberculosis.—H. Junge (Mecl. Klin. 54:29, 
1959) stated that SO to 90% of renal tuberculosis is 
accompanied by chygnic cystitis, even though the 
bladder contains no tubercles. The micro-organisms 
- normally present in the bladder are usually' absent. 
Patients between 20 and 40 years of age are pre¬ 
disposed to renal tuberculosis when thev have 
skeletal tuberculosis. Retrograde pyelography' is 
likely to spready.the tuberculous process and it 
should, therefore, oe used with caution. Urogenital ’ 
tuberculosis occurs within four to eight years of 
■other specific organic affections. It has a much 
longer latent period than osseous tuberculosis (one 
to three years) and does not result from this, but 
both originate from the same primary' focus at the 
same time. The bilateral beginning of primary' cor¬ 
tical renal tuberculosis has been established. This 
initial stage is devoid of clinical manifestations, 
but bacilluria can be proved. In this stage tire 
disease cannot be demonstrated radiographically. 
Under modem chemotherapy' cicatricial stenosis of 
the neck of the calyces, hydrocavities, and ureteral 
strictures may' occur. There is, therefore, the dan¬ 
ger of inactivation of the disease in the kidney', 
without an actual cure being achieved. Medical 
treatment should, therefore, be continued for a 
year or two. 

Dangers in Cardiac Therapy.—K. Beyrer (Med. 
Klin. 54:487, 1959) stated that the danger of gly r - 
coside intoxication exists when an absolute over¬ 
dose is given, when marked diuresis has led to 
hyponatremia and hy'popotassemia, and when an 
injudicious combination, such as strophanthin with 
digitoxin, is used. Since the physician must always 
be on the lookout for signs of poisoning, routine 
treatment is not possible. It is often thought that 
severe insufficiency of the right heart requires large 
doses of digitalis for recompensation, but in most 
patients the contrary holds true. The mostiippro- 
priate digitalis effect for the individual patient is 
. often close to the toxic level. 
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many patients, only a thorough examination 
II s . ll0w 'Aether genuine intoxication has oc¬ 
curred m the course of glucoside treatment or 
whether it has only been mimicked by such other 
disorders as electrolyte shifts, infections, and vas¬ 
cular complications. Added diuretics often cause 
electrolyte and fluid shifts which lead to symptoms 
resembling those of an overdose of digitalis and 
signs of intoxication due to reduction of the car¬ 
diac digitalis tolerance. Such conditions can be 
relieved by acidification and administration of 
potassium. 


Often it is not easy to answer the question of 
whether a disturbance of cardiac rhythm is due to 
too much or too little digitalis. Sinus bradycardia 
is indicative of intoxication only if the rate falls 
below 5o beats per minute. When arrhythmias 
occur only during digital treatment the medication 
should be suspended for a few days. If they were 
present before, treatment may be continued. Digi¬ 
talis intoxication frequently begins with gastro¬ 
intestinal symptoms associated with ventricular 
extrasystoles. At this stage the medication should 
be discontinued for three or four days. If the drug 
therapy is continued, double and triple rhythm 
often follow and frequent polytype extrasystoles 
become imminent. These are often the precursors 
of fatal ventricular flutter and fibrillation. Further- 
digitalis medication at this stage may threaten life. 
Double rhythm without digitalis is an ominous 
sign and requires digitalis. Massive diuresis in 
digitalis intoxication after the use of mercurial 
diuretics may elicit the dreaded ventricular tachy¬ 
cardia. 

Treatment of glycoside intoxication is begun by 
withdrawing the preparation. Intramuscular injec¬ 
tions of chlorpromazine, administration of caffeine, 
cocarboxylase, and atropine, and restoring electro¬ 
lyte and pH balance have proved valuable. Digitalis 
is contraindicated in chronic nephritis, chronic ob¬ 
struction of the urinary passages with renal impair¬ 
ment, and diabetic polyuria. Damage from diuretic 
treatment is to be expected when it is given in 
cardiac edema but is not, or is insufficiently or too 
late, combined with digitalis. This leads to hypona¬ 
tremia and hypopotassemia. In insufficiency of the . 
right heart the diuretics can be given after digi¬ 
talization only as an adjuvant but never primarily 
and continuously. Since, in the presence of hepatic 
damage, especially cirrhosis, there is a great tend¬ 
ency towards hypopotassemia, particular caution is 
required in their administration. 


INDIA 

C-Reactive Protein and Ischemic Heart Disease- 
Pinto and Gajjar (Journal of /. J. Group of Hospi¬ 
tals and Grant Medical College 6:249 [Oct.] 1959) 
recorded their experience with the use of C-reac- 


J.A.M.A., May 2S, 1953 

tive protein ( CRP ) . tests as a diagnostic aid in 40 

tients with ischemic heart disease. The GRP W 1 
was raised in 20 of 22 patients with transmural (! 
farction, and the serum glutamic oxalacetic trans¬ 
aminase (SGO-T) level was also raised in 19. The 
electrocardiographic findings were positive in ill 
were the most useful in establishing the diagnosis' 
were the first to be positive, and remained so for 
at least two months. The SGO-T estimation is 
more specific for diagnosing myocardial infarction 
as its liberation depends directly on necrotic 
changes, while the CRP level would be raised in 
such other conditions as acute inflammation. 

Thus for this type of patient CRP was found to 
be inferior to SGO-T, but it was superior to such 
other tests as determination of die sedimentation 
rate and the leukocyte count. These tests depend 
on many factors while the CRP test depends on 
only one, die presence of CRP in the serum. CRP 
tests showed positive results earlier than changes 
in the sedimentation rate and also showed positive 
results in patients who had myocardial infarction 
with shock when the sedimentation rate was nor¬ 
mal. The CRP level was markedly increased in all 
the five patients with nontransmural infarction 
when the sedimentation rate and leukocyte count 
were not increased and the SGO-T level was nor¬ 
mal in four of the five. The changes in CRP, when 
it was present, were seen even earlier than those 
in the ECG. In this type of patient estimation of 
the CRP level is therefore of special value and 
proved better than SGO-T tests. 

In the five patients with angina CRP and SGO-T 
levels were unaltered. The CRP test also showed 
negative results in patients with impending infarc¬ 
tion. This would serve to differentiate patients with 
impending infarction with negative results for the 
CRP test from those with nontransmural infarction 
but with positive results for the CRP test and may 
aid in planning treatment without anticoagulants 
in the latter group. It should be included in the 
treatment as an absolute indication for those in the 
former group. In patients with masked infarction 
the CRP level was raised in four of five, which 
confirmed the results of SGO-T estimations which 
were raised in all. The extent of the increased CRP 
level and the duration of this increase helped to 
determine the size of the infarct and therefore the 
prognosis. An early rise persisting for a long time 
would indicate a large infarct and therefore an un¬ 
favorable prognosis. 

Bundle-Branch Block.-N. R. Mehta studied a 
series of 45 patients with bundle-branch block. t 
determine the relative frequency of right and let 
bundle-branch block and the difference, if any,» 
the prognosis of the two (/. Indian M. A. • 
[Feb 16] 1960). The diagnosis was based on Urn 
unipolar chest lea* Of the 45 patients MW 
right and 21 had left bundle-branch block. Hype 
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I" tenS ion, myocardial infarction, and coronary insuffi- 
J ciencv were the causative factors in 58.3% of the 
' patients with right and 85.5% of those with left 
T’ bundle-branch block. This explains the occurrence 
0 f | e ft bundle-branch block in the older age group. 
Congenital heart disease and rheumatic heart dis- 
' eases were etiological factors in patients under 40 

- vears of age. All but three patients had evidence of 
' serious organic heart disease. Of the 45 patients 

10 died (6 of myocardial infarction and 1 each of 
coronary insufficiency, atrial septal defect, rheu- 

■ mafic mitral valvular disease, and syphilitic aortic 

- regurgitation). The author concluded that the prog- 

■ nosis was governed by the underlying cause rather 
7 than by the side on which the bundle-branch block 

- occurred. 

Maxillary Sinusitis.—J. T. Shah (Indian ]. Otohmjng. 

' 11:194 [Dec.] 1959) reported good results with the 

use of a polyethylene tube in tire treatment of 
chronic maxillary sinusitis. This method was used 
: to avoid the discomfort of repeated punctures and 
also as an alternative to such radical procedures as 
the Caldwell-Luc operation. While the patient was 
: under local anesthesia the tube was introduced 
through a straight cannula of slightly larger bore 
after antrum puncture. The cannula was removed 
after introduction of the tube which was left in- 
. side with its distal end in the vestibulum nasi. 
Further lavage was accomplished by the use of a 
syringe and needle introduced into the antrum 
through the tube. This was done on alternate days 
until clear fluid was returned. Another lavage was 
given after an interval of seven days and, if clear 
fluid was returned, the polyethylene tube was re¬ 
moved. Antibiotics were used locally, and hyalu- 
ronidase was also used in severe cases. 

When secretions were thick and viscid Alevaire 
was also used with good results. A total of 15 
patients were so treated. In one patient the in¬ 
dwelling tube was used on both sides. The number 
of washings required varied from 3 to 14, and the 
tube was kept in place for from 14 to 60 days with 
no untoward results. There were relapses in only 
two patients. Complications were minimal. In one 
patient the tube slipped out of place and had to be 
reinserted. Another patient developed tenderness 
and slight swelling at the tip of the nose due to 
irritation caused by the end of the tube but this 
subsided in a few days. The results on the whole 
were gratifying. 

Hydrochlorothiazide for Hypertension.—N. J. Shah 
and co-workers (Journal of the J. J. Group of Hos¬ 
pitals and Grant Medical College 4:278 [Oct.] 1959) 
found hydrochlorothiazide a good adjunct to other 
antihypertensive drugs in certain patients with high 
blood pressure. This drug was used, along with 
rauwolfia or rauwolfia and mecamylamine, in a 
clinical trial on 16 patients who had benign diastolic 


hypertension. These patients had grade 1 and grade 
2 hypertension. Their ages varied from 35 to 60 
years. After a pre limin ary period of four days of bed 
rest rauwolfia preparations were administered for 
one week. Seven patients responded well to rauwol¬ 
fia alone; in the remaining nine treatment was then 
supplemented with hydrochlorothiazide in doses 
of 25 mg. two or three times daily for two weeks. 
Hydrochlorothiazide was then withdrawn, and 
rauwolfia alone was used for another week to 
assess the antihypertensive action of the former. 

Five patients showed a good response to this 
combination. Two who were less than 50 years of 
age showed a persistent diastolic pressure of 110 
mm. Hg and grade 2 changes in their eyegrounds. 
A ganglion-blocking agent was administered with 
satisfactory results. The two remaining patients, 
who were over 50 years of age, had grade 1 hyper¬ 
tension and did not show any 7 response to combined 
treatment with rauwolfia and hydrochlorothiazide. 
No toxic reactions due to hydrochlorothiazide were 
noticed except in one patient who complained of 
muscular weakness. There was no indication of 
increased diuresis as revealed by a daily urine out¬ 
put and weight chart. The authors recommended 
a liberal intake of fruit juice, or some other potas¬ 
sium supplement, when this drug is used, in order 
to avoid side-effects from potassium loss. 

NIGERIA 

Amino Acids and Kwashiorkor.—It has long been 
known that a protein deficiency occurs in patients 
with kwashiorkor, but there is little information 
on the free amino acids in the plasma and urine 
of patients with this condition. Edozien and co¬ 
workers examined specimens of these by paper 
chromatography (Lancet 1:615, 1960). In Nigeria 
50 children aged 1 to 4 years whojiad kwashiorkor 
were given glucose-water with added potassium 
chloride until the day 7 after hospitalization, when 
fasting blood and urine specimens were collected. 
Similar specimens were obtained from 25 healthy 
Nigerian children in the same area. The blood 
plasma was deproteinized, desalted, and subjected 
to paper chromatography with use of the solvent 
systems butanol-pyridine-water solution or butanol- 
acetic acid-water solution, followed by phenol- 
water-ammonia solution. 

The mean values for the fasting plasma amino 
acid nitrogen level in the children with kwashiorkor 
were 2.5 and 2.1 mg. per 100 ml., with use of the 
Folin and ninhydrin mediods respectively. The 
values for the normal controls were 5.2 mg. and 
4.3 mg. per 100 ml. respectively. In patients with 
kwashiorkor, therefore, the plasma level of amino 
acid nitrogen was about 45% of normal. In the 
children with kwashiorkor there was an amino¬ 
aciduria of renal origin and increased excretion of 
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ethanolamine and £-aminoisobutyric acid. The evi¬ 
dence suggested that the ethanolaminuria was due 
to a metabolic block in the utilization of ethanola- 
mme. The excess of 0-aminoisobutyric acid could 
be d f lvecl / rom a similar block in its utilization 
or, alternatively, from desoxyribonucleic acid re¬ 
leased by tissue breakdown and from a general 
increase in the rate of cell turnover. Both ethanola- 
mine and ^-aminoisobutyric acid were absent from 
the plasma and urine of control subjects. The 
plasma amino acid chromatograms of the children 
with kwashiorkor all showed a general decrease 
in the intensity of the spots stained with ninhydrin. 
The amino acids chiefly affected were cystine, 
methionine, valine, tryptophane, leucine, phenylala- J 
nine, threonine, and arginine. Some affected chil¬ 
dren given supplements of methionine showed a 
marked increase in all the plasma amino acids and 
a reduction in or disappearance of the excretion 
of ethanolamine. The excretion of /3-aminoisobu- 
tyric acid was unaffected by the methionine. 


SWEDEN 
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16%. Carriers of penicillin-resistant strains «• 
most frequent in the staff members of the con 
tagious, plastic surgery, and thoracic surgery 
partments. Inpatients examined soon after adnm 
sion had strains resistant to penicillin in 42% m 
sulfonadimes in 20%, to streptomycin in ^6% Li 
to tetracycline in 11%. These rates were mud, 
increased after residence in hospital. The observ, 
tion that the sensitivity patterns were identical 
week after week in a small group of the staff of 
the surgical department suggested that the staphy¬ 
lococcus strain in each carrier remains the same for 
a long time. 

Drug-Induced Anemia and Kidney Disease.-Dr 
L. Forsberg ( Nord. med., Feb. 18, 1960) described 
the sallow and cyanosed customers whom pharma¬ 
cists serve over the counter with such drugs as 
acetophenetidin and acetanilid, which do not re¬ 
quire a physician’s prescription. In a series of 23 
such patients many had taken acetophenetidin for 
several years for the relief of headache, lassitude, 
or depression. A daily dose of 1 to 2 Gm. was com¬ 
mon, and in 13 instances there was a record of 


Development of Atherosclerosis.—Malmros and 
Wigand (Nord. med., Jan. 28, 1960) reported that 
the serum cholesterol level of healthy persons rose 
on a diet of milk fat and coconut fat, whereas it 
fell when the only fat in the diet consisted of corn 
oil. When the fats of their diet were restricted to 
this oil, subjects with a history of myocardial 
infarct and a cholesterol level of over 300 mg.% 
showed a return of this level toward the normal. In 
another series of experiments, a diet containing 8% 
hardened coconut fat was fed to rabbits, which 
developed typical atheromas although their food 
contained no cholesterol. These observations sug¬ 
gested that the behavior of atherosclerosis can be 
largely determined by the choice of the fats in the 
diet. 

Hospital Infections—In a hospital in Malmo, Dr. 
S. Windblad (Nord. med., Jan. 14, 1960) made 
resistance tests of the staphylococci isolated from 
the throats and noses of the staff and patients, with 
special reference to Staphylococcus aureus. Of the 
524 staff members examined, 231 proved to be 
carriers. This gave a carrier rate of 44%. Among 
t[ ie 41 doctors, 23 were found to be carriers. This 
rate was 56%, whereas it was only 36% for the 33 
students and porters, among whom 12 carriers were 
found. The carriers were almost equally distributed 
among the different hospital departments, with the 
plastic surgery department heading the list with a 

rate of 67.9%. , , 

The sensitivity patterns of the staphylococci 
carried by the hospital staff showed more or less 
resistance to penicillin in 60%, to sulfonamides in 
28%, to streptomycin in 34%, and tetracycline in 


more than 10 years of this habit. Only two of these 
patients had -a hemoglobin rate over 70%. In 10 it 
was under 50%. Reticulocytosis was demonstrable 
in most- of these patients. In only two was there a 
history suggesting that the kidneys had been in¬ 
volved before the patients bad started taking the 
drug. Among the four patients who died of uremia 
were two whose addiction to analgesics had been 
started by painful joints. The postmortem finding 
in three cases was chronic nonspecific pyelone¬ 
phritis. 


UNITED KINGDOM 

Automation in Surgery.—Automation may soon be 
introduced into surgical operations to lessen the 
risk of infection rather than to increase the number 
of patients treated. Mechanical lifting and con¬ 
veyer belts will replace the handling of instruments 
and thus reduce the number of personnel required 
in the operating room. Instruments will enter on a 
conveyer belt passing through a hatch. The rst 
operating room of the new type will be at t le 
Plastic and Oral Surgery Center, Odstock Hospital, 
Salisbury. All the instruments and appliances tor 
the whole hospital will be sterilized in one ran 
and delivered automatically. Conveyer belts w 
also remove them for cleaning and resterr iza i • 
This is part of the answer to the increasing « 
dence of infection in hospitals. The contact of 1 
sible carriers with instruments and equipmen 
be reduced to a minimum. The new 
also reduce the chances of inadequate steri J ’ 
as this will be done on a large scale with adequate 

precautions. 
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FORCED RESEARCH 

To the Editor:—The excerpt from Professor Barzun’s 
book which appeared in The Journal, Jan. 30, 
page 457, suggests that the overt criticisms in¬ 
volved may be directed toward medical investi¬ 
gators as well as to their subjects of investiga¬ 
tion, but when one analyzes the charges it becomes 
apparent that they cannot be leveled, with any 
significance, at most men in medicine. Surely the 
major motivations for pursuing medicine, patient- 
directed, academic, or investigative, cannot be 
“travel, secretarial help, and freedom from teach¬ 
ing.” Nor does service in medicine combine any 
undue “lucre with glory.” Particularly at the aca¬ 
demic level the contrary viewpoint can be easily 
upheld. Are most medical studies merely a “pre¬ 
tense of research?” The editorial on page 456 of 
the same issue entitled ‘The Intermedium of In¬ 
formation” suggests otherwise. Furthermore, the 
latter editorial refers to the practicing physician’s 
efforts to keep abreast to what is new in medicine. 
Let us keep in mind that there are not “thousands 
of young men ... at work on little papers” in some 
limbo in medicine. The work of all but a few may 
be judged as little, but this work is still a com¬ 
pound of senior supervision (teaching) at all levels, 
not excluding the editorial. It is easy to understand 
why, in medicine, research and teaching are usu¬ 
ally considered an integral function. 

Patently, the leaders in American medicine are 
distinguished as teachers, investigators, and health 
sendee workers. Most of the travel of these men 
is an obligation; the teaching, at every level, is a 
privilege and a joy. It has long been obvious that 
lengthy pedantic lectures do not constitute teach¬ 
ing. Rather, informal seminars and discussions in 
the laboratories, at bedsides, and in the animal 
rooms, without regard to time and at the expense 
of tearful if not baleful protests from wives are 
die most precious times of medical learning and 
teaching. Indeed, academic medicine is deeply 
committed to the principle so elegantly presented 
by Sosman as “Docendo Discimus” (Neio England 
I Med. 254.-1105 [June 14] 1956). 

Communication by some of tbe younger men 
may be forced, but Pope suggests in his “Essay on 
Criticism” that “true ease in writing comes from 
‘ft, not chance as those move easiest who have 
learned to dance.” The same author in his “Essay 
on Man notes that “words are like leaves which 
most abound—much fruit of sense beneath is rarely 
found. Still, the ritual groaning “at the bad writ¬ 
ing, excessive length, and prevailing insignificance 


of what the journals print” is no excuse for avoid¬ 
ing communication. Subjected to proper criticism 
and revision (a teaching process), each communi¬ 
cation becomes valuable to a number of people. 
If we all knew what the results would be or who 
would be sparked by which writing, then all our 
efforts would be immeasurably simplified. Mean¬ 
while, until the new' golden rules are handed to 
us, we must carry on the w r ork of the medical 
scholar, w'hich, like the w’ork of all scholars, is to 
investigate and to communicate. 

Stanley Marcus, Ph.D. 

University' of Utah 

Salt Lake City. 

AVERAGE WEIGHT IN PERSONS 
OVER 65 YEARS OF AGE 

To the Editor :—Master and others in their article, 
“Tables of Average Weight and Height of Ameri¬ 
cans Aged 65 to 94 Years,” in The Journal, Feb. 13, 
page 65S, have drawn the following conclusions. 
“After 65 years of age mean weight decreases pro¬ 
gressively with advancing age in both sexes at even' 
inch level of height. This decrease is due to loss of 
body substance, i. e., protein, w'ater, fat, and cal¬ 
cium, which is the physiological accompaniment 
of aging.” 

In the aged there is marked reduction in physical 
activity which results in disuse atrophy of muscles. 
For comprehension of its effect on metabolism, 
cognizance must be taken of the following facts. 
Carbohydrate and protein cannot be stored dry hut 
retain with them three or more parts of water, 
while fat can be stored in an almost pure state. 
One gram of adipose tissue gives the body 8.3 
calories of reserve energy, while retention of 1 Gm. 
of water-soaked glycogen or protein provides only 
about 1 calorie. Thus 1 lb. (0.45 kg.) of adipose 
tissue has a value of 3,500 calories, while 1 lb. of 
muscle has a value of 465 calories. 

The loss of 16 lb. (7.3 kg.) of muscle will result 
in a loss of 4 lb. (1.8 kg.) of protein (7,450 calories) 
and 12 lb. (5,460 ml.) of water. The loss of this 
large amount of water does not affect the water 
balance of the body. If the subject is on a diet 
adequate to maintain caloric equilibrium, the 4 lb. 
of protein will be converted into an isocaloric 
amount of adipose tissue, which in this instance is 
2 lb. (0.9 kg.) The net loss of 14 lb. (6.4 kg.) of body 
weight will cause no change in the original caloric- 
value of the body. Thus, when there is a conversion 
of muscle into adipose tissue, a decided weight loss 
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occurs even though the subject is in caloric equilib- 
uum. Paxenthetrcally, it may be stated that early in 
a pci sons life, when a marked positive nitrogen 
■nuance is present, tlie process is the reverse of that 
which occurs in the aged- although the subject mav 
be in caloric equilibrium, a marked increase in 
weight occurs. The amount and rate of loss of body 
weight will depend on the size of the original 
muscle mass anti the rapidity and amount of muscle 

atl ° i5 5 ' * Max W/SiiNOFSKY, M.D. 

615 Williams Ave. 

Brooklyn 7, N. Y. 

NEW SYNDROMES AND THE 
SMALL AUTOMOBILE 

To the Editor:—On four occasions within the past 
six months, symptoms have been encountered re¬ 
lated to a change in the patient's driving habits. 
In two patients substernal and precordial pain was 
traced to the recent acquisition of one of the larger 
imported sports automobiles with a manually oper¬ 
ated gear shift and without power-assisted steering. 
In two others significant and persistent pain in the 
left hip and left side of the back was correlated 
with the use of one of the new small automobiles. 
In all four patients physical findings were either 


DENCE 


f * \ r » 

J-A.M.A., May is, iso) 

when he first acquires his new automobile Tim hi 
and back symptoms are compatible with u W? 
or myositis resulting from the extreme r, 
motion of the bunk and abduction of the kltS 
which is the technique which the average mm 

m-oMp P seems t0 assume when faced With the 
problem of entering or leaving the automobile 

Last and perhaps as important in causing tlie bin 

and back symptoms, the limitation in toolroom d m . 

to intrusion of the wheel well into the front com 

pavtment compels the driver and fvontseat oassen 

ger to sit with the lower half of the bodv rotated 

m order to secure the maximum available space. 

Furthermore, once this position is assumed, there 

is usually no alternative position for the feet, us 

there may be in larger automobiles. 

While it is unlikely that the individual pradi 

doner will see many cases of “Jaguar chest" m 

‘'Corvette hip,” the increasing popularity of smaller 

automobiles and the renaissance of the gearshift 

lever should be a warning to the clinician to be or 

the lookout for new musculoskeletal syndromes. 

Jerome F. Strauss Jr., M.D. 

104 S. Michigan Ave, 

Chicago 3. 

LESIONS OF ASCENDING COLON 


absent or limited to mild muscle spasm or tender¬ 
ness in the affected area. Roentgenograms showed 
no joint or bone lesions, and the electrocardiograms 
in the patients with chest pain showed normal 
findings. 

A feature common to all four patients was the 
initial tendency for symptoms to develop a day or 
two after the use of the vehicle involved, so that an 
immediate cause-and-effect relationship was not 
apparent. Once the syndrome was well established, 
however, its relation to operation of the vehicle 
was obvious. At this stage, symptoms began to 
occur while the patient was driving the automobile 
or shortly thereafter and were usually relieved by 
abstinence from driving. Cessation of symptoms 
was never immediate, however, and might require 
as long as two or three weeks to subside, probably 
because, once the diagnosis was established, the 
patients were content to live with their discomfort. 

Modem automobiles have a lowered silhouette 
with an acutely angled windshield, which greatly 
hampers entry and exit. The smaller automobiles 
may add the additional problem of narrower doors 
and often depressed floors and offset control pedals. 
Difficulties in operating these machines is not con¬ 
fined to persons 6 ft. tall; in only one instance was 
the patient more than 5 ft. 10 in. in height. 

While the occurrence of backache will usually 
be readily correlated with driving in a cramped 
position, the enthusiast may tend to forget that he 
is using the muscles of the chest and shoulder 
girdle in a fashion to which he is not accustomed 


To the Editor:—In two recent articles, lesions of the 
ascending colon have been intimated to be cecal. By 
definition (Thorek: Anatomy in Surgery, Phila¬ 
delphia, J. B. Lippincott Company, 1951; Turell: 
Diseases of Colon and Anorectum, Philadelphia, 
W. B. Saunders Company, 1959, vol. 1; Spalteholz: 
Handatlas der Anatomie des Menschen, Leipzig, 
Verlag von S. Plirzel, 1920, vol. 3), the cecum is that 
portion of the large intestine of whicli the distal 
limit is the ileocecal valve. Accordingly, that part 
of the colon immediately above or distal to this 
site is part of the ascending colon. 

In the article by Waggener and others entitled 
“Asymptomatic Tuberculous Enteritis Simulating 
Carcinoma of the Cecum” in Tide Journal, Nov, 7, 
1959, page 1337, it is stated that “roentgenographie 
examinations of the colon with use of the barium 
enema revealed a persistent filling defect of the 
middle of the ascending colon,” and the legend 


meath figure 1 reads as follows: “Roentgeno- 
•aphic study of colon, showing filling defect m 
vending colon.’ The title of the article is mis 
ading. The preoperative diagnosis was adenocar- 
iioma of the ascending colon. At operation, a 
l-ge, firm, irregular, and constricting lesion of the 
iocecal region was found” and the gross apP e,ir „ 
ice of the lesion suggested an adenocarcinoma.^ 
r hy did it “simulate a carcinoma of the cecum 
stead of one of the ascending colon? 

Daniels and Wood, in their article cnWMJ 
liverticulitis of Cecum and Ascending Colon, 
[rich appeared in The Journal, Feb. > 
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page 519, state that “a barium enema roentgeno¬ 
gram revealed several diverticula of the ascending 
colon, just above the ileocecal junction.” The legend 
accompanying figure 4 (case 3) describes “out- 
pocketing attached by a wide neck just above 
ileocecal junction” as a “diverticulum of the medial 
side of the cecum.” Obviously, the statement about 
the roentgenogram is true and the statement in the 
legend about the anatomic site is not true. 

Wayne W. Flora, M.D. 

Arkansas Tuberculosis Sanatorium 
State Sanatorium, Ark. 

The above comment was referred to the authors 
of the article mentioned first, and they have sub¬ 
mitted the following reply. 

To the Editor:—' The comment by Dr. Flora is justi¬ 
fied, as die terminology used in our article is mis¬ 
leading. The roentgenograms appeared to reveal a 
defect in the ascending colon, but the barium-filled 
intestine proximal to the lesion was actually the 
dilated terminal part of the ileum. Thus die roent¬ 
genogram was not and could not have been in¬ 
terpreted correctly. Anatomically, the lesion was 
located in the cecum and terminal ileum. We 
elected to include the radiologist’s interpretation 
of a filling defect in the ascending colon in the text. 
We also should have used diis term in the tide 
even though the lesion grossly resembled adeno¬ 
carcinoma of die cecum. I am grateful to Dr. Flora 
for calling attention to this discrepancy. 

H. U. Waccexer, M.D. 

3710 E. Fifth Ave. 

Denver 6. 

STERNAL TRACTION 

To the Editor:—In the article in The Journal, 
-March 12, page 1138, by Craighead and Glass, en¬ 
titled “Management of Nonpenetrating Injuries of 
the Chest,” figure 1, showing stabilization of flail 
chest by sternal traction, and figure 2, showing the 
Bigelow screws and bar, are excellent, but die 
Bigelow screws and bar may not always be avail¬ 
able and other means may have to be used. In the 
southern Pacific Ocean, during World War II, die 
hospital that I was in received a man with such a 
severely crushed chest that it is remarkable that 
he reached the hospital alive. One of die surgeons 
simply grasped each costal cartilage with a towel 
clamp (Backhaus) applied through the skin and 
attached them to an overhead bar. The patient 
made a good recovery'. This method of costal, or 
sternal, traction is almost universally available. 

John H. Schaefer, M.D. 
1525 S. Broadway 
Los Angeles 15. 


W. M. I. 

To the Editor:—In The Journal, March 12, page 
1166, in an editorial entided “The Last of die 
Hopkins Four,” there was comment on die death 
of Dr. Howard C. Kelly and a reference to a biog¬ 
raphy under the same name. When I referred to 
the tide page of “The Vermafomi Appendix and 
its Diseases,” written by Dr. Kelly and Dr. Hurdon 
and published in 1905 by W. B. Saunders Com¬ 
pany, Philadelphia, I found that the name given to 
the audior of this work is Howard A. Kelly. My 
best recollection is that liis middle name was 
Atwood. I am at a loss to understand how such an 
error, typographic or otherwise, was permitted to 
enter The Journal, and I believe that an appro¬ 
priate correction is in order. 

Harvey H. Musser, M.D. 

619 Second National Bldg. 

Akron 8, Ohio. 

Apologies to the late Dr. Howard A. Kelly and 
thanks to his former pupil. Dr. Harvey H. Musser. 
It is notewordiy that Henry' Ernest Sigerist, the 
medical historian, had two different middle initials 
and two different middle names other than his 
correct ones. In the catalog of the Library' of Con¬ 
gress he appears as Henry' Ernst Sigerist (On the 
History' of Medicine, New York, MD Publications, 
Inc., 1960). On the cover of the Swedish translation 
of his “Einfiihrung in die Medizin” his name ap¬ 
peared as Henry' M. Sigerist. The author, of a 
Dutch translation of the same book is listed as 
Sigerist, Henry' Eduard. A translation of the book 
into Chinese identified him as Henry S. Sigerist. 
W. M. I. (wrong middle initial) sometimes is irri¬ 
tating. 

Isn’t the title of the monograph by' Kelly ‘The 
Vermiform Appendix and its Diseases?”— Ed. 

“MEDICAL EXAMINER”—A MISLEADING 
TERM 

To the Editor:—As a deputy' medical examiner in 
Nassau County', I have found the term “medical 
examiner” to be confusing and misleading to the 
general public. For example, people call our office 
to request medical (physical) examinations and 
find it difficult to comprehend our refusal to perform 
them. I have noticed that the term “medical exam¬ 
iner” is used throughout the nation. It occurred to 
me that the word “mortology,” which connotes the 
study of death, would be more appropriate. Then 
the medical examiner’s office would be known as 
the Department of Mortology and the medical 
examiner as a mortologist. Any help that can be 
offered on the semantics of this problem would be 
gratefully received. Ralph U. Whipple, M.D. 

1554 Northern Blvd.' 

Manhasset, N. Y. 
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medical film reviews 


, , CCr “ t lc La,y,lx: 16 rnm., color, silent, show- 
"‘"‘m 1 ’ 11 ,n T U ?- 1>, ' ip;ln ' (1 in 1959 Paul Moore, Pli.D 
a.ul Hans von l.eden, M.D., Chicago. Procurable on rental 
(•>o) ot purchase (•‘>75) lrom Hans von Ledon, M.D. 50 N 
Michigan Av«\, Chicago 2. ’ 


Essentially, this film consists of motion pictures 
ol the larynx in a case of contact ulcer. The patient 
in question developed a contact ulcer as a result of 
voice trauma during investigation of laryngeal func¬ 
tion. Alter the contact ulcer had developed, various 
stages in healing were recorded bv high-speed 
motion pictures and presented in the film. The 
initial part of the film demonstrates the action of 
the vocal cords and arytenoid cartilages during 
production ol sound of various pitches. The more 
strenuous movement made during clearing of the 
throat and coughing is shown, and in this part of 
the film some variations in the action of the aryte¬ 
noid cartilages are pointed out. An ulcer at the tip 
ol the vocal process on one cord developed during 
the strenuous use of the larynx occasioned by the 
investigations. The different stages in healing ob¬ 
served after complete voice rest, aphonic whisper, 
and gentle talking are represented. The photog¬ 
raphy is excellent, clearly demonstrating the mo¬ 
tion of the vocal cords. Some of the finer variations 
in the movement of the arytenoid cartilages, de¬ 
scribed in the titles, are not easily recognizable. 
'Hie film is useful as a demonstration of move¬ 
ments of the vocal cords and of the type of trauma 
that might produce a contact ulcer. It is recom¬ 
mended for students of speech and laryngology. 


H’.s Wonderful Doing A Girl: 16 nun., color, sound, showing 
time 19 minutes. Produced in 1959 by Audio Productions 
Inc., for Personal Products Corporation, Milltown, N. J. 
Procurable on loan or purchase ($77) from Audio Produc¬ 
tions, Inc., 631) 9th Ave., New York. 


The purpose of this film is to encourage a health¬ 
ful knowledge of the menstrual process and posi¬ 
tive attitudes for girls who are just beginning to 
menstruate. On her 14th birthday, Linda Brown 
decides that it’s wonderful to he a girl growing up. 
It’s wonderful to have parties and dates, make new 
friendships, learn new skills, and develop your 
talents. It’s wonderful to know about yourself, 
recognize your bodily changes, and understand 
what menstruation is and how to live with it 
happily. This film story covers a year of Lindas 
life and shows how she arrives at these happy con¬ 
clusions. She learns from her mother what to ex¬ 
pect when menstruation occurs. She begins to 
scorn the old wives’ tales she has heard and the 
superstitious attitudes she has seen. When she be¬ 
gins to menstruate, she finds that it need not hamper 
her in successfully meeting the challenges of every¬ 
day life At school a teacher’s thorough explanation, 
brought to life in colored, animated drawings, pro- 
v ides’ 3 Linda with the important facts about how 
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she became the girl she is: the origin of lifp ■ 
snigle cell the changing physical characteristics of 
g , . h< r r earf y teens, and the purpose and 

psychological processes of menstruation. Discus 
sions in the class reveal that a girl’s menstrual 
periods need not limit her activities. Through her 
own social experiences with girls and boys In l ier 
hobby club, at the school picnic, at parties and in 
other activities, Linda discovers that regular meals 
sleep, and exercise help her to take menstruation in 
stride with the other normal problems and pleasures 
of growing up. This film is to he commended for 
its emphasis on the fact that menstruation is a 
perfectly normal process in the life of girls. It helps 
to create proper attitudes for girls who may have 
some problems in adjusting to menstruation, par¬ 
ticularly in the beginning. The story is well de¬ 
veloped and the film is effective because it closely 
approximates life situations for girls in this age 
group. Good mother-daughter and teacher-student 
relationships are demonstrated. It is unfortunate 
that the sponsor included a brief scene about their 
product. This may restrict use of the film in some 
schools. This picture is recommended for the 
audiences for which it was intended, namely, girls 
in elementary and junior high school. It would also 
he - of interest to parents, teachers, and those in 
teacher training. 

Branchial Cleft Cysts and Sinuses: Their Embryologie De¬ 
velopment and Surgical Management: 16 mm., color, sound, 
showing time 13 minutes. Prepared in 1959 by William H. 
IteMine, M.D., Rochester, Minn. Procurable on rental ($3) 
from Motion Picture Library, American College of Surgeons, 
40 E. Erie St., Chicago 11. 

The film begins with a review of the embryology 
of the branchial grooves, clefts, and pouches. Note¬ 
worthy emphasis is placed on die importance of 
the second cleft, particularly its relationship to the 
anomalies which occur in this region. The narrator, 
however, correctly stresses the point that its impor¬ 
tance is still a moot question. Preliminary presenta¬ 
tion is then reviewed and amplified with colored 
illustrations which considerably clarify much of 
the previously read material. A clearer visual con¬ 
cept of the subject matter might he obtained by 
the viewer if these illustrations were used earlier 
in presentation. Two surgical cases are then pre¬ 
sented, the first dealing with branchial cleft cysts 
and the second with a branchial sinus. The cysts 
were readily removed through a small transverse 
incision placed directly over the mass, by Loth 
sharp and blunt dissection. The dissection was neat 
and clean, with exposure of the internal jugular 
vein and common carotid artery, and the vagus 
nerve was clearly depicted. The branchial smus 
was removed by a stepladder procedure or mu I £ 
incision technique. This was dissected amp 
origin at the pharynx. The photography is fc 
and the narration well paced and comprehen ble. 
This film is to be recommended to anyone 
interested in the surgery and embryology of 
dual pathology. 
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Systemic Lupus Erythematosus After “Idiopathic” 
Thrombocytopenic Purpura: A Review: A Study of 
Systemic Lupus Erythematosus Occurring After 78 
Splenectomies for “Idiopathic” Thrombocytopenic 
Purpura, with a Review of the Pertinent Literature. 
V. Rabinowitz and W. Dameshek. Ann. Int. Med. 
52:1-28 (Jan.) 1960 [Lancaster, Pa.]. 

The authors had previously emphasized the close 
relationship between idiopathic thrombocytopenic 
purpura (I. T. P.) and systemic lupus erythematosus 
(S. L. E.) and had suggested that I. T. P. is often a 
prodrome of S. L. E. Although there had been re¬ 
ports on the incidence of I. T. P. in S. L. E., there 
were none on the incidence of S. L. E. in I. T. P. 
The authors approached this problem through the 
reevaluation of their patients with I. T. P. who had 
been subjected to splenectomy, which ruled out 
most of the acute cases of I. T. P. Until 1955 they 
had generally performed splenectomy on all pa¬ 
tients in whom thrombocytopenia persisted for 4 
months or more, these cases being considered 
chronic. 

Letters of recall were sent to all patients whose 
spleens had been removed because of I. T. P.; those 
who responded were reexamined, their records 
were reviewed, and various hematological studies 
were made. Among 51 patients with I. T. P. who 
bad undergone splenectomy after 1949, there were 
S with definite, 2 with probable, and 6 with possible 
S. L. E. Although follow-up was limited in 27 pa¬ 
tients with I. T. P. on whom splenectomy had been 
performed before 1949, this group included 4 pa¬ 
rents with definite and 2 with possible S. L. E. 
(More complete follow-up would probably have 
revealed a higher incidence.) In 2 other definite 
eases splenectomy had been performed elsewhere. 
Thus, among a total of 78 patients there were 14 
with definite, 2 with probable, and 8 with possible 
S. L. E. The authors suggest that the presence of 
discoid lupus and of I. T. P. is characteristic of 
definite S. L. E. in that it became evident from 
their studies that discoid lupus is simply a derma- 
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tological manifestation of the generalized vasculitis 
of the disease, and that it may either precede or 
follow' the onset of I. T. P. or the other manifesta¬ 
tions of S. L. E. Failure of response to splenectomy 
or relapse of thrombocytopenia appeared to be of 
tire same frequency in patients in whom S. L. E. 
w r as detected after splenectomy for I. T. P. as in 
I. T. P. in general. 

Exacerbation of S. L. E. occurred in 2 of the 14 
definite cases after splenectomy. The development 
of S. L. E. in eases of I. T. P. treated with predni¬ 
sone and without splenectomy has not been studied 
because sufficient time has not yet elapsed. It is 
possible that this drug will suppress the manifesta¬ 
tions of S. L. E. Of the 78 patients reviewed, 69 
were women; other reports likewise indicate a great 
predominance of female over male patients in 
S. L. E. as well as in I. T. P. One of the authors 
suggested that this predominance of women may 
have an etiological significance. In menstruation, 
blood cells and endothelium are shed each month 
in an environment of open blood vessels. Some of 
these altered tissues are perhaps absorbed into the 
circulation, to become antigens in an autoimmune 
process. The authors feel that the high incidence of 
S. L. E. in this series indicates the need for con¬ 
sidering it in every patient with I. T. P. 

Staphylococcal Endocarditis. P. Lisan, J. F. Uric- 
chio, D. J. Alarino, and others. Am. Heart J. 59:184- 
190 (Feb.) 1960 [St. Louis], . 

The records of the bacteriology department of 
Hahnemann Medical College and Hospital, Phila¬ 
delphia, from 1949 to 195S were used in this study. 
Charts of all patients w'ho had 2 or more positive 
blood cultures for Staphylococcus pyogenes w'ere 
reviewed, and the study w r as limited to those with 
definite evidence of bacterial endocarditis. There 
was a total of 38 such patients, 22 males and 16 
females, ranging in age from 254 to 70 years. The 
antecedent heart disease w’as rheumatic in origin 
in S3 of the patients, and in 5 it w 7 as congenital. 
Twenty-one of the patients had previously under¬ 
gone cardiac surgery. The staphylococcic endo¬ 
carditis developed immediately after surgery in 7 
of these' 21 patients, within 4 months in 11 others, 
and in the remaining 3 within 1 year. Fever was 
noted in all 3S patients and w'as the presenting 
complaint in all but 3 of them. 

Penicillin, administered by intramuscular or in¬ 
travenous routes, was used initially in most of the 
patients. The dosages ranged from 100,000 to 50 
million units per day. When the organism was 
identified (disk method) and the in vitro sensitivity 
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determined, appropriate changes were made in Am u,- 

m'T, v P ‘ ltim>S antibiotiS sh ^vn to le l e 

it,! 1 ST 7 W ' ox ?' etac y c «™, or chloramphe- eZitted to 
moo! [Chloromycetin]) were given because the or- monw tnbere 

ganisms were sensitive only to these drugs. Chlor- tuberfe bacilli 

tetracycline, oxytetraeycline, and chloramphenicol rlsil a 7t to sie 

used singly accounted for 3 recoveries. The remain- or iso“a“d m 

der of the patients who were cured received com- reseetiln Thes 

binations of several antibiotics. A choice of anti- that, in the mai 

jiotics, however, cannot be reliably made in in substitute for e 

vitro sensitivity studies alone. There is little cor- carefully super 

relation between the disk sensitivity method and ceptedbyacoc 

the success of the more sensitive antibiotics in 
curing staphylococcic endocarditis. As a matter of Thyroiditis: Cl 

fact, penicillin was found to be ineffective, in vitro, Features Obser 

in most cases of staphylococcic endocarditis; yet it M. J. 53:129-15 

produced, alone or in combination, the greatest 
number of recoveries when used in large doses. Thisieportis 

Deaths from staphylococcic endocarditis have thyroiditis as 

greatly increased in recent years. Furthermore, North Carolina 

staphylococci are the cause of bacterial endocardi- duiing the 10-y 

tis more often now than are streptococci of the ° rou P included 

viridans group. Operative procedures within the purative thyrof 

heart and its major vessels are an important factor known to occu: 

in predisposing patients to a staphylococcic infec- tl0I ? s ‘ 

tion of the endocardium. This is evidenced by the within a noduk 

fact that 2 of every 3 patients with staphylococcic ma ’ f 10 

endocarditis had had previous cardiac surgery. On permits i en i c 

tlie other hand, the over-all incidence of staphy- na ,° 1 s ri 
loeoccic endocarditis in patients undergoing car- a , n ! 10 1CS 1S ™ 

diae surgery is extremely small, only 21 instances matiorf 6 ^ ^ 

occurring among 3,600 heart operations in a 10- ‘ T 
year period. w w n ,Wril 
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Among this group, the therapeutic progress was 
shown to be least satisfactory for those X “ 
readmitted to the hospital, had far-advanced 5 

? be m U . 0S1 f’ had definite cavitation, Ld 
tubercle bacilli m the sputum and tubercle bacilli 
resist ant to streptomycin, aminosalicylic acid (PAS) 
or isoniazid, and were not suitable for pulmonary 
resection These findings seem to suggest the lesson 
that, in the management of tuberculosis, there is no 
substitute for early diagnosis followed by prompt 
carefully supervised, and adequate treatment ac¬ 
cepted by a cooperative patient. 


Thyroiditis: Classification, Etiology, and Clinical 
Features Observed in 49 Cases. E. H. Yount. South. 
M. J. 53:129-133 (Feb.) 1960 [Birmingham, Ala,]. 

This report is concerned with the clinical features 
of thyroiditis as observed in 49 patients seen in the 
North Carolina Baptist Hospital, Winston-Salem, 
during the 10-year period from 1948 to 1958. This 
group included only one patient with acute sup¬ 
purative thyroiditis, a condition which has been 
known to occur after dental infections or extrac¬ 
tions. The suppurative process tends to localize 
within a nodular goiter, but if the thyroid is nor¬ 
mal, the process will be diffuse. When aspiration 
permits identification of the organism and determi¬ 
nation of its drug sensitivity, the administration of 
antibiotics is most effective. Surgical incision and 
drainage are indicated when there is abscess for¬ 
mation. 

In nonsuppurative subacute thyroiditis, which 
has been described also under such terms as acute 


A Study of 500 Consecutive Admissions to a Tuber¬ 
culosis Hospital. C. A. Wicks. Am. Rev. Resp. Dis. 
81:161-172 (Feb.) 1960 [New York]. 

The author reports on 281 male and 216 female 
patients who were admitted to the Toronto Hos¬ 
pital for Tuberculosis in Weston, Ont., Canada, 
between January and August, 1957. Of these 497 
consecutive patients, 405 (81.5%) had tuberculosis 
of the respiratory system as the most important 
problem, 66 (13.3%) had other forms of tubercu¬ 
losis predominantly, and 26 (5.2%) had nontuber- 
culous disease only. A review of age, sex, familial 
descent, and country of birth confirmed that this 
group of patients was reasonably representative of 
patients admitted to tuberculosis hospitals in recent 
years. Of the 497 patients, 350 were admitted for 
the first time, 84 were readmitted for treatment, 
39 were transferred from another hospital, and 24 
were readmitted for review of the status of then- 
disease. An attempt was made to correlate such 
factors as extent of tuberculosis, presence of cavi¬ 
ties, and drug resistance with therapeutic progress 
in the hospital during 18 months after entry for 
patients who were first admissions and readnussions 
with active pulmonary tuberculosis. 


noninfectious thyroiditis, acute diffuse thyroiditis, 
and subacute thyroiditis, the pathological findings 
have been identified as granulomatous thyroiditis, 
pseudotuberculous thyroiditis, giant-cell thyroid¬ 
itis, and struma fibrosa. Of the 49 cases reviewed 
by the author, 25 were of the subacute type of 
thyroiditis. This disorder is usually self-limited. 
Only 3 patients were subjected to operation. Palpa¬ 
tion revealed diffuse enlargement of the thyroid 
and an abnormally firm or hard consistency. Evalua¬ 
tion of therapeutic measures was difficult because 
of the tendency to spontaneous healing and the 
variable duration of the disease. The use of anti¬ 
biotics and antithyroid drugs, such as prophylthio- 
uracil, has been of little or no benefit. Administra¬ 
tion of adrenal corticosteroids almost invariably 
suppresses the inflammation and the other symp¬ 
toms, but withdrawal of corticosteroids may be 


,ved by recurrence. 

the 2 forms of chronic thyroiditis, Haslumotos 
m and Riedels struma,- the first is much more 
lent. Although Hashimoto’s struma was ob- 
d in 23 of the 49 patients, not a single case o 
si’s struma, also known as ligneous thyroi ) 
i/asive fibrous thyroiditis, was observed dun" 
0-year period. Hashimoto’s variety is kooni 


192 



Vol. H3, No. 4 ' 


MEDICAL LITERATURE ABSTRACTS 


449 


also as struma Iympliomatosa or lymphocytic thy¬ 
roiditis. With one exception, all 23 patients were 
women. The preponderance of women patients has 
been attributed to tire increased need for iodine 
during puberty, pregnancy, and the menopause. 
The etiological theory currently in favor is that of 
autoimmunity. The suggestion has been made that 
Hashimoto’s disease is produced when thyroglob¬ 
ulin is released from the thyroid and initiates an 
autoimmunization process. Such a release of thyro- 
globulin could possibly result from damage to the 
gland, and thyrotoxicosis or subacute thyroiditis 
has been suspected as the precipitating event, but 
none of tire 23 patients gave, a history suggestive of 
preexisting thyrotoxicosis or subacute thyroiditis. 
Final acceptance of the autoimmunity concept wall 
depend on the results of further studies. 

In the authors experience, Hashimoto’s chronic 
thyroiditis produces no systemic manifestations. 
More than 50% of the patients complained pri¬ 
marily of discomfort on swallowing and of a chok¬ 
ing sensation. The thyroid was known to have been 
enlarged for from 2 weeks to 30 years. Nodularity', 
in the vast majority of cases, was probably due to 
distortion of the lobulations of the gland. In early 
cases of Hashimoto’s chronic thyroiditis, the en¬ 
largement will regress if full doses of desiccated 
thyroid are administered. Thyroidectomy is indi¬ 
cated for Hashimoto’s disease when the patient 
desires relief from symptoms of pressure, or from 
a cosmetically unacceptable goiter, or when there 
is any suspicion of a neoplasm. Operation was per¬ 
formed on each of the 23 patients in this group. 
None of these patients has had a recurrence. 

Malignant Reticulosis with Clinical Characteristics 
of Periodic Fever: New Case. P. Perrin, G. Dau¬ 
phin, J. p. Kemeis, G. Nicolas, and P. Litoux. 
Presse med. 68:140-142 (Jan. 27) 1960 (In French) 
[Paris]. 

The authors report on a case of malignant reticu¬ 
losis with typical periodic fever, which they be¬ 
lieve is the 9th case in the medical literature since 
Mollaret defined and identified the disease in 1950. 
This condition, always fatal, is characterized by the 
thermic curve which shows waves of fever of 4 or 
o days’ duration, separated by 14-day apyretic pe¬ 
riods. The patient, a 47-year-old man, first noticed 
a cervical adenopathy on the right, a mobile and 
painless nodule. Findings from a biopsy of this 
nodule suggested Hodgkin’s disease, and the pa¬ 
tient received 8 radiotherapeutic applications total¬ 
ing 2,000 r. During the next year the patient was 
hept under observation, without any treatment. 
The febrile phases took place regularly, and the 
general condition deteriorated steadily, although 
the patient had a good appetite. Fifteen months 
nfter the onset of the disease the results of the 
physical examination were still negative, except for 


a painless hepatosplenomegaly. In the course of a 
periodic febrile phase the patient was given 20 mg. 
of prednisone; the next day the fever had subsided. 
After another 24 hours prednisone was withdrawn, 
and the fever recurred within a few hours. Therapy 
with cortisone derivatives w'as resumed and failed 
to bring any favorable results. The treatment had to 
be interrupted because of the side-effects, and the 
patient died on the 11th day of the febrile period. 

Malignant reticulosis with periodic fever pre¬ 
sents with a characteristic clinical picture and de¬ 
serves to be considered as a nosological entity in 
spite of the small number of cases reported in die 
literature. The diagnosis is essentially clinical The 
possibility of malignant reticulosis should be con¬ 
sidered whenever a patient has a fever which lasts 
for 4 or 5 days and recurs regularly even - 2 weeks. 
The audiors believe that cortisone should be ad¬ 
ministered because of its effects on the fever and 
the general condition, although the ultimate results 
have always been disappointing. 

Yellow Spinal Fluid: Diagnostic Significance of 
Cerebrospinal Fluid in Jaundiced Patients. D. G. 
Rosenberg and J. T. Galambos. Am. J. Digest. Dis. 
5:32-48 (Jan.) 1960 [New York]. 

Bilirubin levels, color, protein levels, cell counts, 
and glucose levels of the cerebrospinal fluid (CSF) 
w'ere studied in 62 consecutively admitted, unse¬ 
lected adult patients with jaundice. Viral hepatitis 
wms present in 20 patients; leptospirosis, in 3; intra- 
hepatic cholestasis, in 2; cirrhosis, in 14; Hodgkin’s 
disease, in 3; benign obstructive lesions, in 2; ma¬ 
lignant obstructive lesions, in 9; and anemia and 
jaundice of unknowm cause, in 9. Both direct and 
indirect bilirubin was present in the spinal fluid. 
Yellowish CSF with increased CSF bilirubin value 
w'as present in some instances in each group. The 
yellow' color of tire CSF w'as not directly related to 
elevation of the CSF bilirubin level, nor w’as the 
height of the CSF bilirubin level related to the 
duration of jaundice, but it w'as related to the serum 
bilirubin levels in patients with viral hepatitis and 
with chronic intrahepatic disease. This correlation 
could not be demonstrated in patients with extra- 
hepatic obstruction. The mean of the CSF and 
serum bilirubin ratios was not significantly different 
in the groups of patients with viral hepatitis, chronic 
intrahepatic disease, and extrahepatic obstruction. 

The presence of yellowish spinal fluid with in¬ 
creased CSF bilirubin value cannot be used for the 
differential diagnosis of jaundice; however, if pleo¬ 
cytosis is also present, a diagnosis of leptosirosis in 
a patient with jaundice is very probable. The CSF 
protein level w'as 40 mg. per 100 cc. or above in 5 
patients with viral hepatitis. Polymorphonuclear 
leukocytes w r ere present in the spinal fluid in 4 
patients with viral hepatitis, but no pleocytosis was 
noted. Elevation of the CSF protein level was as- 
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sociated with hepatic coma or delirium tremens in 
patients with cirrhosis. No significant. correlation 
betoeen the CSF bilirubin (direct) level end Z 
Lbl protein level was observed in this series. 


Augmented Histamine Test, Ewald Test Meal, and 
Ul i S rfm TeSt: Comparison of Results. I. N. Marks 
and H. Shay. Am. ]. Digest. Dis. 5:1-23 (Jan.) 1960 
LNew York]. 

The results of the augmented histamine test, the 
Ewald test meal, and the azuresin (Diagnex Blue) 
tubeless test were compared in a series of 130 pa¬ 
tients. Duodenal ulcer was present in 43 patients; 
gastric ulcer, in 26; and atrophic gastritis, gastric 
cancer, pernicious anemia, and other disorders in 
the remainder. The 3 procedures were carried out 
in 74 patients, and 2 of the 3 procedures in 56 
others. There was a significant quantitative rela¬ 
tionship in the results of die 3 tests. It was also 
shown that no single test could be used to predict 
the results of die other tests. The Ewald test meal 
was as useful as the augmented histamine test in 
making a diagnosis of duodenal ulcer. The aug¬ 
mented histamine test, however, was more reliable 
for establishing the presence of achlorhydria. This 
test was free of any serious side-effects and pro¬ 
vided a reliable index of the parietal-cell mass. The 
augmented histamine test can, therefore, be used 
as a guide to determine the nature and extent of 
surgery required for reduction of acid secretion in 
patients with peptic ulcer. The azuresin test is a 
convenient procedure for mass screening of pa¬ 
tients susceptible to gastric cancer, but is of limited 
value in excluding a diagnosis of pernicious anemia 
or duodenal ulcer. 

Systemic Diffuse Sclerosis with Dominant Renal 
Manifestations: Contribution to the Study of the 
Sclerodermic Kidney. P. Michon, G. Rauber, A. Lar- 
can, J, Beurey, and F. Streiff. Presse med. 68:133- 
136 (Jan. 27) 1960 (In French) [Paris]. 

The authors report on a case of systemic diffuse 
sclerosis with specific renal manifestations and 
visceral lesions disseminated throughout several 
organs. These renal manifestations correspond to 
specific anatomic lesions and carry an unfavorable 
prognosis, being shortly followed by death. The 
vascular lesions associated with the renal mani¬ 
festations explain the gravity of the disease. 

The patient, a 34-year-old man, was seen by the 
authors because of severe azotemia which had de¬ 
veloped in the course of scleroderma of 9 years 
duration. The first symptoms noticed were articular 
pains. A year later vasomotor disturbances in the 
extremities occurred, resembling the clinical pic¬ 
ture of Raynaud's syndrome. Five years after the 
onset of the disease the patient presented sclero¬ 
dactylia, cyanosis of the extremities, thickening o 
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the facial skin, and marked dysphagia. Cortico 
therapy was instituted. In another 3 years the d* ' 
ease had progressed, and the patient had a typi«l 
appearance, with a rigid face and shining, varied 
His woedi was slow, and eating , 
difficult. The thorax and abdomen were string 
subcutaneous emphysema, marked hepatomeilv 
galloping cardiac rhythm, and ventricular hvner- 
trophy were other features. The patient was' hos¬ 
pitalized and given treatment aimed at hydroelec- 
trolytic balance and cardiac strengthening, but he 
died 10 days later, shortly after an extensive hemat 
emesis. 

Autopsy confirmed the existence of a generalized 
visceral involvement, with mixed and diffuse xenal 
lesions, glomerular, tubular, and interstitial. Vas¬ 
cular changes were the dominant feature, being 
the determining factor of the cortical infarction 
The renal lesions may have been aggravated by the 
hormonal treatment, although their onset had pre¬ 
ceded any form of therapy. The authors stress the 
importance of the vascular involvement as an etio¬ 
logical factor in systemic diffuse sclerosis. 


Differential Diagnosis of Jaundice. R. A. Cruz. 
G. L. Parga, and H, A. Rojas. Rev. med, Chile 
87:952-961 (Dec.) 1959 (In Spanish) [Santiago]. 

Two groups of patients with hepatic disease wen- 
observed, and tire methods of differential diagnosis 
used were evaluated. Four categories of clinical 
diagnosis were established as a basis for evaluation, 
namely, certain, probable, doubtful, and suspended 
diagnosis. The 1st group observed was composed 
of 620 patients with hepatitis. In 87% of these pa¬ 
tients the initial symptoms were anorexia, nausea, a 
sensation of epigastric fulness, and pain in the 
right upper abdominal quadrant. Generalized body 
pain, especially articular pain, was an important 
diagnostic sign, for the hepatitis virus tends to be¬ 
come localized in the muscles and joints. When this 
type of pain was associated with jaundice, the diag¬ 
nosis of hepatitis was considered certain. Age was 
another element, since jaundice in persons under 
30 years of age usually means hepatitis. Fever and 
chills were signs of biliary lithiasis; an insidious, 
progressive course was found when cancer ob¬ 
structed the bile flow and caused gallbladder dis¬ 
tention. Palpation of an enlarged spleen suggested 
cirrhosis, sometimes hepatitis, but rarely obstruc¬ 
tion. Determinations of blood phosphatase activity 
and of flocculation reactions were the laboratory 
tests used to supplement clinical observation when 
no clinical diagnosis was established. Phosphatase 
values tend to be elevated (above 10 Bodamk) 
units), and flocculation reactions tend to be nega¬ 
tive in obstructive jaundice, while p ° S P ul 
values below 10 Bodansky units, together mth ' 
tive flocculation reactions, suggest hepatocellular 

jaundice. 
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The diagnostic criteria established in the 1st 
group were tested on a 2nd series of 100 patients 
with jaundice. The clinical diagnoses established 
in this series were certain in 80 cases, with confir¬ 
mation in 76; probable in S (confirmed in 2); doubt¬ 
ful in 10 (confirmed in 4); and suspended in 2. The 
authors estimate that these purely clinical diagnoses 
were valid in 82% of the cases. A combination of 
clinical and laboratory findings brought the diag¬ 
nostic validity up to 100%. 

Porphyria in Denmark: Review and Preliminary 
Report. T. K. With. Ugesk. laeger 122:63-7S (Jan. 
21) 1960 (In Danish) [Copenhagen]. 

Porphyria cutanea tarda usually manifests itself 
in middle age and most often in men. The con¬ 
genital form generally begins in early childhood, 
and the sex apportionment is about equal. The 
dominating symptom is sensitivity to light. In some 
cases there is marked progression of the disease; in 
other cases it “burns out” after a number of years. 
In addition to chemical, mainly medicamental, 
provocation of manifest symptoms in patients with 
latent porphyria, irradiation, infections, and normal 
-biological stress, such as pregnancy, can be pro¬ 
voking factors. The heredity factor in congenital 
porphyria is thought to be recessive, but in hepatic- 
porphyria it is dominant and necessitates examina¬ 
tion of the family history of patients with acute 
porphyria. About one-half of these patients’ chil¬ 
dren and siblings, and at least one of their parents, 
are bearers of the dominant porphyria germ and 
should be protected from such provoking factors 
as alcohol and barbiturates. If latent porphyria is 
suspected, quantitative examination of the urine of 
relatives for porphobilinogen by the chromato¬ 
graphic method and a screen test of the feces for 
porphyrin will clarify the situation. Clinically, por¬ 
phyria should be borne in mind in vague abdominal 
cases, in eruptions of a hydroa aestivale type, in 
acute progressive paresis of vague etiology, in 
vague psychic disturbances, and especially in anom¬ 
alies of pigmentation and hair grow'th. In observa¬ 
tion for acute porphyria, chromatographic determi¬ 
nation of porphobilinogen is necessary. Qualitative 
determination, together with positive screen tests 
lor porphyrin in urine or feces, suffices to establish 
manifest porphyria. 

Latent porphyria is far more frequent than the 
manifest form, and symptoms can be induced in 
bearers of the germ by certain provocative factors, 
the most important of which now seem to be bar¬ 
biturates, sulfonmethane (Sulfonal), and sulfonethyl- 
methane (Trional). Porphyria is best met by recog¬ 
nizing the condition in the latent stage and avoid¬ 
ing the provocative factors. The prognosis for 
length of life in congenital porphyria is good, but 
attacks of acute porphyria threaten life. The special 
precautionary measure in a porphyria attack with¬ 


out paresis is avoidance of barbiturates. If paresis 
sets in, the treatment corresponds to that of polio¬ 
myelitis with threatened respiratory paralysis. No 
therapy known today is 100% effective in attacks of 
acute porphyria. ACTH has given excellent results 
in some cases. Chelation therapy and bemegride 
(Megimide) therapy are the only forms of treat¬ 
ment for the acute porphyria attack which are not 
purely symptomatic in effect. 

An Investigation into the Incidence of Onchocer¬ 
ciasis in a Community Exposed to Infection. 
C. Boroda. East African M. J. 36:610-612 (Nov.) 
1959 [Nairobi, Kenya]. 

The author examined 29S persons in Kilembe, 
Uganda, who had been exposed to the risk of bites 
from vectors of the Simulium genus, so as to de¬ 
termine if any had developed onchocerciasis in the 
transmission of infection with the filarial w T orm. 
Onchocerca volvulus. The persons examined were 
European and Asian w’orkers and their families 
who had been in Kilembe for at least 2 years. The 
tests carried out w r ere a differential white blood 
cell count and the Mazzoti test, consisting of the 
oral administration of a provocative dose of diethyl- 
carbamazine citrate (Hetrazan). The latter drug was 
administered in 50-mg. tablets 4 times daily for 2 
days to adults and in a reduced amount to children. 
There was no instance of positive allergic reaction 
to diethylcarbamazine, and no symptoms of oncho¬ 
cerciasis were observed. However, 9 children had 
an eosinophil count of more than 10%, which is 
generally accepted as a significant level; it proved 
that these patients had intestinal worm infestations. 
Repeated negative results w-ere obtained in 125 
persons of the same group a year after the original 
examination. This study suggests that either some 
factor prevents the development of the disease de¬ 
spite repeated bites from infected flies, or the incu¬ 
bation period of onchocerciasis may be very long. 

Concerning Sarcoidosis. O. Refvem. Tidsskr. norske 
laegefor. 79:1435-1438 (Dec. 15) 1959 (In Nor¬ 
wegian) [Oslo]. 

Sarcoid tissue, or sarcoid granuloma, is a neutral 
designation for a morphologically special form of 
tuberculoid granuloma. Distinction is made be¬ 
tween sarcoidosis, or genuine sarcoid, and nu¬ 
merous forms of symptomatic sarcoid. It is the 
clinician’s task by evaluation of clinical and roent¬ 
genologic findings, possibly tire Kveim test, and by 
continued observation to decide whether the pa¬ 
tient has sarcoidosis. Emphasis is laid on tire clin¬ 
ical symptoms. There is no pathognomonic sign. 
Early stages or recent manifestations show a 
marked tendency to spontaneous remission. Cases 
accompanied by erythema nodosum are thought to 
have a good prognosis. A not inconsiderable num- 
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her of cases will persist or progress. The develon- 
ment ,„ U st he followed by regular control |t least 
° 01 ■* times in the first year). 

Pulmonary sarcoidosis is the form most discussed 

va T ttt f ° r the P reven tion of development 
of clifhi.se fibrosis with emphysema, bronchiectasis, 
and cor pulmonale. Infiltrations in the lung paren¬ 
chyma, remaining for a long time or increasing, are 
indications of the need for treatment, and the cor¬ 
ticosteroids are at present the best means available. 
Cortisone has been found on long-term treatment 
to cause numerous side-effects, especially edema 
and development of features of adrenal cortical 
In per function (Cushings syndrome). Prednisolone 
has not caused notable side-effects with the excep¬ 
tion of an increase in nervous phenomena in an 
occasional case, together with increase in weight. 
The danger of development of ulcer and conse¬ 
quent bleeding is as great with prednisolone as 
with cortisone. The immediate effect of predniso¬ 
lone on lung infiltrations in the main has been 
good, and in part excellent. The treatment is car¬ 
ried out with careful control, and the smallest effec¬ 
tive dose is administered in every case. Improve¬ 
ment can often be maintained with small doses. 
Duration of the treatment lias been from about 9 
months to 2 years. 

Q Fever in the R. A. F. in Great Britain in 1958. 
W. W. Holland, K. E. K. Rowson, C. E. D. Taylor, 
and others. Brit. M. J. 1:387-390 (Feb. 6 ) I960- 
[London]. 

The authors report on 2 localized outbreaks of 
Q fever among Royal Air Force personnel, one at 
a large costal command station in Cornwall and 
the other in a small officers’ training unit in the Isle 
of Man, in March and April, 195S. No relation be¬ 
tween these 2 outbreaks could be found. In the 
outbreak in Cornwall, 4 sick-quarters attendants 
and 1 visitor were probably infected from a patient 
14 to 16 days after contact with the latter. No other 
case or any source of Q fever was found at this 
station. In the 2 nd outbreak, half of one squadron 
of 45 officer cadets had Q fever. Serologic findings 
agreed closely with history of the illness. Nine of 
34 members of the permanent staff at this station 
also had a raised titer of complement-fixing anti¬ 
bodies to Rickettsia burnetii (Coxiella burnetii). All 
personnel involved were concerned in some way 
with a visit to a shooting range and with cleaning 
out a hut in which lambing may have taken place. 

[t is postulated that this was the soiuce of the 

outbreak. .,131 

To assess the prevalence of Q fever in the Royal 

Air Force, samples of serum obtained fiom 154 
patients who were admitted to the sick quiuters of 
00 stations during the period of March and April, 
1958, were tested. Ten of the stations selected were 
situated far from towns and in parts of Britain 
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where sheep farming is common; the other 10 sh 

10 ns were chosen because of their proximity to 
towns, and were in areas in which sheep 
f n0 \ P^alent. Only one of the 154 patients ^ 
found to have an antibody titer to R. burnetii of 
Lie. One further case of Q fever was discovered 
at another Royal Air Force station drain* this in¬ 
vestigation. These findings confirm those°of Mar- 
mion and Stoker in their previous reports on the 
epidemiology of.Q fever in Britain, in showing that 
the origin of most British outbreaks of Q fever re¬ 
mains unexplained. 

Fatal Hypoglycemia: Clinical ancl Pathological 
Study, E. Concha, L. Silva, and 0. Veit. Rev. med. 
Chile 87:857-S63 (Nov.) 1959 (In Spanish) [San¬ 
tiago], 

Hypoglycemia interferes with the metabolism of 
respiration of nervous tissues and causes charac¬ 
teristic lesions of anoxia in the brain. It is frequent 
in patients with diabetes in the course of insulin 
therapy, but it can be controlled by early and ade¬ 
quate treatment. Adequate treatment consists of 
diminishing the dose of insulin to the minimal 
optimal dose for the particular patient and giving 
him an intravenous injection of 1,000 cc. of hyper¬ 
tonic dextrose solution. 

Six cases of fatal hypoglycemic coma in patients 
with diabetes in the course of insulin therapy are 
reported. The patients were 36 to 70 years of age. 
They had had diabetes for several years. Five were 
poorly nourished. Four had had hypertension for 
several years. One had had a cerebral hemorrhage 
24 hours before the occurrence of coma. One had 
tuberculous meningitis and yellow atrophy of the 
liver. Two had undergone an operation 2 days be¬ 
fore the coma. Two had had previous attacks of 
hypoglycemic coma, which were controlled by in¬ 
travenous injections of dextrose solution. The pa¬ 
tients were hospitalized in a state of severe pre¬ 
coma or in an advanced stage of hypoglycemic 
coma. Intravenous injections of hypertonic dextrose 
solution were not given to 3 patients, and they 
failed to benefit the other 3. Coma was constant 
for periods of 3 to 27 days. Autopsy showed cere¬ 
bral arteriosclerosis in 4 patients and glomerulo¬ 
sclerosis in 2. An anatoinicopathological study of 
the brains of the 4 patients who had had cerebral 
arteriosclerosis showed cerebral lesions character¬ 
istic of anoxia. The lesions were selectively located 
on the 3rd and 5th layers of the cortex, causing 
perivascular and pericellular edema, severe reac¬ 
tions of the macroglia and of the microglia, am 
destruction of the fibrils and axons of the deeper 

cerebral structures. , 

The authors believe that malnutrition, ceieDra 
arteriosclerosis, and glomerulosclerosis were the 
causal factors of irreversible hypoglycemic com ■ 
Tuberculous meningitis and yellow atiophy 
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liver in one case may have been coadjutant causal 
factors. The authors advise caution in administer¬ 
ing insulin to the elderly and to patients who are 
hospitalized as emergency cases with diabetic coma. 
They also advise determination of the glucose level 
of the blood before operating on diabetic patients, 
and before treatment for diabetic coma is given, 
for the purpose of deciding the advisability of 
either increasing or decreasing insulin dosage and 
of giving intravenous injections of dextrose so¬ 
lution. 

Differential Diagnosis in Disseminated Pulmonary' 
Infiltration. L. Ehrner and L. Hillenius. Nord. med. 
63:79-86 (Jan. 21) 1960 (In Swedish) [Stockholm]. 

Diseases from various branches of internal medi¬ 
cine, which may be considered as causing dissemi¬ 
nated, mainly small pulmonary changes, are tabu¬ 
lated. Roentgenologic diagnosis is uncertain. In the 
Karolinska Sjukhus, Stockholm, apart from the usual 
routine tests, the methods mainly followed in es¬ 
tablishing the diagnosis are sternal puncture, elec¬ 
trophoresis, and cytologieal examination of sputum, 
pleural exudate, and lymph node punctate; there 
are also biological tests according to Daniels, 
muscle biopsy', and mediastinoscopy with test ex¬ 
cision of paratracheal glands or glands in the liilus 
tract. On the patient’s admission, serum is sent in 
for complement-binding reactions for fungi, and 
cutaneous tests for fungi are started. Bronchoscopy 
seldom gives direct information on disseminated 
pulmonary infiltrates. Bronchography should be 
done in case of suspected bronchiectasis. With 
thoracoscopy, suspected parts of the lungs can at 
times be more easily punctured for histological ex¬ 
amination. Percutaneous aspiration biopsy from the 
lungs has been used more and more; the only com¬ 
plications have been pneumothorax and sometimes 
hemoptysis. 

Arteriosclerosis Obliterans: Review of 520 Cases 
with Special Reference to Pathogenic and Prog¬ 
nostic Factors. J. L. Juergens, N. W. Barker, and 
E. A. Hines Jr. Circulation 21:18S-195 (Feb.) 1960 
[New York], 

The Mayo Clinic records of 520 nondiabetic pa¬ 
tients, under 60 years of age, with arteriosclerosis 
obliterans in the period 1939-1948 were reviewed 
from the standpoint of pathogenesis, prognosis, 
and clinical course of the disease. The findings 
were compared with 2 control groups, consisting of 
a total of 194 nondiabetic male patients, aged be¬ 
tween 40 and 60 years, who had no clinical evi¬ 
dence of atherosclerosis of the coronary or the 
peripheral arteries. The ratio of male to female 
patients with arteriosclerosis obliterans was 11 to 1, 
and the mean concentration of plasma cholesterol 
in the male patients was about 50 mg. per 100 ml. 
greater than that of either of the 2 control groups. 


Only' 12 male patients (2.5%) were smokers. The 
incidence of smoking among men in this series was 
higher than in the control groups. Twenty-six pa¬ 
tients were obese (5%). Hypertension was associated 
with the disease about 3 times as often as in either 
control group. 

The survival rate for patients with arteriosclero¬ 
sis obliterans was less favorable than that of the 
normal population. The survival rate for patients 
with atherosclerotic aortoiliac occlusion was sig¬ 
nificantly less favorable than that of patients with 
atherosclerotic occlusion of the femoral artery’. Dis¬ 
ease of the coronary artery' was probably the cause 
of death in about three-fourths of the patients who 
died. Twenty-one patients (4%) required amputa¬ 
tion of a leg shortly after the diagnosis of arterio¬ 
sclerosis obliterans was made, and an additional 
4.9% required amputation during the 5-year period 
after the initial examination. 


SURGERY 

Infarction of the Descending Colon Due to Vas¬ 
cular Occlusion: Report of Three Cases. J. J. 
McCort. New England J. Med. 262:16S-172 (Jan. 
28) 1960 [Boston]. 

Three patients with infarction of the descending 
colon due to occlusion of the inferior mesenteric 
artery' were observed by' the author over a period 
of 9 years. In the first patient, a 51-year-old man, 
both legs had been amputated for gangrene, and a 
short time previously the patient had had a myo¬ 
cardial infarction. Because of his history of throm¬ 
boangiitis obliterans, a vascular obstruction was 
suspected as the cause of the abdominal pain. At 
laparotomy the colon, from the midtransverse re¬ 
gion to the rectosigmoid, was blue black, and there 
was severe inflammation in areas of the transverse 
colon. The inferior mesenteric artery' was occluded 
by thrombus. Thirteen days after the operation die 
abdominal pain recurred. At reoperation, 2 areas of 
gangrene were found in the small intestine. These 
were resected, but die patient died after operation. 
In die second padent, a 76-year-old woman, the 
inferior mesenteric artery was occluded by a hema¬ 
toma formed by’ a rupturing abdominal aneurysm. 
Necrosis of the intestine was indicated by' the ap¬ 
pearance on barium-anema examination. However, 
as her condition became too critical to allow defini¬ 
tive surgery', she died. The third patient, an 81-year- 
old woman, was seen early' in die course of her 
illness, and on clinical grounds a mesenteric vas¬ 
cular occlusion was suspected. The fact that die 
intestinal wall in the splenic flexure was tiiickened, 
whereas the ascending colon was dilated, indicated, 
in retrospect, that the descending colon was in- 
farcted. The patient was cured by prompt surgical 
resection. 



Ihe author points out that infarction of the 
descending colon due to inferior mesenteric vas¬ 
cular occl us ton alone and without mechanical ob¬ 
struction, such as volvulus or incarcerated hernia 
,s “"common. Exclusive of those cases mentioned as 
pin t of a large series of mesenteric infarctions, the 
author found only 15 cases in the available Jitera- 
tme. The relative incidence of infarction of the 
descending and the ascending colon has been esti- 
mated at about 1:40. One reason for the infrequency 
of infarction of the descending colon lies in the 
anatomy of the inferior mesenteric artery, which is 
shorter than the superior mesenteric and supplies 
a smaller intestinal segment. Abundant anastomoses 
exist between the middle hemorrhoidal branches 
of the hypogastric artery below. When these anasto¬ 
motic vessels are intact, infarction of the colon is 
unusual. 
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iey weighed less than normal spleens. The main 
anatomicopathological changes consisted of retie 
uloendothehal and lymphoid follicular hyperplasia 
of the type observed in spleens with hyper^W 
Depots of a substance positive to PAS were found 
present in hyperplasic lymph follicles. The authors 
believe that tins substance inhibits maturation of 
the megakaryoblasts in the bone marrow, heiiw the 
main factor in the development of thrombopenic 
purpura. The increase in the number of blood 
platelets after splenectomy shows the reaction of 
the bone marrow upon liberation of the splenic 
secretions. The transient periods of thrombopenni, 
which appear after splenectomy in patients who 
have had thrombopenic purpura, are due to tem¬ 
porary failure of the bone marrow to effect the 
favorable reaction. 


Occlusion of the inferior mesenteric artery may 
produce no symptoms as long as the collateral cir¬ 
culation is adequate. Infarction of the descending 
colon has a more insidious onset than infarction of 
other portions of the colon. Since the descending 
colon is primarily concerned with die storage of 
fecal material before expulsion, it plays a less im¬ 
portant part in the absorption of food and in the 
dynamics of fluid balance, and disturbances in its 
function are slower to appear. The onset of infarc¬ 
tion is characterized by left-sided abdominal pain, 
loose bloody stools, abdominal distention, and pro¬ 
gressive shock. It is accompanied by a rising white 
bloud cell count. Radiographically, the infarced 
descending colon is contracted; gaseous distention 
tends to occur proximal to the involved segment; 
tile wall is thickened and nodular, with multiple 
mucosal ulcerations; haustrai markings are oblit¬ 
erated; and the involved segment is rigid and undis- 
tensible. Prompt recognition of the vascular acci¬ 
dent is important, and immediate resection of the 
infarcted intestine is the treatment of choice. 

Spleen in Thrombopenic Purpura. H. Oliva, A. 
Valle, and C. Jimenez Diaz. Rev. clin. espafi. 75: 
223-229 (Nov. 30) 1959 (In Spanish) [Madrid]. 

The favorable therapeutic effect of splenectomy 
in patients with chronic thrombopenic purpura is. 
as a rule, decisive. It is shown by an increase in 
the number of blood platelets, by the complete 
cessation of hemorrhages, and by improvement of 
the severe general symptoms. However, the appear¬ 
ance of transient periods of thrombopenia, without 
hemorrhages, is frequently observed in patients 
who have undergone splenectomy. 

Sixteen spleens obtained from adolescent and 
adult patients with thrombopenic purpura were 
subjected to an anatomicopathological study. Fit- 
men of the spleens had been removed surgically, 
one was obtained during an autopsy. Maeroscopi- 
eully, all the spleens appeared to be normal, but 


Diagnosis and Treatment of Portal Hypertension. 
B. A. Petrov and E. I. Galperin. Khirurgiya 35-MM 
(Dee.) 1959 (In Russian) [Moscow]. 

The authors report on S4 patients who were hos¬ 
pitalized for portal hypertension during a 5-year 
period. Hemorrhage from veins of the esophagus 
was present in 54 patients. Thirty-eight patients 
were admitted with erroneous diagnosis, and un¬ 
necessary laparotomy was performed on 8 of them. 
Intrasplenic pressure was measured in more than 
40 patients, and splenoportography was performed 
on 35 patients. These 2 procedures have been of 
great aid in the early diagnosis of portal hyperten¬ 
sion. An intrasplenic pressure of more than 250 min. 
IDO is a good index of an associated enlargement 
of the veins of the esophagus and of an imminent 
hemorrhage. 

Twenty-six patients received surgical treatment. 
Chronic ascites was the main symptom in 10 pa¬ 
tients, and enlarged veins of the esophagus accom¬ 
panied by hemorrhage in 16. All 10 patients with 
chronic ascites died after the operation, 8 of them 
at the hospital and 2 during the 1st year after dis¬ 
charge. Of the 16 patients with enlarged veins of 
the esophagus accompanied by hemorrhage, 3 died 
after the operation at the hospital, and 1 a long 
time after discharge. Direct portacaval end-to-side 
anastomosis afforded a stable decrease of pm ta 
hypertension and prevented possible occurrence oi 
hemorrhage. 


mparative Evaluation of the Treatment of Per- 
ating Ulcers of the Stomach and Duodenum by 
nple Closure and Resection. L. V. Poluektov. 
irurgiya 35:11-17 (Dec.) 1959 (In Russian) [Mo* 
,vj. 

fhe author reports on immediate and late it¬ 
erative results in cases of perforating vice*m 
> stomach and duodenum, 2(b patients bew* 
erated on by simple closure and 71 by reseett) • 
,ere were 9 immediate postoperative dea 
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among patients operated on by simple closure and 
none among those who underwent resection. Six 
deaths can be attributed to belated hospitalization. 
Postoperative complications were more frequent, 
and tire recovery period slightly longer, among pa¬ 
tients operated on by simple closure than among 
those in tire resection group. Resection was not any 
more hazardous than simple closure in tins series, 
judging by the immediate postoperative results. 

One hundred eighty-five patients, 130 of whom 
were operated on by simple closure and 55 by- 
resection, were followed up for a period of 1 to 10 
years. Of the patients who were operated on by 
simple closure, good long-term results were ob¬ 
tained in 42 (32.3%), fair in 28 (21.6%), and poor in 
60 (-16.1%). Of the patients who underwent resec¬ 
tion, good results were obtained in 43 (78.1%), fair 
in 11 (20.1%), and poor in 1 (1.8%). The highest in¬ 
cidence of poor results was noted during the 4 
years after operation. This study convinced the 
author that both immediate and late postoperative 
results are better after resection than after simple 
closure of perforating ulcers of the stomach and 
duodenum. 

Homologous Artery Transplant in Obstruction of 
Aorta Bifurcation. B. L. Lindstrom. Finska lak.- 
s'allsk. handl. 102:220-230 [no. 2] 1959 (In Swedish) 
[Helsinki]. 

A laborer, aged 33 years, with aortoiliac obstruc¬ 
tion, who could walk only 50 meters, was treated 
surgically in February, 1959, by application of a 
homologous arterial graft from the arterial bank of 
the Maria Hospital in Helsinki. After thrombec¬ 
tomy of the abdominal aorta, a graft was applied 
as a bypass from the aorta to the right femoral and 
the left common iliac artery. On follow-up 6 months 
later, the patient reported that he could now walk 
freely. Aortography showed a functioning graft, 
tile oscillogram was normal, and all peripheral 
pulses in the lower extremities were palpable. 

Late Results of Surgical Treatment of Constrictive 
Pericarditis. G. G. Karavanov and Y. S. Valigura. 
Novy khir. arkli. 6:8-12 (Nov.-Dee.) 1959 (In Rus¬ 
sian) [Kiev, Russia], 

The authors report on 31 patients, aged between 
5 and 50 years, with constrictive pericarditis, who 
received surgical treatment between 1949 and 1957. 
There were 23 men and 8 women. Tuberculosis was 
the cause of the disease in 25 patients. Ten patients 
died shortly after the operation. Late postoperative 
results were observed within a year in 3 patients, 
within 3 years in 4, within 5 years in 7, widiin 7 
years in 5, and within 8 years in 2. Good post¬ 
operative results were observed in 16 patients, and 
fair results in 5. Most of the patients with good 
postoperative results regained their working ability. 
Edema and ascites disappeared within the 1st post¬ 


operative year. Diuresis and temperature became 
normal in most of the patients. The authors suggest 
early surgical treatment of patients with constric¬ 
tive pericarditis. If pericarditis is associated with 
effusion, it is recommended that the effusion first 
be treated and that one then proceed with surgery. 

The Association of Periodic Paralysis with Hyper¬ 
thyroidism. S. W. Law, J. B. Rochelle III, and G. L. 
Jordan Jr. A. M. A. Arch. Surg. 80:1S1-1S6 (Feb.) 
1960 [Chicago]. 

Periodic paralysis is a rare syndrome character¬ 
ized by brief episodes of weakness or paralysis of 
skeletal muscles. A wader appreciation of periodic 
paralysis is warranted because of the occasional 
concurrent appearance of this syndrome with 
hyperthyroidism. Only 14 patients with this com¬ 
bination of periodic paralysis and hyperthyroidism 
have been reported in the United States. The au¬ 
thors present the 15th case, a 24-year-old Latin 
American college student who was first seen in 
January, 1957, when he complained of recurring 
weakness of Iris legs during die preceding year. 
The patient described episodes of extreme weak¬ 
ness of his legs, and less severe ones of his arms, 
which occurred about once weekly. Symptoms 
usually appeared in the early morning hours and 
gradually disappeared. Physical examination, in¬ 
cluding a neurological examination, revealed no 
abnormality. A diagnosis of myopathy of unde¬ 
termined type was made. About 6 months later the 
patient complained of an increase in frequency and 
severity of the attacks, and stated that potassium 
chloride taken orally seemed to produce improve¬ 
ment in his symptoms. When he discontinued the 
potassium chloride therapy, the paralytic attacks 
became more frequent and severe. 

A provisional diagnosis of periodic paralysis was 
made, and an attack w 7 as elicited by vigorous exer¬ 
cise. During this attack the serum, potassium con¬ 
centration w 7 as found to be reduced, but increased 
again as normal muscle strength returned. Later it 
w 7 as found that the patient had a fine tremor of the 
outstretched hands, and the thyroid was diffusely 
enlarged. A tentative diagnosis of hyperthyroidism 
with associated periodic paralysis was made. Dur¬ 
ing preparatory treatment for thyroidectomy with 
the administration of methimazole (Tapazole) and 
potassium chloride supplements, reevaluation after 
2 wrecks revealed no recurrence of paralysis. Sub¬ 
total thyroidectomy was performed under general 
anesthesia. The surgical pathology report was 
hyperplasia of the thyroid gland, secretory and 
resting phases. This patient has been seen period¬ 
ically since discharge, the last %isit being on Feb. 3, 
1959, 16 months postoperatively. At tins time he 
was completely asymptomatic and clinically euthy¬ 
roid. He has not experienced a paralytic episode 
since thyroidectomy. 
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^ l)n J ^ le C ^ llta cun ’ently available, hypopotas- 
-scmja due to sequestration of potassium within the 
body must be considered the basic physiological 
alteration of periodic paralysis, but the mechanism 
by which this occurs has not been satisfactorily 
delineated. The prophylactic administration of po¬ 
tassium salts has definite value in reducing the fre- 
queney and severity of the attacks. It appears that 
the hyperthyroid state precipitates the appearance 
of the episodic paralysis. Control of the hyperthy¬ 
roidism has resulted in disappearance of the pe¬ 
riodic paralysis in all the patients reported. 


Severe Hemorrhage from Esophagogastric Varices: 
Its Emergency Management with Particular Refer¬ 
ence to Portacaval Anastomosis. L. M. Rousselot, 
F. E. Gilbertson, and W. F. Panke. New England 
J. Med. 262:269-276 (Feb. 11) 1960 [Boston]. 

Emergency operative management of severe 
hemorrhage from esophagogastric varices has been 
under trial. Since follow-up studies have shown 
that 50 to S0% of the patients who recover from 
their 1st episode will not survive more than 1 or 2 
years and that more than half of these late deaths 
will occur during subsequent hemorrhage,' the 
problem is far from solved with the mere cessation 
of bleeding, unless this has been accomplished by 
a measure designed for permanent protection (that 
is, portacaval anastomosis). 

Fifty-eight patients underwent emergency treat¬ 
ment for active hemorrhage from esophagogastric 
varices due to portal hypertension on the surgical 
service of St. Vincents Hospital, New York, during 
the period from June 20, 1956, through Dec. 20, 
1958. Cirrhosis was the cause in all but 2 patients 
(who had acquired portal vein thrombosis). Among 
the 56 patients with cirrhosis, the disease was as¬ 
sociated with excessive intake of alcohol in 47 and 
with antecedent histories of viral hepatitis in 2. No 
obvious etiological factors were found in the re¬ 
maining 7. Several patients who were initially ad¬ 
mitted to other institutions have been included 
because they were transferred to St. Vincent s Hos¬ 
pital while still depending on the indwelling and 
inflated Sengstaken-Blakemore tube for arrest of 
hemorrhage. 

With regard to management, the 58 patients have 
been divided into 4 groups. In the 6 patients of 
group A, hemorrhage continued in the presence of 
the Sengstaken-Blakemore tube. Four of these died 
in shock before an operation could be performed. 
Of the 2 patients who were operated on while still 
bleeding, one who had had bleeding from colonic 
varices recovered after an emergency portacaval 
shunt, while the other died of tracheobronchitis 
and bronchopneumonia due to hemolytic Staphy¬ 
lococcus aureus 12 days after the emergency porta¬ 
caval shunt had arrested the hemorrhage. 


J.A.M.A., May 28, I960 

In the 10 patients of group B, hemorrhage re 
curred after having been briefly arrested k 
pneumatic tamponade. One patient with prior sole 
nectomy and acquired portal vein thrombosis under' 
went an emergency esophagogastrectomy during 
her 5th month of gestation and did well. One pa! 
tient underwent transesophageal ligation only and 
died of hepatic decompensation during the post¬ 
operative period. The other 8 patients of group B 
underwent emergency shunting procedures (porta¬ 
caval in all except for a single splenorenal shunt 
because of thrombosed portal vein). Five of the 8 
patients survived, including 1 who had not bene¬ 
fited from an earlier transesophageal ligation. The 
remaining 3 died during the postoperative interval 
(2 of hepatic failure, and 1 of wound abscess 
with staphylococcic septicemia). 

In the 24 patients of group C, through use of the 
Sengstaken-Blakemore tube hemorrhage was con¬ 
trolled during the immediate recovery phase (an 
arbitrary period of 7 days). The subsequent courses 
of the patients were as follows: Eleven were later 
operated on to prevent recurrence of bleeding 
(portacaval anastomosis in 7, splenorenal shunt in 1, 
makeshift shunt in 1, and esophagogastrectomies in' 
2). There were 2 postoperative deaths. The 9 sur¬ 
vivors did not experience further bleeding. 

In the IS patients of group D, bleeding ceased 
spontaneously, without any tamponade or emer¬ 
gency surgery. Subsequently they were all sub¬ 
jected to elective portacaval anastomosis. Four died 
during the postoperative period. All but 1 of the 14 
who survived remain alive and free from further 
hemorrhage. The authors conclude that the emer¬ 
gency and early applications of the portacaval 
shunt warrant continued trial. 

Early Treatment of Stove-in Chest. N. R. Barrett. 
Lancet 1:293-296 (Feb. 6) 1960 [London], 

A ‘stove-in chest” results from multiple rib frac¬ 
tures or from disruption of the costosternal car¬ 
tilages; it is often complicated by other injuries, 
but its peculiar feature is paradoxical movement of 
the chest wall at the site of the fractures. The per¬ 
fection of fast touring cars and the construction of 
modern motorways have made these injuries com¬ 
mon, but few surgeons are, as yet, experienced m 
the emergency treatments that may be vital. The 
immediate procedures advocated by the author 
and purporting to control the dangerous efFects oi 
stove-in chest are simple. The battle that must be 
won during the first few hours after the chest in¬ 
jury has been sustained, and the position that mus 
be held for subsequent days or weeks, is against 
anoxia and carbon dioxide retention. Strapping o 
chest wall and administration of morphine an o 
barbiturate sedatives are contraindicated. T e 
of Drinker-type respirators is bad, because th > 
compress the flail chest wall. The following meas 


200 
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ures axe recommended on admission of patients 
with respiratory embarrassment due to stove-in 
chest: Anesthetization of the patient straight away 
in order to achieve controlled respiration; exami¬ 
nation of the patient in an attempt to assess the 
relative priorities of multiple injuries; elimination 
of the additional burdens of hemothorax, pneu¬ 
mothorax, tamponade, dilatation of the stomach, or 
diaphragmatic hernia by appropriate catheteriza- 
* tion, sealed drainage, or suction; improvement of 
the efficiency and ease of respiration by trache¬ 
ostomy, if necessary; institution of controlled respi¬ 
ration with the aid of a mechanical breathing ma¬ 
chine in desperate cases; and control of pain by 
local injections of an anesthetic solution. Morphine 
should not be given unless, or until, efficient respi¬ 
ration is assured. If after tracheostomy it is decided 
that a mechanical breathing machine must be used, 
adequate apparatus and personnel must be avail¬ 
able. A patient kept alive artificially in this way 
requires constant medical and nursing care, at least 
in die early days of treatment. The high mortality 
associated with stove-in chest is due to cardiorespir¬ 
atory failure, and notably to anoxia and carbon 
dioxide retention. 

Blunt Trauma of the Abdomen. G. L. Watkins. 
A. M. A. Arch. Surg. S0-.1S7-197 (Feb.) 1960 
[Chicago]. 

This is a survey of 141 patients with abdominal 
injuries caused by blunt trauma, admitted to the 
St. Louis City Hospital between Jan. 1, 194S, and 
Jan. 1, 1958. Of these injuries, 68% occurred in 
males, of whom 60% were under 30 years of age. 
.Most of these injuries were a result of automobile 
collisions, though almost as many involved pedes¬ 
trians who had been struck by vehicles. A large 
percentage of this pedestrian group were children. 
Trauma from falls was due mostly to persons fall¬ 
ing down stairways or workmen falling off ladders 
or scaffolds. Many of the direct blows to the 
abdomen were sustained in fights. 

Ruptures of the spleen were tire most frequent 
injury; these occurred in 56 patients, the spleen 
alone being injured in 25 and tire remaining 31 hav¬ 
ing associated injuries. There w r ere S deaths among 
the 56 patients. The spleen is the abdominal organ 
most vulnerable to blunt trauma. There is no effec¬ 
tive treatment other than splenectomy. There were 
38 patients with contusions of the abdominal wall, 
of whom 6 had associated injuries; there were no 
fatalities in this group. 

Gastrointestinal tract injuries are predominantly 
in the small intestine, axrd require immediate suture 
or resection. Of 14 patients with such injuries, 2 
died. There were 6 patients with injuries of the 
liver and 1 with laceration of tire cystic artery, 
necessitating cholecystectomy. The history, clinical 
signs of peritonitis, and varying degrees of shock 


were of primary importance in establishing the 
diagnosis. Five of the lacerations were in the dome 
of the right lobe of the liver, and 1 involved the 
inferior surface; 3 were sutured, and 2 were treated 
by packing. One of the patients with sutured lacera¬ 
tions died of further hemorrhage and liver necrosis, 
and one treated by packing died of associated 
injuries. 

There were 4 pancreatic injuries, with no fatal¬ 
ities. The serum amylase value was elevated in 
each case. Of 8 patients with injuries of the kidney, 
2 had contusions, and 6 had lacerations. Nephrec¬ 
tomy was performed on 5 of the patients with 
lacerations, and 1 of these died as the result of 
associated injuries. There were 10 patients with 
rupture of the bladder; all of them were operated 
on, but 6 died. 

The evaluation of the history and of the clinical 
findings is tire most important step in the diagnosis 
of blunt trauma to the abdomen. Leukocyte count, 
hematocrit reading, and serum amylase determi? 
nations should be done in virtually all cases. Roent¬ 
genologic examination of the abdomen should be 
performed whenever feasible. Peritoneal tap is used 
chiefly in cases in which the diagnosis is in doubt, 
or the semiconscious or unconscious state of the 
patient makes evaluation difficult. 

Abdominal Visceral Injury Due to Nonpenetrating 
Trauma. J. D. Martin Jr., G. D. Perdue, and W. H. 
Harrison. A. M. A. Arch. Surg. S0:192-197 (Feb.) 
1960 [Chicago]. 

Abdominal injuries constitute a major group of 
all types of massive trauma. This report is based on 
an analysis of 271 patients seen in the 10-year 
period from July, 194S, through June, 1958. The 
patients were treated on the surgical services of 
Emory University Hospital, Grady Memorial Hos¬ 
pital, and the Veterans Administration Hospital of 
Atlanta, Ga. There were 38 deaths, a mortality of 
14%. Vehicular accidents accounted for 186 cases 
(with 32 deaths); falls, for 35; being struck by an 
object, for 17; blows, for 14; athletics, for S; and 
industrial machinery, for 5. In 6 cases the mode of 
injury was unknown. 

The diagnosis of the nonpenetrating abdominal 
injury' is frequently' difficult, especially in the pa¬ 
tient with multiple injuries and unconsciousness. 
Hematological changes, radiographic examinations, 
and peritoneal aspiration are valuable adjuvants, 
but repeated clinical evaluations are most reliable 
in making the diagnosis. The prognosis for the most 
part is directly related to the magnitude of the 
injury', such as damage to multiple organs within 
tire abdomen or combined extraabdominal injury. 
The over-all mortality' for the latter group was 
21.6%; in multiple abdominal wounds it was 3S.S%; 
when only a single abdominal organ was injured, 
it was 2.8%. 
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Tlie operative treatment must consist in a sys¬ 
tematic exploration of the entire abdomen. This 
may be required in the presence of uncontrolled 
shock when continued bleeding is suspected. Con- 
,, 7 ° bleeding is not always easy. Mesenteric 

bleeding may require ligations which impair the 
circulation of the intestines. Careful inspection is 
imperative after bleeding has been controlled, and, 
if there is any question of viability, resection of the 
intestine may be required. Retroperitoneal hemor¬ 
rhage causes concern because of its magnitude, the 
development of a hematoma subsequent to retrac¬ 
tion of the injured vessel, and the inability to con¬ 
trol the bleeding. Damaged major vessels can some¬ 
times be repaired or replaced, but smaller ones, 
such as the mesenteric branches, cannot be satis¬ 
factorily restored. 

Submucosal Lipomas of the Colon: Experience with 
12 Cases. S. F. Ochsner and J. E. Ray. Dis. Colon 
& Rectum 3:1-8 (Jan.-Feb.) 1960 [Philadelphia]. 


J.A.M.A., M a y 28, 19Go 


lomatous tumors and more often hard tumors wit), 
tendency to circular spread and stricture. Rect i) 
cancer is not infrequently multiple; for example 
there are 2 tumors of the same kind, one more ad¬ 
vanced than the other. Larger and smaller polyps 
may be found m the rectum, with all transitions 
trom benign to malignant forms. Most patients 
with cancer of the rectum are somewhat older per¬ 
sons with previously good digestion and regular 
defecation, who during the last months have no-' 
ticed some mucus and blood with the feces and 
changed type of feces. The tumor is often ad¬ 
vanced before it gives symptoms. Rectosigmoid- 
oscopy is a supplementary examination, in no way 
equaling finger exploration. Roentgen-ray exami¬ 
nation is also only a supplementary examination, 
mainly for the high tumors. General symptoms, 
anemia, and weakness occur chiefly in the advanced 
stages. In differential diagnosis benign infiltrations, 
sometimes in connection with thrombosing of 
hemorrhoids, are considered; also, rectal stric- 


The authors report on 9 men and 3 women, be¬ 
tween the ages of 45 and 75 years, with submucosal 
lipomas of the colon, who were observed at the 
Ochsner Clinic in New Orleans. The commonest 
complaints of these patients were indigestion, re¬ 
curring abdominal pain, constipation, and weakness. 
Seven patients had some evidence of loss of blood. 


tures of the noncancerous kind, mainly those of 
lymphogranuloma inguinale or lymphogranuloma 
venereum. Ulcerative colitis seems to be increasing 
in frequency; possible transition into cancer should 
be borne in mind. At present the best treatment 
for cancer of the rectum is total extirpation, with 
artificial anus. 


but in only one was the lipoma ulcerated and the 
presumed source of bleeding. Two patients had 
symptoms suggestive of intestinal obstruction, and 
in one an advanced stage of intussusception was ob¬ 
served. In 3 patients the lesion was asymptomatic, 
being discovered incidentally. Five of the 6 tumors 
of the sigmoid were visualized proctoscopically. 

Next to adenomatous polyps, lipomas are the 
most common benign tumors of the colon. The 
symptoms are inconspicuous until the occurrence 
of complications, such as ulcer, bleeding, intus¬ 
susception, or obstruction. Submucosal lipomas of 
the rectum or lower sigmoid present a distinctive 
proctoscopic appearance, and usually can be re¬ 
moved proctoscopically. Above the proctoscopic 
level roentgenologic examination is successful in 
.wealing the presence of most lipomas. The radio- 
lucent shadow of a submucosal lipoma is smoothly 
outlined, sharply defined, occasionally peduncu¬ 
lated, and often distinctive enough to suggest a 
diagnosis of lipoma. Surgical removal is the only 
satisfactory treatment. 

Cancer of the Rectum. H. F. Harbitz. Tidsskr. 
norske laegefor. 79:1449-1451 (Dec. 15) 1959 (In 
Norwegian) [Oslo]. 

Most cases of cancer of the rectum are easily 
diagnosed by direct digital exploration. The cancer 
is accessible for radical surgical therapy. According 
to larger statistics, cancer of the rectum most fre¬ 
quently occurs in men. There are polypous papil- 


Lest We Forget. A. H. Weiland. South. M. J. 53: 
175-177 (Feb.) I960 [Birmingham, Ala.]. 

This report is concerned with 847 previously un¬ 
reported casualties observed by the author during 
the period of several weeks subsequent to the inva¬ 
sion of France on D-Day, June 6, 1944. Dining a 
study of several of these cases at the U. S. Naval 
Research Institute at Bethesda, Md., this type of 
casualty was called a “solid blast injury.” However, 
in view of the fact that such injury was always 
produced by a force directed upward, it was felt 
that the term “vertical force injury” would be more 
appropriate. The enemy had placed in various 
strategic positions, such as at the entrance to vari¬ 
ous harbor installations, acoustic mines containing 
approximately 2,200 lb. of high explosive. The mine 
was attracted by the vibration of a turning pro¬ 
peller. The ensuing explosion, usually just forward 
of the propeller or somewhere near the fantail of 
the ship, produced severe injuries to the personnel 
within the various compartments and on the deck 

of such a vessel. , 

At Bethesda attention was called to the tact mac 

many of those who received the most severe in¬ 
juries were in a horizontal position at the time o 
tlie blast. In the early stages of the war, naval per¬ 
sonnel were instructed to lie on the deck in a prone 
position when an underwater explosion was im¬ 
minent. From a study of these casualties it is evi¬ 
dent that it was suicidal to assume a prone 
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supine position on the deck during one of these 
occasions. In the production of these injuries 2 
factors were involved: (1) the immediate effect of 
the explosion, which produced a sudden upward 
thrust of the deck; (2) the subsequent heave of the 
deck which followed the initial explosion by per¬ 
haps 15 to 20 seconds. The effect of the immediate 
blast was undoubtedly the more important of the 
2 impulses. The smaller and lighter the vessel, the 
more damage was to be encountered, the greater 
the number of casualties, and the more severe the 
injuries. 

Of the 847 casualties due to vertical force, many 
were of a minor nature and consisted of contusions 
of the feet, sprains of the knee, simple subcutaneous 
hemorrhages into the soft parts of the lower ex¬ 
tremities, or simply exposure and immersion. In 
practically all cases in which surgery was per¬ 
formed on the lower extremities, a characteristic 
type of subcutaneous hemorrhage was encountered, 
which involved practically the entire subcutaneous 
circumference of both lower extremities, extending 
up to and above the knees. This subcutaneous area 
of hemorrhage was approximately 1 cm. in thickness 
and was apparently the result of the rupture of 
many capillary' vessels in the subcutaneous tissues. 
There were many patients with disturbances of the 
knees, probably due to a stretching or tearing of 
the collateral and cruciate ligaments. Then there 
were tibial plateau fractures of relatively mild de¬ 
gree. This fracture involved one or both tibial 
condyles. 

In the class of more severe injuries were the 
multiple fractures of the feet, with penetration of 
tire lower end of the tibia through the tarsus and 
several penetrations through the soft tissues of tire 
sole of the foot. There were 17 casualties with com¬ 
plete dislocation of the knee; 3 of these were bi¬ 
lateral. Of the total number of knees dislocated, 4 
dislocations were compound, with the femoral 
condyles protruding through the popliteal space; 
they were about evenly divided between anterior 
and posterior dislocations. Nineteen of these ex¬ 
tremities were sacrificed because of gangrene. 
There were 98 casualties with compression frac¬ 
tures of one or more vertebrae; the greatest number 
of segments injured in any one person was 5. 

The Unique, Accessible and Useful Plantaris Ten¬ 
don. W. L. White. Plast. & Reconstruct. Surg. 
25:133-141 (Feb.) 1960 [Baltimore]. 

The plantaris muscle with its long slender tendon 
is subject to considerable variation. It is a vestigial 
structure, and the use of its tendon in surgical re¬ 
construction has been suggested by several investi¬ 
gators. Usually the plantaris muscle arises along 
the distal portion of tire linea aspera of tire femur 
and from the posterior ligament of the articular 
capsule of the knee. Its tendon is flat, narrow, and 


about 3 or 4 times as long as the fleshy part. The 
tendon traverses the leg distallv, passing medially 
between the soleus and the overhung gastrocnemius 
muscles. Distallv the tendon lies on the medial 
aspect of the Achilles or calcaneus tendon and in¬ 
serts into the dorsal surface of the calcaneus and 
adjacent fibrous tissues. The insertion of the plan¬ 
taris is highly variable, and it may be absent, 
agenesis having been observed in about 7% of 2,650 
extremities studied. 

In discussing surgical approaches to the plantaris 
tendon, the author says that several times he used 
a Masson 2-piece fascia stripper to obtain a plan¬ 
taris tendon through a single incision made at the 
lower medial surface of the Achilles tendon, and 
that Brand has devised a light tendon stripper with 
a cutting edge that is most efficient in removing the 
plantaris and palmaris tendons through single distal 
incisions. To obtain the plantaris tendon, an inci¬ 
sion, approximately 1 in. long, is made on the 
medial aspect of the Achilles tendon about 1 in. 
proximal to its insertion into the calcaneus. By 
means of a small hemostat the tissue is opened, and 
the Achilles tendon exposed; then, with the aid of 
retractors the plantaris tendon may be located. The 
tendon of the plantaris should be cut near its inser¬ 
tion into the calcaneus. The tendon end is passed 
through the loop of the tendon stripper and grasped 
with a Kocher clamp. The clamp is turned one full 
turn to wind up the tendon and permit a more 
secure grasp. The tendon stripper is then forced up 
the leg. The knee should be kept fully extended 
when tire stripper is passed. The plantaris tendon 
possesses certain characteristics that greatly in¬ 
crease its usefulness for tendon grafting in hand 
reconstruction, and it may be used wherever fascial 
strips have been of value. 

NEUROLOGY & PSYCHIATRY 

Fractional Encephalography in a Study of Cerebral 
Tumors: Diagnostic Value. E. Diaz y Gomez, 
A. Rabano Navas, M. Gil Gayarre, and A. Colodron 
.Alvarez. Rev. espan. oto-neuro-oftal. 1S:375-37S 
(Nov.-Dee.) 1959 (In Spanish) [Valencia, Spain]. 

Seventy-five patients with cerebral disease were 
observed on the neurosurgery ward of the Hospital 
Provincial de Madrid. The patients had a fractional 
encephalography with the classical technique. The 
plates were obtained after the injection of 35 cc. of 
air and withdrawal of a certain quantity of cere¬ 
brospinal fluid. Out of a total number of 7S en¬ 
cephalograms made, 2S w-ere normal and 50 were 
pathological, the latter including 13 encephalo¬ 
grams of 12 patients with cerebral tumors. In this 
group of 12 patients, the test was discontinued in 
one patient because of the occurrence of acute 
vomiting, in another because of tire appearance of 
aggravated symptoms of a metastatic frontal tumor. 
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in a 3rd patient because of the occurrewp nf Ac* i 

cerebrate rigidity during the taking of the pLes! eonvoluUo'S" 

and in a 4th patient because of die occurrence of obtained from 

acute cyanosis for o minutes during the start of in- feet Meningea 

ductum of general anesthesia with thiopental (Pen- group and in 3 

tothal) sodium. The 2 patients who suffered serious oma codd be 

accidents immediately before and during the test venile specimei 

died 1 day and 4 days, respectively, after the test. In contrast t 
An autopsy on the patient who had decerebrate senile brain de 

rigidity confirmed the encephalographic diagnosis severe and wid 

ot right temporal glioma deeply located. In the pa- ized by (1) dish 

tient who had acute cyanosis immediately before to neuronal des 

the test, the histological study of a tumor removed accumulation ir 

at autopsy showed parietal glioma with involve- of small bloo 

ment of the corpus callosum. In the remaining S stance. Alterati* 

cases, fractional encephalography was of value for throughout the 

the diagnosis of the location (intracerebral or extra- particular area, 

cerebral) of the tumor and for the determination defined foci or 

of its nature. In 3 cases in which the circulation of defined areas, b 

air was deficient, the diagnosis was confirmed by fluent destructii 

angiography, which was made immediately after generation occ: 

fractional encephalography. In a patient with a locations, but, i] 

largely infiltrating frontoparietal glioma, both frac- cytic hyperplas: 

tional encephalography and angiography failed. A the normal tissi 

definite diagnosis was made by the results of a 2nd times assumed 

fractional encephalography which was made 2 with proliferate 

weeks after the 1st. cells, in additio 
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encroach upon the lumen. Comparable degrees of 
convolutional atrophy were present in 2 specimens 
obtained from the adult patients with cardiac de¬ 
tect. Meningeal fibrosis occurred in 4 adults of this 
group and in 3 of the juvenile group. Focal ather¬ 
oma could be demonstrated in 4 adult and 2 ju¬ 
venile specimens. “ 

In contrast to the meager gross changes in the 
senile brain, degeneration at the cellular level was 
severe and widespread. Specimens were character¬ 
ized by (1) disturbance of cytoarchitecture, incident 
to neuronal destruction and reactive gliosis; (2) lipid 
accumulation in neurons; and (3) regressive changes 
of small blood vessels within the brain sub¬ 
stance. Alterations of cytoarchitecture were present 
throughout the neuroaxis, without affinity for any 
particular area. Lesions occurred as diffuse, poorly 
defined foci or, less frequently, as small, sharply 
defined areas, both characterized by patchy or con¬ 
fluent destruction of neurons. Parenchymatous de¬ 
generation occasioned no glial response in some 
locations, but, in general, was associated with astro¬ 
cytic hyperplasia, often to the degree of obscuring 
the normal tissue pattern. Circumscribed lesions at 
times assumed the appearance of microinfarcts, 
with proliferated capillaries and activated microglia 
cells, in addition to hypertrophied astrocytes. The 
process was most easily identified in areas with 


Changes in the Brain Associated with Senility. 
K. M. Wahal and H. E. Riggs. A. M. A. Arch. 
Neurol. 2:151-159 (Feb.) 1960 [Chicago]. 

The authors believe that disorders in systemic 
circulation might exert sufficient influence upon 
cerebral blood flow, even in the absence of stenosis 
of cerebral vessels, to result in neural dysfunction. 
Tangible support of this hypothesis was obtained 
by studying the anatomic substrata in the brains of 
such patients and by comparing them with the 
brains of younger patients with similar cardiac 
status. Autopsy records of 35 patients treated at 
the Philadelphia General Hospital were reviewed. 
Fifteen of the 35 patients, with an average age of 
72 years, exhibited senile deterioration. The con- 
tratest group consisted of 12 adult patients, with 
an average age of 44 years, and 8 children, with an 
average age of 8 years, all with cardiac defects. 

Inspection of specimens in the senile group 
showed surprisingly mild macroscopic alterations, 
in view of chronological age and degree of neuro¬ 
genic deficit. Moderate widening and deepening of 
cortical fissures were observed, but advanced de¬ 
grees of convolutional atrophy were absent. Ven¬ 
tricular dilatation, limited to the anterior horns of 
the lateral ventricles, was present in 8 brains. 
Thickening and opacity of the leptomeninges over 
the vertex and over the convexity of the hemi¬ 
spheres occurred in more than half of the speci¬ 
mens. Atheromatous plaques were present on basal 
arteries in 10 brains, but in no instance did they 


distinctive structure, such as the cerebral cortex 
and the inferior olivary and dentate nuclei. Cortical 
involvement was always extensive, but not uniform¬ 
ly distributed or confined to specific topographic 
locations. 

Essentially the same pattern of cerebral degen¬ 
eration could be demonstrated in cardiac patients, 
both juvenile and adult, differing only in the extent 
and intensity of the process. The presence of similar 
brain lesions in younger persons without overt psy¬ 
chological disturbances suggests that functional 
disability may not depend directly upon neuroana- 
tomic alterations, and may, therefore, be subject to 
arrest or reversal. In view of the relation of func¬ 
tional integrity of the nervous system to the nutri¬ 
tional and dynamic efficiency of its blood supply, 
attention to the physical status of the patient may 
offer a practical approach to the prevention of in¬ 
tellectual deterioration in the senium. 


he Great Cerebral Arterial Currents: Anatomic 
ivestigation and Deductions on the Pathogenesis 
id Location of Cerebral Hemorrhages. G. La- 
irthes, J. Poulhes, G. Bastide, J. Roulleau, and 
. Amaral-Gomes. Presse med. 68:137-140 (Jan. J) 
360 (In French) [Paris). 

Two great and independent arterial currents flow 
trough the brain-a peripheral and a central ar- 
>rial network. The authors’ hypothesis is that each 
me of short, medium, or long artery branches ou 
n different planes of the cortex, ending at different 
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cellular layers. The anatomic analysis of the pe¬ 
ripheral network shows that the arteries in the 
white cerebral substance converge toward the 
lateral ventricle, and that their distribution and di¬ 
rection do not depend on the distribution and direc¬ 
tion of the great vessel bundles which cross the 
white substance. The arterial vascularization of the 
great interhemispheric commissures presents some 
peculiar, little-known features. The corpus callosum 
has a more abundant vascularization than is gen¬ 
erally believed, being crossed from end to end by 
the arteries from the cortical network, which give 
rise to numerous collateral vessels ending in fine, 
deep ramifications. The cerebral trigone is vascular¬ 
ized by the choroid arteries. The anterior choroid 
sends out numerous arterioles to the posterior pil¬ 
lars of the trigone and to the cornu Ammonis where 
there exists an amazingly rich vascularization. 

The central arterial current of the brain is com¬ 
posed mainly of the arteries from the basal portion 
of the 3 great cerebral arteries and from the an¬ 
terior and posterior communicating arteries. These 
2 arterial groups vascularize die central nuclei. The 
anatomic analysis of the 2 great cerebral arterial 
systems show's that there exists, between the pe¬ 
ripheral and the central current, a frontier area at 
which level 2 hemodynamic systems, each widi a 
different structure, are juxtaposed but not anasto¬ 
mosed. The authors believe that this frontier plane, 
situated between 2 great nonanastomosed vascular 
systems of such different structures, represents a 
weak point in die cerebral arterial system, as a 
result of the difference in pressure between them. 
This neutral area, where pathological conditions 
may exist, is the preferred locale for cerebral 
hemorrhages, as Charcot had already ascertained. 

The Happy College Student Myth: Psychiatric Im¬ 
plications. M. L. Selzer. A. M. A. Arch. Gen. Psy- 
chiat. 2:131-136 (Feb) 1960 [Chicago]. 

A diagnostic survey of all the students seen by 3 
psychiatrists at the mental hygiene clinic of the 
University of Michigan revealed nosological infor¬ 
mation somewhat contrary to expectation. Referral 
sources varied, but die self-referred accounted for 
approximately 40%. Physicians referred 29%, and 
9% were referred by the faculty. The remaining 
22% were referred by deans, dormitory staff mem¬ 
bers, and academic counselors. Of 506 students 
interviewed by the psychiatrists on the clinic staff, 
35.4% were psychoneurotic, 24.5% had personality 
disorders, and 21.7% w'ere schizoplirenes. Adjust¬ 
ment reactions comprised only 8.3% of the disorders 
noted. Thus, 81.6% of the patient group fell into 
the 3 major psychodiagnostic categories. The diag¬ 
nostic data, when compared with previously pub¬ 
lished data, suggest that the conditions of students 
seen at college mental hygiene clinics may be 
underdiagnosed. The author believes that such pa¬ 


tients are diagnostically comparable to those en¬ 
countered in any outpatient psychiatric clinic 
accessible to the general public. 

GYNECOLOGY & OBSTETRICS 

Surgical Treatment of Stage 1 Cancer of the Cervix. 
A. Brunschwig. Cancer 13:34-36 (Jan.-Feb.) 1960 
[Philadelphia]. 

This report is concerned with the results of a 
surgical program for cancer of the cervix pursued 
at the Memorial Center for Cancer and Allied Dis¬ 
eases in New York since 1947. Only patients with 
stage 1 cancer are included in this report. The stage 
was recorded at the 1st examination. Microscopic 
studies on the surgical specimens sometimes re¬ 
vealed that the cancer had invaded the parame¬ 
trium or the vaginal fornix, so that tire cancer w r as 
really in stage 2, although the original impression 
had been of a stage 1 lesion. Operations envisaging 
“cure” w'ere performed on 153 of 177 patients ad¬ 
mitted w'itlr stage 1 cervical cancer between Sep¬ 
tember, 1947, and December, 1953. Radical panhys¬ 
terectomy and excision of the pelvic lymph nodes 
was the procedure of choice and urns performed on 
132 patients. A Schauta type of radical vaginal pro¬ 
cedure w’as performed on 9 poor-risk patients; total 
hysterectomy, on 10 patients; and a “classical Wert- 
heim” operation, on 2 patients. In tabulating the 
results, 4 patients had to be excluded, 2 because 
they w'ere lost to follow’-up before 5 years had 
elapsed, and 2 because they died after 3 and 4 
years, respectively, of conditions not related to 
cervical cancer. Of the remaining 149 patients, 124 
(83%) w'ere alive 5 years later. Among the 104 pa¬ 
tients who had macroscopic lesions, varying in size 
from 5 mm. to involvement of all the cervix or 
endocervix, and who w’ere free from node metas- 
tases, the 5-year salvage rate w'as 87%. Among those 
w'itlr pelvic node metastases, the 5-year salvage 
rate w'as 50%. 

Iron-Deficiency Anemia in Pregnancy. C. A. Hunter 
Jr. Surg. Gynec. & Obst. 110:210-214 (Feb.) 1960 
[Chicago]. 

Among 4,744 consecutive patients admitted to 
the obstetric service of the Indiana University Med¬ 
ical Center, Indianapolis, during the period from 
1956 to 1958 inclusive, 852 patients were found to 
have moderate anemia, and 89 severe anemia. In 
this series moderate anemia refers to a hemoglobin 
level ranging from 9 to 11 Gm. per 100 ml., and 
severe anemia to a level of less than 9 Gm. per 
100 ml., occurring at any time during the prenatal 
period. Approximately one-third of these patients 
are from the private service, and two-thirds from 
the w'ard service. The over-all incidence of mod¬ 
erate and severe iron-deficiency anemia was 20%, 
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of which 2% was severe anemia. Reports by other 
investigators and observations during this study 

r Ton '‘f !c ™ ° f , 12 Gm > than 11 Gm! 

1 JC 1 100 ml. should bo the dividing line. The author 
discusses various aspects of the metabolism of iron 
in pregnant women, commenting on its absorption 
from the diet, transport in the plasma, storage, role 
m erythropoiesis, and excretion, as well as the 
transport of iron to the fetus. 

To stiess that iron is required for the treatment 
of iron-deficiency anemia may seem trite, but the 
author considers it necessary in view of the vast 
number of multiple “hematinics” offered to the 
physician. To date, there has been no clear evi¬ 
dence of the increased efficacy of iron salts in a 
combination of vitamins, specifically vitamin 
and folic acid. Cobalt in combination with iron may 
induce an increase in the hematocrit, but the dif¬ 
ference in this hematocrit reading over that pro¬ 
duced by iron salts alone is not important. Several 
clinicians believe that cobalt has no place in the 
treatment of iron-deficiency anemia. It has been 
demonstrated that persons with gastric achlorhydria 
absorb iron normally, and, as a result, these pa¬ 
tients do not need hydrochloric acid or ascorbic 
acid to supplement the iron therapy. 

Iron is the proper treatment for iron-deficiency 
anemia. It can be given orally or parenterally, but 
the oral route is to be preferred. The orally ad¬ 
ministered salts, ferrous sulfate and ferrous glu¬ 
conate, are still unsurpassed in both effectiveness 
and low cost. From 10 to 15% of the iron is ab¬ 
sorbed when given in amounts of SO to 150 mg. per 
day. Larger sources of orally administered iron will 
not materially increase its absorption and will be 
likely to cause irritability of the gastrointestinal 
tract. The chief indications for the parenteral ad¬ 
ministration of iron in the prenatal period are in¬ 
tolerance to orally given iron or a limited time for 
correcting the iron deficit before the onset of labor. 


J.A.M.A., May 28, I960 

and the microscopic demonstration of ovarian ti«, lf > 
m tile wall of the gestational sac." InTe ,„S ® 
hent the tube could not be plainly identified 
grossly separated from the ovary. Therefore tuW 
ovarian gestation cannot be ruled out but this k 
only negative evidence. The fact that this gestation 
progressed to viability and the fetal sac structures 
to a -,8-week size, plus the microscopic presence 
of the uterme tube and the failure to demonstrate 
evidence of microscopic invasion of the tube or 
other structures by embryonic tissues, provides 
strong evidence that the pregnancy was ovarian in 
site and represents but a progression of the patho¬ 
logical findings observed in the 1st patient. 


Primary Ovarian Pregnancy: Report of 2 Cases. 
R. I. Breuer. Am. J. Obst. & Gynec. 79:255-258 
(Feb.) 1960 [St. Louis]. 

The author believes that ovarian pregnancy might 
not be as rare as is widely believed. He presents 2 
cases that were observed in February, 1957, and 
January, 1958, respectively, at the University Hos¬ 
pitals of Cleveland. These 2 cases illustrate the 
difficulty in distinguishing ovarian from other forms 
of ectopic pregnancy. The predominant features 
in both cases were lower abdominal pain and ab¬ 
normal vaginal bleeding. The surgical findings in 
the 1st patient completely satisfied the rigid criteria 
established by Spiegelberg in 1878 for the diag¬ 
nosis of primary ovarian pregnancy: “the tube intact 
and separate from the ovary, the gestation sac 
and ovary in the normal ovarian position, the ovary 
connected to the uterus by the ovarian ligaments, 


Eclampsia Without Convulsions: Eclamptic Lesions 
in Fatal Maternal Cases with and Without Clinical 
. Pre-Eclampsia. P. J. Stein, A. J. Kobak, P. B. Szanto, 
and G. Moran. Am. J. Obst & Gynec. 79:266-278 
(Feb.) 1960 [St. Louis]. 

In considering whether or not convulsions are 
part of the clinical picture of severe toxemia, the 
authors point out that in the United States the pres¬ 
ence of convulsions in toxemia of pregnancy has 
served to demarcate those cases which are more 
severe or fatal from those which are less severe 
and nonfatal. The presence of convulsions is gen¬ 
erally taken to mean eclampsia and possible death, 
whereas their absence connotes preeclampsia and 
less likelihood of death. How, then, does one 
classify the patient who dies with autopsy evidences 
of eclampsia, even though convulsions have not 
occurred? This confusion in nomenclature has been 
responsible for the adoption of the term “eclampsia 
without convulsions/’ which has been invariably 
an autopsy diagnosis. The authors reviewed the 
autopsy material at the Cook County Hospital in 
Chicago from 1946 to 1955 and found 7 cases in 
which the pathological findings indicated eclampsia 
on the basis of Sheehan’s criteria. From the fact 
that during the period in question 88,690 deliveries 
took place at the hospital, the authors deduce that 
the entity occurs about once in every 12,670 deliv¬ 
eries, an incidence of 0.008%. Eclampsia with con¬ 
vulsions occurred once in every 452 deliveries, an 
incidence of 0.2%. The ratio between these 2 types 
of eclampsia was thus 1:28. 

The histories of the 7 patients are presented, and 
the authors comment on the lesions observed in the 
liver, kidney, and brain, and suggest that further 
liver and kidney biopsy studies may eventually help 
to establish a relationship between the pathologies 
lesion and the clinical entity. They mention the 
relationship between convulsions and cerebral 
dysrhythmia and point out that convulsive seizures, 
even in the presence of toxemia, do not necessarily 
verify the diagnosis of eclampsia. The severity o 
some of the pathological changes in patients wth 
clinical preeclampsia shows that convulsions 
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a beneficial function in calling forth decisive action 
quickly. Moreover, since definitive treatment is 
often delayed by a conservative therapeutic atti¬ 
tude whenever a diagnosis of preeclampsia is made, 
a more careful evaluation and appreciation of the 
severity of the condition is necessary to avoid a fatal 
outcome, even though convulsions have not yet 
occurred. 

Fetal Death Before the Onset of Labor: An Analysis 
of 407 Cases. D. J. Grandin and R. E. Hall. Am. J. 
Obst. & Gynec. 79:237-243 (Feb.) 1960 [St. Louis]. 

During the decade 1944-1953 there were born 
at the Sloane Hospital for Women in New York 
34,3GS babies with weights exceeding 500 Gm. 
(1 lb. 2 oz.). Of these, 407 (1.2%) died before the 
onset of labor. The authors review the data on 
these 407 fetal deaths. Of the mothers, 173 were 
nulliparous, and 234 were parous. Among the 234 
parous women 50 (21%) had had previous stillbirths: 
42 had had 1 previous stillbirth, and 8 had had 2. 
Nineteen of the 50 patients had Rh incompatibility, 
6 had anomalous progeny, and 5 were diabetic; the 
remaining 20 cases of repeated stillbirth could not 
be related to any condition which is thought to be 
associated with repetitive fetal loss. Maceration 
was present in 309, absent in 59, and not recorded 
in the remainder of the 407 stillbirths. 

The fetal deaths are tabulated according to 
causation in 10 groups. No cause could be found 
for the fetal death in 113 (27.8%) of the cases. 
Toxemia of pregnancy and allied conditions were 
thought to be the cause of death in 106 (26%) of 
the fetuses. Premature separation of the normally 
implanted placenta was responsible for 58, and 
congenital anomalies and/or polyhydramnios for 
45 of die fetal deaths. Erythroblastosis was observed 
in 36, and cord accidents in 27 cases. Diabetes or 
sickle-cell anemia was found in the mothers of 14 
of the stillborn infants. Amnionitis, associated with 
premature rupture of the membranes, was thought 
to be responsible for 4 deaths. In one case external 
version at term was followed by loss of the fetal 
heart tones and delivery of a macerated fetus 7 
clays later. Although fetal death occurred after the 
41st week in 16 cases, analysis revealed that in only 
3 of these was postmaturity the only factor respon¬ 
sible for death. 

When intrauterine fetal death is discovered, one 
cannot predict when the conceptus will be expelled. 
It has been stated that, regardless of when a fetus 
dies in utero, delivery will rarely be delayed beyond 
the estimated date of confinement. This was sub¬ 
stantiated by this study. Of the 200 fetal deaths 
which occurred prior to the 38th week, delivery 
was delayed beyond the 40th week in only 2. Of 
the 107 fetuses whose deaths occurred after the 
37th week, only 6 were delivered more than 2 weeks 
later. The greatest interval between fetal death 


and delivery was 90 days (following death due to 
erythroblastosis at 30 weeks). There were 22 in¬ 
stances in which the interval exceeded 4 weeks, S 
in which it exceeded 6 weeks, and 4 in which it 
exceeded S weeks. In general, the interval between 
fetal death and the onset of labor was found to be 
inversely related to the gestational age of the fetus 
at the time of its death. The incidence of puerperal 
morbidity and of postpartum hemorrhage was in¬ 
creased in stillbirdis. Management was essentially 
conservative. Oxytocies, amniotomy, and cesarean 
section were employed. 

With regard to hypofibrinogenemia in association 
with fetal death in utero, the authors point out that 
this syndrome was not well known during the 
period reviewed, but there was no maternal death 
in these 407 cases, and only one of the mothers 
received more than 1,000 cc. of blood. From this 
the authors deduce that this syndrome may be, if 
not rare, at least far less dangerous than some recent 
reports have indicated. 

PEDIATRICS 

The Role of Splenectomy in the Management of 
Thalassemia. C. PI. Smith, M. E. Erlandson, G. 
Stern, and I. Schulman. Blood 15:197-211 (Feb.) 
1960 [New York]. 

Of 5S children with sev ere dialassemia (Cooley’s 
anemia), who attended a special out-patient trans¬ 
fusion clinic of the New York Hospital-Comell 
Medical Center in the past 26 years, 29 had been 
subjected to splenectomy. Data were obtained from 
these patients over a postoperative period ranging 
from 5 months to 9 years. The postsplenectomy ob¬ 
servations showed diat splenectomy eliminates the 
extracorpuscular mechanism responsible for the 
accelerated destruction of normal donor red blood 
cells in the patient’s circulation. This represents a 
lasting improvement and accounts for an increased 
longevity of normal blood supplements and a strik¬ 
ing reduction in transfusion requirements. Less 
blood was required to maintain at least as good, 
and at times improved, hemoglobin levels. Esti¬ 
mates of duration of survival of the patient’s own 
erythrocytes suggest that the basic hemolytic defect 
is not altered significantly" by splenectomy. While 
transfusions and splenectomy" promote the patient’s 
well-being, growth in height and sexual develop¬ 
ment are retarded. Secondary sexual characteristics 
develop, if at all, later than in normal persons, and 
normal menstruation is rare. 

Cardiac failure occurred in 10 patients; all but 
one had been subjected to splenectomy. This group 
was characterized by cardiac enlargement, multiple 
arrhythmias, and death from refractory heart fail¬ 
ure, usually in the 2nd decade of life. Cardiac 
complications are likely to be related to tire heavy- 
deposition of iron in the myocardium, and are com- 
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parable m this respect to a similar incidence in member that i 

idiopathic hemochromatosis. One of the most seri- ofteTlen as 

ous problems m the management of thalassemia plains the diffei 

failuTe P Th- enh °l! T d C °, ntr01 ,° f con S estive heart reported by otl 

fmhuc. This will depend on the discovery of an revealed that 2 

effective method by which the heart can be made spastic, and ar 

to unload its iron deposits. The increased suscepti- hemiplegia fori 

biuty to infection after splenectomy in patients with In the searcl 

severe thalassemia indicates that the normal im- birth was the 

limnological responses inherent in the spleen remain served. Among 

intact despite the stress of a continuous hemolytic (and particula 

process. „ cranial trauma 
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Two Cases of Nuclear Icterus in Newborn Infants 
with Erythrocytic Enzymatic Defect. G. Segni. 
Minerva pediat. 11:1420-1426 (Dec. 15) 1959 (In 
Italian) [Turin, Italy]. 

The cases of 2 newborn infants with severe nu¬ 
clear icterus and erythrocytic defect in the activity 
of glucose-6-phosphate dehydrogenase are reported. 
Both babies presented acute symptoms and died 
in less than 24 hours after the onset of the disease. 
Results of laboratory tests were similar in the 2 
cases. There was no blood incompatibility between 
the mother and the fetus; immunohematological 
tests were negative. There was no erythroblastosis 
of the peripheral blood, although histological exam¬ 
ination showed some extramedullary erythroblasto¬ 
sis. Heinz bodies were found in both cases. The 
author points out that the mother of the 1st baby 
had taken some tablets of an analgesic antineuralgic 
preparation during the 1st 48 hours after delivery. 
There have been no reports so far on the possible 
hemolytic effect of the preparation taken by the 
mother, but knowledge of some incidents of throm- 
bopenia in babies born to mothers treated with 
this preparation may be revealing for the diag¬ 
nosis. The 2nd baby had received 10 mg. of vita¬ 
min K. It is known that this vitamin may cause a 
slow hemolysis in premature babies, but in the 
infant reported death was immediate, and, more¬ 
over, the dose of vitamin K was small. The author 
believes that nuclear icterus and erythrocytic de¬ 
ficiency of glucose-6-phosphate dehydrogenase may 
be suspected in the absence of an indication of 
blood incompatibility when the family history is 
negative for favism, or simply may be suspected in 
certain regions where the incidence of the enzy¬ 
matic defect is high. 

Cerebral Palsy in Manitoba. ]■ K. Martin. Canad. 
M. A. J. 82:411-417 (Feb. 20) 1960 [Toronto]. 

The author reports on 207 boys and 163 girls, 
between the ages of less than 2 and 17 years, with 
cerebral palsy, who were studied under the auspices 
of the Society for Crippled Children and Adults of 
Manitoba. The highest incidence of the disease was 
found in children between the ages of 5 and y 
years, with 1.574 cases per 1,000. One should re¬ 


member that m certain countries the incidence is 
often given as per 100,000 population, which e 
plains the differences between these data and those 
reported by other workers. Diagnostic classification 
revealed that 272 (73.6%) of the 370 children were 
spastic and among these the patients with right 
hemiplegia formed the majority. 

In the search for a causative factor, premature 
birth was the abnormality most frequently ob¬ 
served. Among the acquired lesions, encephalitis 
(and particularly western equine encephalitis), 
cranial trauma, and meningitis were observed in' 
several patients. Anoxia was considered to be a 
factor when the history revealed cyanosis at birth, 
prolonged labor, fetal damage, or other causes 
which may have suggested an oxygen deficiency. 
In 22 patients (5.9%) Rh incompatibility was the 
only detectable causative factor. The term “familial” 
was employed to characterize this disorder if more 
than one child in the same family was affected. 
Nineteen pairs of twins were observed among the 
216 patients with so-called congenital cerebral 
paralysis. This incidence of 8.7% is nearly 8 times 
the normal. Twenty-five patients with cerebral 
palsy had associated anomalies, such as hydro¬ 
cephalus, congenital dislocation of the hip, con¬ 
genital heart lesions, microcephaly, absence of the 
septum pellucidum, congenital deformity of an 
arm, precocious puberty, congenital absence of the 
sacrum, congenital anomalies of tire kidneys, sub¬ 
dural hygroma, porencephalia, cataract of one eye, 
and hemangiomatosis. 

The intelligence quotient of 33% of the patients 
was less than 70; 25.8% had an IQ between 70 and 
89; and 41.2% had an IQ above 90. About 40% of 
the patients were able to attend regular schools, 
while 30% required special educational facilities. 
It was estimated that facilities for intensive therapy 
would be necessary for about 35% of the patients, 
while another 35% might require little or no ther¬ 
apy. Fifteen per cent might be better placed in 
schools for retarded children, and 15% at some time 
during their lives might require institutional care. 
The most optimistic estimate would not place more 
than 60% of the children in a category likely to 
achieve financial independence as adults. 

Interstitial Pulmonary Emphysema, Pneumomedi¬ 
astinum and Pneumothorax in Neonatal Period: 
Remarks on* Application of Artificial Respiration in 
Asphyxia Neonatorum. E. Ryssing. Ugesk. Jaeger 
122:31-35 (Jan. 14) 1960 (In Danish) [Copenhagen! 

Two cases of neonatal pneumothorax are de¬ 
scribed. The pathogenesis, frequency, symptom 5 , 
and treatment of interstitial pulmonary emphysema, 

pneumomediastinum, and pneumothorax m the no 

natal period are reviewed. The change in £»« 
which may normally occur at the start o p 
ous respiration can cause alveolar rupture 
are larger alveolar ectasias, because cousrderable 
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parts of the lung present a substantial resistance to 
unfolding or because collected mucus acts as a 
valve. Under the same conditions artificial respira¬ 
tion with either positive or negative pressure can 
cause alveolar rupture, even if the pressure is kept 
within normal limits. If the pressure is increased 
to overcome the resistance presented by atelectatic 
or immature lungs, the risk is increased. On simul¬ 
taneous lessening of the duration of the pressure, 
the artificial respiration is tolerated better, but the 
safety margin is probably narrow. 

UROLOGY 

Disturbances of the Dynamics of the Ureter After 
Plastic Operations on the Ureter with Interruption 
of Continuity. H. K. Biischer and A. Gaea. Chirurg 
31:70-73 (Feb.) 1960 (In German) [Berlin]. 

The authors report on S men and 6 women, be¬ 
tween the ages of -34 and 59 years, who underwent 
plastic operations on the ureter with interruption 
of continuitv at the urologic clinic of the University 
of Hamburg, Saar, Germany, in the course of the 
last 4 years and who were subjected to follow-up 
examinations regularly. Of the 14 patients, 7 under¬ 
went ureteroneocystostomy, 4 had a Boari plastic 
operation performed, and 3 underwent resection of 
the ureter with end-to-end anastomosis. The indi¬ 
cations for these types of surgical intervention were 
specific and unspecific stenoses of the ureter, 
cicatricial changes associated with incarceration 
of calculi, and injuries of the ureter resulting from 
gynecologic interventions. Postoperative urograms 
and urograms taken later at greater intervals 
showed a regression of the dilatation of the ureter 
within 1 or 2 months in patients who had under¬ 
gone ureteroneocystostomy or a Boari plastic op¬ 
eration, and within 12 to 20 months in patients 
who had undergone resection of the ureter in the 
third nearest to the kidney'. Later a dilatation of 
the ureter and a- disturbance of the peristalsis could 
not be observed any more. These findings suggest 
that the tendency of the postoperative atony of the 
ureter toward restoration of a normal tone is better 
the deeper the interruption of the ureter has been. 
Vesicoureteral reflux seems to be rare even with the 
most simple method employed for ureteroneocys¬ 
tostomy. No -stenosis was observed at the uretero- 
ureteral anastomosis and at the vesicoureteral point 
of union. 

The postoperative complications after a ureteral 
plastic operation with interruption of continuity' are 
less in the line of risk of stenosis or reflux, but rather 
in that of disturbance of the dynamics of the ureter. 
Under aseptic conditions a complete return to 
health is possible. The postoperative danger is that 
disturbance in transportation of • the urine favors 
the occurrence of pyelonephritis. Continuous drain- 
a ge of the ureter does not have to serve as a 


“splint,” but it has to secure the passing of urine 
as long as possible, at least during the 1st phase 
of the postoperative disturbance in transportation. 
Urinary' infection requires not only postoperative 
but also prolonged treatment of the infection. 

Vesicoureteral Regurgitation in Children. J. H. 
McGovern, V. F. Marshall, and A. J. Paquin Jr. 
J. Urol. 83:122-149 (Feb.) 1960 [Baltimore]. 

The authors report on SS children, aged less 
than 14 years, with vesicoureteral regurgitation 
(reflux); S2 of these patients had definite urinary' 
symptoms, 84 had py-uria, SI had hydronephrosis 
of a degree more than barely detectable, S4 had had 
at least one attack of fever accompanied by pyuria 
and other indications of urinary origin, and 22 of 
the 56 in the group tested for a vesical residuum 
had oxer 50 cc. When followed for 6 months 01 - 
more, not one of these SS children with regurgita¬ 
tion continued without some of the following sig¬ 
nificant abnormalities: urinary symptoms, pyuria, 
hydronephrosis, vesical residuum, or clinical attacks 
of urinary infection. All the children thus had 
significant urinary abnormalities besides regurgi¬ 
tation. These findings and the fact that vesicoure¬ 
teral regurgitation has been found only' rarely', if at 
all, in normal children suggest that regurgitation 
can be considered a useful sign of urinary abnor¬ 
mality, and a test for regurgitation is usually' an 
important part of a diagnostic study in children. 

Of the SS children with regurgitation, 43, with 
S6 ureters, were studied by inserting a catheter and 
by injecting the bladder rapidly to obvious fulness 
with a piston syringe by means of a distending, 
nonirritating, radiopaque fluid. This technique 
proved to be a practical method for showing re¬ 
gurgitation. The 43 children were followed for 6 
months or more, cystograms being made 6 or more 
months after the 1st demonstration of the presence 
of regurgitation. The results showed that -instances 
of regurgitation are not all etiologically the same. 
Some children had mainly yesical outlet obstruc¬ 
tion; some had obstruction primarily at, or in the 
lowermost portion of, the ureters; some had the 
megacystis syndrome; and a few had frankly 
neurogenic bladders. Different stages of progres¬ 
sion were observed in patients with the same funda¬ 
mental causation. Although the children’s basic- 
anomalies themselves were not intrinsically pro¬ 
gressive, the disease, as a whole, usually was. The 
elements of obstruction aid and abet one another 
at variable rates. 

Vesicoureteral regurgitation in children is a re¬ 
liable sign that the urinary tract is abnormal. 
Although the abnormality- is sometimes transient 
and/or easily corrected, the prognosis tends gen¬ 
erally toward the unfavorable. The rate of unfavor¬ 
able progression varies greatly not only- in different 
patients but often even in the same patient. Pa- 
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tients with reflux associated with changes in the 
upper urinary tract are dying but at different rates, 
uegurgitation is of itself abnormal and unfavorable. 
Correction of regurgitation is desirable, but the 
meie disappearance of this phenomenon is fre¬ 
quently insufficient to restore the urinary tract. 
Evidently, naturally occurring regurgitation is only 
a part of an undesirable anomalous complex, but 
it is an important part from both diagnostic and 
therapeutic considerations. Although nonsurgical 
management may sometimes stay the course, or 
rarely produce major improvement in patients with 
the fully developed condition, fundamental and 
apparently permanent restoration is achieved only 
by surgical intervention. 

Detailed diagnosis is essential in planning a safe 
program. Diagnosis includes recognition of those 
circumstances in which damage is already so great 
that there is no reasonable prospect of major suc¬ 
cess; in this case prompt maximal drainage without 
foreign bodies is usually the treatment of choice. 
After deciding on a restorative program, the authors 
incline to progressing in stages from the top down: 
for example, nephrostomy, correction of ureteral 
obstructions, tunnel-and-cuff reimplantation of the 
ureter into the bladder, and Y-V revision of tire 
vesical outlet. This last step should be the usual 
one, unless there are clear indications to the con¬ 
trary. With proper selection and adequate treat¬ 
ment, many of these young urinary cripples can 
acquire a nearly normal functioning excretory 
system. 

OPHTHALMOLOGY 

Progress of Metastatic Carcinoma of the Choroid 
Secondary to Mammary Neoplasm. D. Stenhouse 
Stewart. Brit. J. Ophth. 44:53-55 (Jan.) 1960 
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though more extensive. Some months later ma W 
nant skin infiltrations were observed on the neck 
chest and back. More than a year after the woman 
had first reported visual deterioration, extensive 
secondary deposits were noted in the pelvic hones, 
lnougiv doomed by carcinomatous metastasis the 
woman had exceeded the “5-year survival period.” 

Glaucoma Survey of Pittsburgh and Environs R I 
Gray. Pennsylvania M. J. 63:205-208 (Feb.) i960 
[Harrisburg]. 

A mass glaucoma screening program, with unified 
medical sponsorship and a plan for adequate 
follow-up, was conducted in Allegheny County by 
the Pittsburgh Ophthalmological Society under the 
auspices of the Pennsylvania Association for the 
Blind. Determinations of visual acuity, examina¬ 
tions of the fundus, and measurements of intraocu¬ 
lar pressure were made in 20,994 patients. The 
tonometer foot plates were cleaned with cotton 
dipped in aqueous benzalkonium (Zephiran) chlo¬ 
ride. Tetracaine (Pontocaine) hydrochloride or pro- 
paracaine hydrochloride (Ophthaine) was used as 
a local anesthetic, and no adverse reactions were 
reported. Of 1,198 patients (499 men and 699 
women) suspected of having an elevated tension 
after an examination utilizing detailed tests, 378 
(1.8%) were proved to have glaucoma in one or both 
eyes; 598 did not have glaucoma, but 319 of them 
had other ocular defects; 279 had normal eyes; 
and of the remaining 223 patients, reports were 
not obtainable. The screening not only detected 
unknown glaucoma but also provided a means for 
excellent public education on the need for, and the 
value of, adequate eye care. 


PATHOLOGY 


[London]. 

A 49-year-old woman attended an ophthalmic 
outpatient department, complaining of sudden de¬ 
terioration of vision of the left eye 3 clays before. 
Her physician, who suspected retinal detachment, 
reported that she had undergone a right radical 
mastectomy 4Va years previously, for stage 2 carci¬ 
noma, on account of which she had been under 
treatment by radiotherapy. The macular area of the 
left eye appeared gray and slightly elevated. As 
the diffuse but slight elevation of the macula had 
the appearance of an inflammatory or serous con¬ 
dition rather than that of a neoplasm, it was decided 
to defer radical action and to observe the progress. 
It was felt that, if the swelling represented metas¬ 
tasis from the primary carcinoma, it could hardly 
be a solitary manifestation, so that immediate re¬ 
moval of the eye would have no lifesaving quality. 
In the course of 3 months the upper half of the 
visual field was almost completely lost. The retinal 
detachment in the macular area was flatter, al- 


Significance of Cytology in Cancer Diagnosis. 0.1. 
Messelt. Tidsskr. norske Iaegefor. 80:23-28 (Jan. I) 
1960 (In Norwegian) [Oslo]. 


The cytological method in the diagnosis of cancer 
s a method which with high degree of exactness 
:an disclose a cancer or a precancerous condition 
it a clinically early stage of the disease. Pulmonary 
:ancer can be revealed at a time when roentgeno- 
ogic diagnosis is still negative. Since the expecto- 
ate can be used as smear material, the practitioner 
las been given a valuable and simple aid toward 
ecognition of pulmonary cancer at an early stage, 
f it°could become the practice to send in smears 
or examination for cancer at the time that tests 
ire made for culture and bacteriological examina- 
ion for tuberculosis (instead of waiting tor tut 
esults of the latter tests), additional valuable time 
>0 uld be saved. With regard to cancer of the cervix, 
he method can in most cases reveal the cancer * 
t time when it is not yet macroscopic-ally visible 
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and when there is no clue as to where the biopsy 
specimen should be taken. Obtaining the smear 
sample is so simple that it can be done in any 
physician’s office without special equipment, and 
can be repeated as often as desired without trouble 
for the patient. 

Malignant Peritoneal Mesotheliomas: A Clinico- 
pathological Analysis of 12 Fatal Cases. D. J. Wins¬ 
low and H. B. Taylor. Cancer 13:127-136 (Jan.-Feb.) 
1960 [Philadelphia]. 

The material for this study' consisted of slides, 
blocks, tissues, and autopsy protocols from the files 
of the Anned Forces Institute of Pathology. Autop¬ 
sies with the diagnosis of mesothelioma listed at 
the institute showed 20 cases in which the perito¬ 
neum was exclusively or almost exclusively in¬ 
volved. In 8 the diagnosis was somewhat doubtful; 
the remaining 12 were selected for study. The 
clinical course in the 12 patients was one of increas¬ 
ing abdominal discomfort, recurrent ascites, gastro¬ 
intestinal disturbances, and severe loss of weight. 
Death was due to the progressive growth of the 
tumor over large areas of visceral and parietal 
peritoneum. Superficial invasion of parenchymal 
organs and metastases to lymph nodes occasionally' 
occurred, but distant parenchymal metastases was 
not evident in this series. Direct extension through 
the diaphragm and secondary involvement of the 
pleura were noted in 3 cases. 

The histological pattern of the tumors varied 
greatly, even in tissue specimens from one autopsy, 
but tubular, papillary, space lining, and solid types 
of cellular patterns were most frequent. Epithelial 
intracytoplasmic carminophilic mucinous material 
was not found in the tumors, but intracytoplasmic 
fat and intercellular hyaluronidase-Iabile substance 
were demonstrated. In reviewing die literature, die 
authors found 13 other reports of peritoneal meso¬ 
theliomas, which contained striking clinical and 
pathological resemblance to the cases reported in 
this paper. 

The Sensitization Response in Patients with Can¬ 
cer of the Uterine Cervix. J. B. Graham and R. M. 
Graham. Cancer 13:5-14 (Jan.-Feb.) 1960 [Phila¬ 
delphia]. 

Cancer disease involves die tumor and the host’s 
reaction to the tumor. Until quite recently little at¬ 
tention has been paid to host resistance, but die au¬ 
thors show' that at least one factor in the host can 
be investigated by the study of the sensitization 
response. Some patients with cancer of die cervix 
have basal cells with dense basophilic, finely vacuo¬ 
lated cytoplasm in the vaginal smear before any 
treatment. These cells come from die parabasal 
layer of the nonmalignant squamous epithelium of 
the cervix and vagina. When a fair proportion of 
the desquamated nonmalignant epithelial cells are 


of this type, the patient and the cancer usually' 
respond favorably to radiation therapy'. Such a pa¬ 
tient seems sensitized to the subsequentiy' applied 
irradiation. The sensitization response (SR) is de¬ 
termined by differentially counting 100 or more 
consecutive nonmalignant epithelial cells in the 
vaginal fluid aspirated from the region of die 
cervix prior to local examination or treatment. The 
smears are fixed and stained according to the Papa¬ 
nicolaou technique. Superficial, intermediate, and 
basal cells are counted, but the SR is considered 
significant only if found in the basal cells. Those 
patients who have 10% or more SR cells are said 
to have a marked or good sensitization response. 
If 9% or less is present, the patient is said to have 
a poor sensitization response. 

The material presented here on primary' cancer 
of the cervix and sensitization response consists of 
5 different series totaling 766 cases. The morpho¬ 
logic characteristics of the SR cells and the 5-year 
salvage rates in patients treated by irradiation or 
by surgery are discussed. The authors also explain 
the division of the SR at the 10% level, and report 
on the incidence of the SR, the reproducibility of 
tire SR counts, and the influence of various factors, 
such as age and menopause, on the SR. 

The sensitization response is a change in the 
normal cells which presages a favorable response 
of the tumor to irradiation and an unfavorable re¬ 
sult if surgery is applied. It permits rational selec¬ 
tion for the mode of treatment. The theoretical 
implications are intriguing, for here is a normal cell 
that conditions the clinical behavior of the cancer. 
It is an epithelial cell whose traditional role has 
been mechanical envelopment and protection of 
the body. However, some more subtle form of re¬ 
sistance must be invoked to explain the influence 
of these cells on cancer. As an index of host re¬ 
sistance, the SR may afford some insight into the 
manner in which tire cancer is healed with the help 
of radiation. 

Factors in Prognosis in Cancer of the Uterine Cer¬ 
vix: Desquamation of Malignant Cells. R. M. 
Graham and J. B. Graham. Cancer 13:15-19 (Jan.- 
Feb.) 1960 [Philadelphia]. 

If 100 patients with stage 1 cancer of the cervix 
have a radical hysterectomy and regional lymph 
node dissection, it will be found that the lymph 
nodes of about 17 have been invaded by cancer. 
Why does one patient have involved nodes and 
another not, even though the primary' lesion may¬ 
be of identical size and histological picture? This 
must represent a difference in the biological be¬ 
havior of the 2 tumors. The authors felt that a study 
of the rate of desquamation of malignant cells from 
the surface of the lesion may contribute to an un¬ 
derstanding of this problem. They examined the 
vaginal smears of 635 patients with cancer of the 
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cervix making differential counts for the percent¬ 
age of malignant cells present. It was found that 
lore is great variation in the number of malignant 
cel s present in the pretreatment smear. The lymph 
node involvement correlated directly with the per¬ 
centage of malignant cells in 192 cases-the greater 
the number of such cells in the vaginal smear of a 
patient, the greater the number of nodes involved. 

Correlation could also be obtained with 5-year sur- 
vival-the fewer the malignant cells, the greater 
the possibility of survival if the treatment were 
surgical. The reverse was true in the patients 
treated by radiation. The theoretical implications 
of these findings are briefly discussed. 


Serum Quinine Oxidase Activity in Patients with 
Liver Disease. H. Bnier. German M. Month. 5:15-22 
(Jan.) 1960 (In English) [Stuttgart, Germany], 

Serial determinations of serum quinine oxidase 
activity were performed in a series of patients with 
various types of liver disease. Thirty-seven patients 
had recently acquired hepatitis. Fourteen patients 
had obstructive jaundice due to gallstones; 8, ob¬ 
structive jaundice clue to malignancy; 13, cirrhosis; 
4, carcinomatous metastases in the liver; 3, cholan¬ 
gitis; 5, secondary involvement of the liver due to 
other diseases; and 4, congestion of the liver due 
to heart failure. The serum quinine oxidase level 
was greatly elevated in cases of hepatitis. The curve 
of activity showed a distinct peak. The fall in serum 
quinine oxidase activity coincided with or followed 
that of the serum bilirubin level. Even minor de¬ 
grees of parenchymal damage were associated with 
raised serum quinine oxidase levels. In obstructive 
jaundice serum quinine oxidase activity was usually 
either absent or minimal (up to 5 units); when a 
slight elevation was present, the curve of serial esti¬ 
mations remained flat. Serum quinine oxidase 
estimation does not differentiate between benign 
and malignant obstructive jaundice. In other forms 
of parenchymal liver damage (cirrhosis, congestion, 
metastases, cholangitis), the serum quinine oxidase 
activity appeared to be elevated in proportion to 
the amount of liver damage. Quinine oxidase ac¬ 
tivity was not demonstrable in the serum of healthy 
subjects. 

Electron Microscopy Studies of Butter and Corn 
Oil in Jejunal Mucosa. W. A. Thomas and R. M. 
O’Neal. A. M. A. Arch. Path. 69:121-129 (Feb.) 1960 
[Chicago]. 

The authors devised a dietary method for the 
production of arterial thrombi and infarcts in rats. 
Animals fasting for 24 hours were fed a single meal 
of butter, corn oil, sugar solution, or water by 
gastric tube, and then sections of the jejunal mucosa 
were examined by phase and electron microscopy 
for the presence of absorbed substances. Osmo- 
philic material suggestive of lipids was not ob- 
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served in the mucosal cells of tire fasted rats fed 
sirup or water; but osmophilic masses were ob¬ 
served m the epithelial cells of the jejunal mucosa 

on a • rai , S ^ corn anc * killed within 10 to 
r° minutes after feeding, and in 1 out of 5 rats fed 
butter and killed within die same lapse of time after 
reeding. There were, however, distinguishing char¬ 
acteristics between the morphologic features in the 
jejunal mucosa of rats fed butter and that of rats fed 
corn oil. In rats fed corn oil, lipid was observed in 
the lumen and within the mucosa in the form of 
rounded, jet-black masses, varying in size; in rats 
fed butter, lipid was observed in the lumen and 
within the mucosa in much the same position as in 
rats fed corn oil, but instead of round forms, irreg¬ 
ular linear and crescent forms were usually found. 
The authors believe that the difference in appear¬ 
ance of blitter and corn oil in osmium-fixed tissue 
is due to the different degrees of saturation of the 
2 fats. Further studies are necessary to determine 
with certainty whether each of these fatty sub¬ 
stances has individual identifying characteristics. 


RADIOLOGY 

Further Observations on Late Radiologic Pictures 
of Pleuropulmonary ancl Skeletal Metastasis Due 
to Cancer of the Breast After Bilateral Oophoro- 
adrenalectomy. E. Bullo and V. C. Catania. Tumori 
45;783-S00 (Nov.-Dee.) 1959 (In Italian) [Milan, 
Italy]. 

A study on the benefit that 51 patients with 
cancer of the breast, who were observed at the 
National Cancer Institute of Milan, derived from 
bilateral oophoroadrenalectomy is reported. The 
patients presented metastatic involvement of the 
respiratory apparatus and/or of the skeleton. Meta¬ 
static involvement of the respiratory apparatus was 
observed in 30 patients; 20 patients presented abun¬ 
dant pleural effusions whose neoplastic nature was 
confirmed on cytomorphologic examination; while 
16 presented nodular dissemination in the pul¬ 
monary fields or localizations in glands of the liilus 
with invasion of the pulmonary lymph nodes. Neo¬ 
plastic involvement of the skeleton was observed in 
31 patients; 25 presented involvement of the pelvis, 
16 of the vertebral column, and 18 of the ribs. Neo¬ 
plastic manifestations were mostly of the osteolytic 
type, rarely of the osteoblastic type or mixed. 

Periodic roentgenologic examination showed a 
rapid and steady absorption of the pleural effusion 
and a disappearance-not so rapid and less ire- 
quent-of the lymphangitic growth, of the hilar 
adenopathies, and of the metastasis of the lung- J* 

the modifications or the 


particular interest were 


bones in the osteolytic neoplastic foci and in other 
oarts of the skeleton. The authors point out tfta 
these modifications should be studied not only pe¬ 
riodically but also systematically. Healing of the 
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osteolytic foci occurred in different ways; in some 
cases it consisted of a gradual reduction or rarefac¬ 
tion of the foci with the formation of a normal 
trabecular structure, in others in an intensive re¬ 
calcification with signs of osteosclerosis, and in still 
others in osteosclerosis which was followed by the 
formation of a normal bone structure. Roentgeno¬ 
logic examination may' show contemporaneously the 
regression of osteolytic manifestations and the ap¬ 
pearance of new pathological foci in the same bone. 
Particular non-neoplastic changes of the skeleton 
after diffuse decalcification were observed in some 
patients some time after surgery. It is believed that 
these changes are related to conditions of hormonal 
imbalance. 

Retrospective View of Survey Photofluorograms of 
Persons with Lung Cancer. L. W. Guiss and P. 
Kuenstler. Cancer 13:91-95 (Jan.-Feb.) 1960 [Phila¬ 
delphia]. 

The controversy regarding the validity of in¬ 
terpretation of minifilms has been intense. The dis¬ 
agreement over the merit of this technique for lung 
screening caused a representative group of persons 
interested in this problem to hold conferences. They 
have agreed on the following points: 1. The mini¬ 
film, if properly read, is adequate as a screening 
tool. 2. There should be a duaj reading of all such 
minifilms. 3. The number of minifilms evaluated by 
one radiologist at any given session should be 
limited, so that a fatigue factor would not invali¬ 
date the readings. A request has been made for a 
retrospective study to be carried out on those pa¬ 
tients who had minifilms in the 1950 Los Angeles 
County chest roentgenographic survey and who 
^subsequently died of lung cancer. The intent is 
(1) to ascertain what the original interpretations 
were, and (2) to undertake a dual rereading of the 
original minifilms to check the validity of the in¬ 
terpretations. 

Great variation in the interpretation of pul¬ 
monary minifilms may occur, depending on the bias 
of the individual reader and intentional policies of 
underreading” or “overreading.” These inherent 
differences may be significantly exaggerated by 
reader fatigue, error, and omission of second re¬ 
views. Dual reading of the “negative” films in this 
study would have resulted in definite “abnormal" 
reports in one-fourth of them and “questionably 
abnormal" reports in a like number, thereby greatly 
increasing the number of suspects. Dual reading of 
the positive” films in this same study would only 
have confirmed tire presence of disease. 

Retrospective review of the photofluorograms of 
patients who were to die of lung cancer within 5 
years has revealed gross underreading and suggests 
that much potential salvage of lung cancer patients 
was lost through either inadvertent or intentional 
underreporting. Some attempt should be made to 
develop a more .accurate method of reading mini¬ 


films and thus avoid the extreme variability and in¬ 
exactness inherent in the present system. If chest 
roentgenograms are to be used efficiently for de¬ 
tecting lung cancer or any other pulmonary disease, 
scientific criteria must be developed and applied to 
this procedure. 

Betatron Treatment of Inoperable Bronchial Can¬ 
cer. E. Poppe. Tidsskr. norske laegefor. 79:1452- 
1455 (Dec. 15) 1959 (In Norwegian) [Oslo]. 

Only a small number of persons with bronchial 
cancer can be treated by radical surgery. Thus, 
there is always need for palliative treatment, both 
for the patients with inoperable primary bronchial 
cancer and for those with recurrence after earlier 
radical operation. In the Norwegian Radium Hos¬ 
pital treatment of inoperable bronchial cancer with 
ultrahard short roentgen rays from a 31-mev beta¬ 
tron has been found to give excellent palliative 
effect. Because of the favorable deep apportion¬ 
ment and smaller spread to the sides, betatron 
treatment can be carried out with less trouble and 
strain for the patient than the conventional roent¬ 
gen irradiation previously applied. 

Further Studies on the Accuracy of Oral Cholecyst¬ 
ography. H. L. Baker and J. R. Hodgson. Radiology’ 
74:239-245 (Feb.) 1960 [Syracuse, N. Y.]. 

The degree of accuracy of cholecystographic 
diagnoses made in the year 1957 at the Mayo Clinic 
was studied by correlating the operative and patho¬ 
logical findings of 1,207 surgically treated patients 
with the roentgenologic diagnoses. The results of 
this study in which iopanoic acid was used as the 
radiopaque medium were compared wadi 2 previous 
series in which iodoalphionic acid and iophenoxic 
acid were employed. The investigation revealed 
that 1.9% of the 1,207 diagnoses were in error. The 
use of iopanoic acid did not materially increase die 
percentage of gallbladders diat exhibited some 
degree of function. There was, however, a definite 
increase in the number of gallbladders with marked 
concentrations of the medium. There was no evi¬ 
dence that the increased opacity’ of iopanoic acid 
obscured tiny calculi or rendered normally visible 
abnormal gallbladders which did not contain stones. 
The diagnosis of normally functioning gallbladder 
was found to be correct in 98.3% of such cases. This 
represented an improvement over die audiors’ pre¬ 
vious series and v'as attributable to improvement 
in both roentgenographic technique and interpreta¬ 
tion. All gallbladders called poorly’ functioning were 
found to be diseased. The increased accuracy of 
diis diagnosis seemed to have a direct relationship 
to the medium employed. Stones were found in 
98.0% of the cases diagnosed preoperatively as 
cholelidiiasis. This is a decrease in accuracy from a 
previous series and resulted from misinterpretation 
of data made available as a result of the increased 
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adenomas were fomdta arrases in^Mch'they ' ™ 1*1* * ese viluse ? ar ? e " de ">ie, and 
were reported. No change was observed in the in¬ 
cidence of normal gallbladders” among the non¬ 
functioning group; 97.8% of these organs were 
round to be diseased. 


m 


PUBLIC HEALTH 

Etiology of the 1927-28 Epidemic of Dengue i. 
Gieece, M. Theiler, J. Casals, and C. Moutousses. 
Proc. Soc. Exper. Biol. & Med. 103:244-246 (Tan) 
1960 [Utica, N. YJ. 

In 19^7- 192S an extensive epidemic of a disease 
diagnosed as dengue occurred in Greece. The total 
number of cases probahjy exceeded one million. 
The diagnosis of dengue was made entirely on clin¬ 
ical grounds. During recent years several viral 
agents have been isolated-in mice from patients 
diagnosed as having dengue. Two of these are 
known rfs type 1 and type 2 of dengue virus. These 
types are distinct from each other, although there 
is a marked immunological overlap. Investigators 
in Israel have shown that infections in man with 
the West Nile virus may produce a disease which 
clinically resembles dengue. The 2 types of dengue 
virus and the West Nile virus belong to Casals’ 
group B of immunologieally related arthropod- 
borne viruses. Serologic investigations were made 
on serums obtained from residents of Athens to de¬ 
termine, if possible, the etiology of the dengue 
epidemic in 1927-1928. 

Serum Specimens were obtained in 1958 from 56 
Athenian residents. On the basis of age of these 
residents, the specimens could be divided into 2 
groups: 27 were from persons, aged 32 years or 
older, who were living at the time of the 1927-1928 
epidemic, and 29 were from persons who, since 
they were 29 years of age or less, had been born 
subsequent to the epidemic. To determine the 
presence or absence of antibodies, emphasis was 
placed on hemagglutination-inhibition (HI) tests. 
All serums were tested against 7 different group B 
virus antigens: West Nile (strain IG 2266); dengue, 
types 1 and 2; Japanese encephalitis; yellow fever 
(Asibi); Russian spring-summer encephalitis (RSSE); 
and SA H 336. The last named virus is an agent 
closely related to Uganda S. 

These studies provided an opportunity for ac¬ 
quiring information about the persistence of HI 
antibodies after a group B arthropod-borne virus 
infection. Evidence was obtained that the epidemic 
of 1927-1928 was in all probability due to dengue 
virus, type 1, because corresponding antibodies 
were demonstrated in about 70% of serums from 
persons living at the time of the epidemic, whereas 
serums from persons born after the epidemic were 
all free from such antibodies. In most regions where 
the group B arthropod-borne viruses occur, intec- 


are exposed to repeated infectionTby one o^moS 
gioup B agents. In the present instance, however 
the complete absence of any group B antibodies 

f t e seun ™ of the younger age group shows that 

o group B arthropod-borne virus infection has 
occurred in Athens since the epidemic of 1927-1928 
ndei these circumstances, the close correspond¬ 
ence between the results obtained in the HI and 
neutralization tests is good evidence that HI anti 
bodies persist for at least 30 years after an infection 
with dengue virus, type 1. 

Research on the Epidemic of Typhoid and Para¬ 
typhoid in Trieste. G. Rottini. Minerva med. 51:10°- 
105 (Jan. 13) 1960 (In Italian) [Turin, Italy]. 

A total of 16,006 cases of typhoid or paratyphoid 
were i;ecotded in Trieste, Italy, and the surrounding 
area during the period from 1920 to 1948. Only 5 
cases of paratyphoid, type A, were observed. The 
morbidity rate for typhoid was 20 per 1,000 at the 
beginning of the 29-year period studied and 2 per 
1,000 at the end. The morbidity rate for paraty¬ 
phoid declined from 4 or 5 per 1,000 in 1920 to 
about 0.5 per 1,000 in 1948. This decline was pro¬ 
gressive throughout the entire period studied, with 
the exception of the years .1941-1945 when die mor¬ 
bidity rate for typhoid reached a high of'54 per 
1,000 per year, and that for paratyphoid a high of 
7 per 1,000 per year. The highest frequency for 
both types of infection was recorded during the 
months of August* to October. The highest morbid: 
ity rate was observed among patients 10 to 30 years 
of age. The author points out that during the 30- 
year period the frequency of morbidity tended to 
shift toward early infancy and, proportionally more 
so, toward the age groups over 50. 

The total mortality rate for typhoid oscillated 
irregularly between 5 and 10% until 1948, when it 
declined spontaneously; the decline became more 
marked after 1951 when chloramphenicol became 
available for treatment. A similar behavior has been 
recorded for the total mortality rate for paraty¬ 
phoid, which oscillated between 5 and 2.5% until 
chloramphenicol camp into use. Before the adoption 
of the antibiotic the highest jmortality rate for both 
types of infection was recorded among sucklings. 
The prognosis was more favorable, especially in 
the case of paratyphoid, among children 1 to 5 
years of age. Total mortality rates were 2.1% tor 
typhoid and 0.70% for paratyphoid among children 
6 to 10 years of age, and 7.3% for typhoid and 
for paratyphoid among patients over 10 years o 
age. After the adoption of chloramphenicol, the 
total mortality rate for both types of infetfio ,., 
nonexistent among nursing infants and amon D 
dren 6 to 10 ye® of age. A 60% decta: « ob, 
served in the mortality rate among children 
y Zs of age, and an 87.7% decline among *» 
over 10 years of age. 
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HYPERPARATHYROIDISM 
To the Editor:— W/iaf are the bgst laboratory pro¬ 
cedures for making a diagnosis of hyperparathy¬ 
roidism in a person who has severe renal instiffi-. 
cicncy? No bone changes have been observed— 
the phosphorus level is elevated, serum calcium 
and alkaline phosphatase levels are normal, and 
the blood urea nitrogen level is 64 mg.%. The 
patient has bilateral renal calcification. 

James E. Cimino, M.D., Orlando, Fla. 

Answer.— In renal failure with phosphorus reten¬ 
tion “secondary” hyperparathyroidism is usually 
present and the situation is chemically nearly iden¬ 
tical to that of primary hyperparathyroidism with 
supervening renal failure. In some of the latter cases 
the blood calcium level fails to fall as low as is 
usually seen in uremia of other origins and may be 
considered relatively high, that is, high for the 
severity of the degree of uremia. If the phosphorus 
level can be lowered by forcing fluids, administra¬ 
tion of massive doses of aluminum hydroxide, or 
dialysis, the calcium level may become cKarly high. 

It is worthwhile to.attempt to ^tablish the diag¬ 
nosis, since fairly severe renal insufficiency may 
improve when a causative parathyroid adenoma is 
removed. 

The nature of the kidney calcification and a care¬ 
ful history' are more apt to establish the diagnosis 
than is the blood chemistry. If any' stone previously' 
passed or removed is available it should be ana¬ 
lyzed. Diffuse nephrocalcinosis suggests hyperpara¬ 
thyroidism, renal tubular acidosis, vitamin D intoxi¬ 
cation, or milk alkali syndrome. Oxalate stone is 
common in hyperparathyroidism. Large, layered 
phosphate stones suggest that urinary tract infec¬ 
tion was an early if not the primary event. 

•Taking of the medical history' should include- 
inquiry' about urinary tract infection and instrumen¬ 
tation; intake of alkali, ^jtamin D, or excessive in¬ 
take of milk; and other causes of sfone. Finally', the 
ability of multiple small cystine stones to imitate 
the roentgenographic picture of nephrocalcinosis 
should not be forgotten. 

A STATISTICAL COHORT 

To the •Editor:— During the past year I have seen 
increasing references to cohort and cohort rate 
in articles dealing with biometry. What is the 
definition of these terms? 

M.D., California. 

answen here published have been prepared by competent au- 
or V e5 ' They do not, however, represent the opinions of any medical 
° Cr 0r S an lzation unless specifically so stated in the reply. Anony- 
ous communications cannot be answered. Every letter must contain 

e xvri ter s name and address, but these will be omitted on request. 
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Answer.—A cohort is a group of persons starting 
life (or, in some instances, marriage) during the 
same year or other time interval. Thus the birth 
cohort of 1900 consists of persons bom in that year 
and the marriage cohort of 1930-1934 consists of 
persons married during those years. A cohort rate is 
a measure of the experience, for example of mortal¬ 
ity or fertility, of a cohort its it goes through,life. 
Cohort rate is in contrast to a period rate, which 
is a measure of the experience of an entire popu¬ 
lation during a period of time. * 4 

» 

PREGNANCY and jet airplane travel 

To the Editor:—A newspaper printed a report that 
an obstetrician advised an actress not to fly in jet 
airplanes until after termination of her pregnancy 
but said that flights in ordinary planes arc all 
right. Wliat is the basis for this recommendation? 

George R. Mason, M.D., Moultrie, Ga. 

Answer.— The following statement will be pub¬ 
lished in a booklet which-will be sent to all phy¬ 
sicians by a‘special committee of the Aerospace 
Medical Association: “Physicians generally agree 
that a woman with an uncomplicated pregnancy is 
not sick, that she is a normal individual undergoing 
a normal physiological process. Most airlines feel 
that the only contra-indication to air transport of 
the pregnant woman is the danger of precipitate 
delivery' during flight. All airlines accept the preg¬ 
nant woman during the seventh month of gestation 
and the majority will transport those in the eighth 
month. In order to be accepted for air transport 
during tile ninth month, the pregnant woman must 
present a certificate signed by her physician certify¬ 
ing that lie has examined her within 72 hours of 
departure, has found her to be physically' fit for 
transportation, and states the estimated date of 
birth. The following is a police-recommended by 
the Airline Medical Directors Association: Any 
woman in pregnant condition shall be accepted 
from the beginning of the first month on through 
the end of the eighth month of gestation without 
question. Any woman in the ninth or last month of 
pregnancy' shall be accepted who can furnish a cer¬ 
tificate from an obstetrician dated within 72 hours 
of departure, stating that he has examined and 
found her to be physically fit for transportation 
from (place) to (place) on (date) and the estimated 
time of birth for the baby as (date).” 

Pregnant travelers should select rearward facing 
seats, if possible, to allow use of a loosely fastened 
seat belt across the thighs under the fetal bulge. It 
is not unusual for those near term to develop false 
labor pains within a day or so after flight and any 
patient traveling in the latest stages of pregnancy 
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should be forewarned that this might occur. A study 
or abortion m 1,000 women aged 16 to 42 years 
havehng by air during World War II. revealed no 
correlation between abortion and flying. Air travel 
is not harmful to a normal pregnancy regardless of 
the duration of the pregnancy. There are no reliable 
reports of deleterious effects to the unborn child or 
mother, due to premature labor, or hypoxia, in the 
altitudes traveled by commercial aircraft. 

The medical committee of the Air Transport 
Association of America, which comprises the medi¬ 
cal directors of the six major airlines, has adopted 
the recommendation of the airline medical directors 
as quoted above as far as domestic travel is con¬ 
cerned. To date there is no record of a full-term 
viable birth occurring on any domestic scheduled 
airliner in the United States, with the exception of 
several on the Puerto Rican run. 

The policy for overseas passengers is to advise 
them not to fly after the eighth month of pregnancy. 
This policy is predicated on travel time. With the 
advent of jet aircraft, the present policy for domes¬ 
tic travel may be extended to overseas travel be¬ 
cause of the shorter duration of flights on the jet 
planes. There appears to be no explanation for the 
recommendation, referred to in the inquiry, that 
women in the later stages of pregnancy should 
avoid travel in jet aircraft. The jet aircraft has a 
much shorter travel time, is pressurized at greater 
levels, and therefore is much more adapted to the 
human physiology than some of the conventional 
aircraft. Possibly the obstetrician had not been 
fully informed of the physiological and practical 
facts regarding air travel in jets. It is indeed un¬ 
fortunate that this recommendation received such 
wide dissemination. 

ATYPICAL MYCOBACTERIAL INFECTION 
To the Editor: —Please discuss the communicability 
of atypical pulmonary tuberculosis. A patient 
with this disease was recently discharged from a 
sanitarium. He is an elderly man who plans to 
live alone in an apartment and do his own 
cooking. 

M.D., Georgia. 

Answer.— It is incorrect to describe an infection 
due to atypical mycobacteria as atypical pulmonary 
tuberculosis, since these mycobacteria can be dis¬ 
tinguished from the human tubercle bacillus. There 
is no proof to date that the various atypical myco¬ 
bacteria are transmissible from one human being to 
another. All the unclassified or atypical mycobac¬ 
teria have been found in the sputum of normal 
persons. These organisms are classified by Runyon 
into groups 1, 2, 3, and 4. Group 3, the nonphoto- 
chromogen, is the type most frequently encoun¬ 
tered in the southeastern part of the United States. 
This type accounts for 1 to 2% of patients with 
chronic pulmonary infections admitted to tuber- 
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culosis hospitals in this area. There is as 
report of such infections occurring in the same 
family, and cross-infection with atypical mycobac 
tena in hospitalized patients has not occurred 
Patients with atypical mycobacterial infections can 
acquire tuberculosis in tuberculosis hospitals ,, 
less they are isolated. Results of skin tests made 
with use of purified protein derivative prepared 
from the nonphotochromogens indicate that infec¬ 
tion is common in the southeastern United States. 
Clinical disease due to these mycobacteria is rela¬ 
tively uncommon and is frequently associated with 
other chronic lung disease, such as pulmonary 
emphysema and tuberculosis. 


Prolonged hospitalization is of little benefit to 
the older patient who is not a candidate for re¬ 
sectional surgery. Medical treatment is of limited 
value, since these organisms are resistant to most 
antimicrobial agents. Resectional surgery in the 
appropriate case is the most effective form of treat¬ 
ment. The elderly patient in question is an ideal 
candidate for discharge, since, after a short pe¬ 
riod, such persons have received maximum hospital 
benefit. 


STAPES MOBILIZATION AND DEAFNESS 
To the Editor:— Please give an outline of the 
stapes nwbilizatjon operation which is performed 
for deafness. Is it usually successful? Where am 
one have it performed? 

Jean Jongewaard, M.D., Jefferson , Iowa. 


Answer.— The stapes mobilization procedure and 
its more recent refinements represent a notable 
advance in the surgery of otosclerosis. These pro¬ 
cedures are less arduous for the patient than the 
fenestration operation, largely because the period of 
hospitalization is short and there is no mastoid or 
fenestration cavity to heal over. The range of types 
of otosclerotic deafness which can be treated by 
mobilization is wider than the range suitable for 
fenestration. For example, a patient with bilateral 
otosclerosis who has only a mild hearing loss can be 
treated by stapes mobilization, whereas fenestration 
would be contraindicated. The fenestration opera¬ 
tion is successful in a greater percentage of patients 
than is the stapes mobilization procedure, but wiien 
mobilization is successful, the hearing results are 
often much better than those afforded by fenestra¬ 
tion. A disadvantage of stapes mobilization is > a - 
while gaining immediate and worthwhile impr 
ment in hearing, a significant number of pat en 
gradually revert to their preoperative healing l 
because the stapes footplate has again 
fixed. If mobilization is earned out and ta is 
mediately or later, fenestration is still possible, 

involving the stapes has re¬ 
cently been modified so that now, when sun 
manipulation fails to free a fixed stapes, the stapes 
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may be removed in part or completely and a graft 
and prosthesis put in its place. Results from this 
more complex procedure are an advance over tire 
original mobilization technique in terms of the de¬ 
gree of hearing improvement obtained and of the 
permanence of this improvement. 

A patient’s advanced age is not a contraindica¬ 
tion to either of these stapes procedures. It is pos¬ 
sible, however, that with advancing age a marked 
high-tone nerve deafness may develop which could 
militate against the chances of a successful hearing 
result. A thorough audiometric analysis should be 
made to determine the suitability or unsuitability 
for surgery. 

There are a number of places in the United 
States where both types of stapes operations are 
performed. In general, all schools of medicine of 
good repute have on their staffs otologists thor¬ 
oughly experienced in all of the stapes mobiliza¬ 
tion and graft procedures. 

DISINFECTION OF WRESTLING MATS 

To the Editor:— The members and coach of a high 
school wrestling team have been afflicted with 
infections in skin abrasions sustained from contact 
with wrestling mats. Can you suggest an effective 
way of disinfecting these mats? 

Frank R. Peterson, M.D., Butte, Mont. 

Answer.— There is no easy solution to this prob¬ 
lem, because the covering of the mat presumably 
is made of canvas and thus is permeable to se¬ 
cretions containing bacteria. Disinfection by tire 
ethylene oxide-gas method is recommended, since 
heat sterilization of such a large object is imprac¬ 
ticable. The gas penetrates readily and causes no 
damage to textile materials. The mat should be 
rolled and tightly sealed in a covering of plastic 
sheeting. Ethylene-oxide gas is then forced into the 
plastic bag, which is kept hermetically sealed for 
24 hours. Since ethylene oxide is flammable, it is 
usually dispensed in a 10% mixture with 90% carbon 
dioxide or hydrogenated hydrocarbons containing 
fluorine atoms. An easier method would be to re¬ 
move the mat from use for two weeks and expose 
it to fresh air and sunlight. The surface of the mat 
should, during the two-week period, be scrubbed 
several times with one of the many detergents 
available. This method would not accomplish com¬ 
plete sterilization but would kill most of the bac¬ 
teria. Canvas-covered mats subject to repeated body 
contacts should be protected by a heavy plastic 
material which can be removed each day for cleans¬ 
ing- The source of bacteria in the infections de¬ 
scribed is usually a wrestler with infected lesions. 
Hence, the most important measure in the ultimate 
control of such infections would be a daily sur¬ 
veillance of and elimination from participation of 
the wrestlers with lesions until they have recovered. 


DLABETES AND PREGNANCY 

To the Editor:— What is the most effective medical 
management of a patient who has a family his¬ 
tory of diabetes? The patient is not obese and has 
never had glycosuria, but the result of her glu¬ 
cose tolerance test indicates a marginal diabetic 
condition. She has had recurrent episodes of 
mondial vulvovaginitis. Of four pregnancies, 
three ended as spontaneous abortions and one 
continued to term with delivery of a living, 
healthy 4-lb. 4-oz. infant . She wishes to have 
another baby. 

J. Bothwell Traylor, M.D., Athens, Ga. 

Answer— Treatment of a patient with a family 
history* of diabetes and a glucose tolerance test 
result indicating mild diabetes consists in correct 
dietary’ control of food intake. This can be accom¬ 
plished by determining the blood sugar level one 
hour after the patient eats breakfast; the blood 
sugar level should not exceed 150 mg.% (Folin-Wu). 
If it is abnormally elevated, the carbohydrate con¬ 
tent of the diet should be decreased to 100 to 130 
Gm. per day, with maintenance of normal weight 
by an increase of dietary' protein and fat. If the 
blood sugar level is not reduced to normal thereby, 
sidfonylureas (tolbutamide or chlorpropamide) may 
be used in small doses. While the incidence of abor¬ 
tions has not been shown to increase in diabetic 
women—unless acidosis occurs during the preg¬ 
nancy-diabetes can progress in severity, and a mild 
diabetes can become overt during pregnancy'. 
Hence, the necessity' for close observation of a 
diabetic state during pregnancy will be of thera¬ 
peutic benefit to the patient and of value in obstet¬ 
ric care. 

PROLONGED LACTATION AFTER 
MISCARRIAGE 

To the Editor:— A 35-year-old woman who has not 
yet carried a pregnancy to term has had five mis¬ 
carriages. She has had profuse milky discharge 
from both breasts since her last miscarriage five 
years ago. Her condition has been studied and 
she has received synthetic estrogens and testos¬ 
terone in attempts to stop the discharge, without 
improvement. Her breasts are engorged and the 
discharge, on analysis, teas reported to be similar 
to normal breast milk. What can be done to con¬ 
trol this condition? 

E. S. Sards, M.D., Naalehu, Hawaii 

Answer.— This question poses two problems: re¬ 
peated abortion and persistent lactation after the 
last abortion. The question, as stated, gives no 
information on either the duration of each of the 
lost pregnancies or the results of laboratory tests 
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winch might provide a clue to the causal factors 
involved. Similarly, is the persistent lactation ac¬ 
companied by amenorrhea? If so, one is probably 
dealing with the rare Chiari-Frommel syndrome in 
winch amenorrhea and lactation continue for some 
years after a pregnancy. Arginz and Del Castillo 
believe that it is due to an “eosinophilic hyperfunc- 
tion of the anterior lobe of the pituitary with in- 
cieased production of prolactin.” Another possible 
cause of this syndrome is a pituitary tumor. 

In general, treatment is most unsatisfactory. Tem¬ 
porary improvement may be achieved by adminis¬ 
tration of estrogen-progesterone or estrogen-andro¬ 
gen preparations. If a space-taking pituitary lesion 
is present, x-ray therapy or operation may be indi¬ 
cated. 
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•i i T G aUCOma is not usually associated 
with hypothyroidism. The incidence of S 

m the age group given is about 2 to 3%. Since 

hypothyroidism is predominantly a disease of 

thaHh d 7 ing the ™ en °Pf s S> it $ not surprising 
that the two conditions frequently coexist! Con¬ 
versely glaucoma is frequently associated with the 
exophthalmos of hyperthyroidism. It is felt that in 
t le latter state it is the compression of the venous 
outflow channels by the increased orbital contents 
that produces an increased intraocular pressure. 
The myxedema of hypothyroidism apparently does 
not involve the retrobulbar tissues. 

SIDE-EFFECTS OF SUGAR SUBSTITUTES 


AURICULAR FIBRILLATION AND 
MITRAL COMMISSUROTOMY 
To the Editor:— Should an attempt be made to 
convert auricular fibrillation to a normal rhythm 
in patients who have had a mitral commissuroto¬ 
my performed? Many of these patients had fibril- 
lating hearts before the procedure which continue 
fibr ilia ting postoperatively. What is the experi¬ 
ence of physicians who have followed the prog¬ 
ress of such patients over the years? 

M.D., Washington. 

Answer.— The problem of attempting to convert 
atrial fibrillation to normal rhythm after operation 
for mitral stenosis is not entirely settled. If a patient 
is in normal sinus rhythm at the time of operation, 
or within a short period before operation, it makes 
sense to convert a postoperative arrythmia promptly 
and this is usually easy to do. If the patient has 
been fibrillating for a long time, is in the older age 
group, and has a well-controlled heart rate with 
good myocardial reserve, fibrillation is usually ac¬ 
cepted as a satisfactory clinical state and conversion 
is not attempted. If the patients fibrillation is of 
relatively short standing, if there are no intracardial 
clots, and if the heart appears healthy, an effort is 
usually made to convert the patient to normal rhy¬ 
thm, either electrically during the course of opera¬ 
tion or postoperatively with quinidine sulfate ther¬ 
apy. In both cases, the conversion has rarely been 
permanently successful. 

GLAUCOMA AND HYPOTHYROIDISM 

To the Editor:— Two women, aged 45 and 52 
years , respectively, have glaucoma associated 
with hypothyroidism. I have been unable to find 
any reference to a cause-and-effect relationship 
between these two diseases. Is there any estab¬ 
lished connection of the two or any rational 
explanation of a myxedematous state producing 
increased intraocular tension? 

M.D., Pennsylvania. 


To the Editor:— Assuming that there is no question 
of either diabetes or of a condition in which 
sodium intake is important, can the indiscrimi¬ 
nate ingestion of saccharin or cyclamate sodium 
or calcium to reduce or prevent obesity.he harm¬ 
ful to dieting laymen? 

Donald Macomber, M.D., Brunswick, Maine. 

Answer.—T here is no evidence that the con¬ 
tinued use of either saccharin or cyclamate sodium 
has any harmful effects. 

The food protection committee of the National 
Research Council has published a pamphlet entitled 
“The Safety of Artificial Sweeteners for Use in 
Foods.” This discusses thoroughly the acute and 
chronic toxicity of both cyclamate and saccharin. 
The conclusion states that the unrestricted use of 
cyclamate in foods and beverages may result in the 
formation of soft stools, but that it probably does 
not interfere with other functions of the intestine 
and is no health hazard. It is further stated that the 
maximum amount of saccharin likely to be ingested 
is not hazardous and that there appears to be no 
adverse synergistic effect from combinations of 
cyclamate sodium and saccharin. 


PROTHROMBIN TIME DETERMINATION 

To the Editor:—I t is frequently stated, Do not use 
anticoagulants unless you are certain of your 
laboratory’s ability to perform accurate prothrom¬ 
bin time determinations.” At which points in the 
procedure are errors apt to be made and how 
can then be eliminated? 

* F. M. Furr, M.D., Cuba City, Wis. 


Answer.— Detailed delineation of estimation of 
da:fma prothrombin by the one-stage me 10 
Quick) and general consideration of objectives, 
nderlying principles, equipment and procedure, 
nd sources of error and limitations are given 
hapter 7 of “Coagulation of Blood: Me hod 
tudy” (edited by Tocantins and prepared unm 
ie auspices of the National Research Council, 
lew York, Grune & Stratton, Inc., 1955). 
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Delay Recommended on Aged Health Bills . . 
Group Proposes Large Research Effort . . 

Welch Blames Politics . . 

States Queried on Federal Role . . 

POSTPONE ACTION ON HEALTH PLANS, 
A. M. A. URGES 

Members of the House Ways and Means Com¬ 
mittee were urged by tile American Medical Asso¬ 
ciation to avoid hasty action “in an atmosphere of 
panic,” and put off until next year consideration of 
plans for health care of the aged. 

In a letter sent to all Committee members, 
A. M. A. President Dr. Louis M. Orr declared: 

“It has become increasingly apparent that the 
creation of a sound program requires additional 
objective appraisal and discussion. 

“Clearly, any legislation adopted in haste—during 
the inevitable tensions of an election year—is likely 
to harm tire very people whom it is intended to 
help. 

“For this reason, we are convinced that further 
study of the matter is in the best interests of the 
nation’s older citizens and is in the best interests 
of all citizens, regardless of age. 

“As we all know, this is a complex matter, inti¬ 
mately affecting the lives of millions of our citizens. 
Moreover, many of the facts essential to effective 
planning are not yet available. They must be ob¬ 
tained in the months remaining before the White 
House Conference on Aging in January, 1961. 

Obviously, some proponents of compulsory na¬ 
tional health insurance have sought to create an 
atmosphere of panic, in which far-reaching legisla¬ 
tion could be rushed through without adequate 
consideration of the best interests of our aged 
citizens. This atmosphere had made it difficult, if 
not impossible, to weigh fully the potential impact 
of the various legislative proposals that have been 
offered. In fact, recent proposals have received no 
hearings whatsoever. 

In our opinion, it would be a tragic mistake for 
our nation to undertake a vast program, ultimately 
costing billions of dollars and entering a new and 
uncharted field, without offering all interested and 
responsible parties an opportunity to present their 
viewpoints. 

Consequently, we reiterate our conviction that 
me only practical and realistic course is to postpone 
action at this time.” 

With Congress gearing for adjournment by 
l ul y 1, time became an important factor in the 
controversial debate over financing health care for 
hie aged. The House Ways and Means Committee, 
as of this writing, had not approved any measure 
m Hie field, and the future course of legislation 
involving health care for the elderly hinged to a 
extent on what action the committee took. 

tihis is because all legislation involving such 


taxes as those paid for social security must be 
originated in the House rather than the Senate, 
and the Ways and Means Committee is the group 
that considers tax measures first. 

A series of test votes on the issue revealed that 
there was no overwhelming sentiment on the com¬ 
mittee for any of the three approaches before it. 
The lawmakers, in fact, rejected the Forand bill to 
finance health care through the social security 
system, turned down the administration’s plan in¬ 
volving the present federal-state public assistance 
programs, and defeated a proposal to postpone all 
consideration until next fall. By a single vote, the 
Committee did direct the staff to prepare a bill 
that would be a trimmed-down version of the ad¬ 
ministration plan, but Committee members agreed 
this was not a valid test of Committee sentiment 
on the issue. 

Noting the lack of time and the confused legis¬ 
lative situation, J. F. Follmann.Jr., information and 
research director of the Health Insurance Associa¬ 
tion of America, declared the association “believes 
the question of health care financing for older peo¬ 
ple deserves the judicious, unhurried appraisal of 
Congress, because the subject has long-range im¬ 
plication of importance to the economic and social 
structure of the nation.” 

Organized labor leaders, meanwhile, stepped up 
their campaign to win enactment of the Forand bill. 
They called a rally in Madison Square Garden, 
New York City, at which proponents of government 
medicine measures attacked the administration, the 
American Medical Association, and other foes of 
compulsory medical schemes. 

On die other band, Arthur S. Flemming, Secre¬ 
tary of Health, Education, and Welfare, and Dr. 
Thomas S. Parran, U. S.' surgeon general from 1936 
to 1948, criticized the Forand measure in addresses 
before the 10th annual Group Health Institute. 

The Forancf bill “would include a great many 
persons who are not a part of the problem . . . and 
it would exclude approximately 4 million of die 16 
million persons 65 and over from the program be¬ 
cause they are not eligible for social security,” 
Flemming said. In addition, it would impose a 
compulsory increase in social security taxes on em¬ 
ployers and employees alike, he noted. 

Dr. Parran said the bill was drafted by persons 
who are “panning for political gold rather than 
attempting to meet this very real and serious prob¬ 
lem in the best possible way.” 

ADVISORY GROUP RECOMMENDS VAST 
RESEARCH OUTLAYS 

A congressional advisory group proposed a 264- 
million-dollar increase in federal medical research 
expenditures diis year "to support a determined 
attack on the dread diseases.” 

The present level of support—100 million dollars 
—“is far from adequate to permit the great ad- 
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vances essential for the future,” the group de¬ 
clared in a report prepared for the Senate Appro¬ 
priations Committee. 11 

The advisory group was headed by Dr. Boisfeuil- 
iet Jones, vice-president and administrator of health 
services, Emory University, Atlanta. Of the 12 com¬ 
mittee members, 9 were medical scientists, 3 were 
mtouned laymen, and one was a physician with 
medical administrative experience. 

According to the report, “inadequate” federal 
medical research funds during the last 15 years 
“have been spent with remarkable efficiency and 
consistently high standards." By the year 1970, the 
committee said, such spending could be stepped up 
to 2 billion dollars a year. 1 

The National Institutes of Health “could effec¬ 
tively use $576,500,000 for orderly growth and de¬ 
velopment of its present program this fiscal year, 
and another $S7,500,000 in seven new areas justify¬ 
ing special emphasis.” These included “a needed 
appropriation of 55 million dollars to start setting 
up regional clinical research centers ... a 12-mil- 
lion-dollar fund for primate research centers and 
for development of facilities for the production of 
additional laboratory animals ... 10 million dol¬ 
lars for the support of international medical re¬ 
search and considerably more for the same purpose 
in the year to come ...” 

The committee also proposed construction of an 
international medical facility at NIH, a 5-million- 
dollar appropriation for the support of instrumen¬ 
tation research, 60 million dollars for building med¬ 
ical colleges, and 50 million dollars for construction 
of health research facilities. 

The administration this year recommended 400 
million dollars for medical research—the amount 
Congress appropriated last year. The House this 
year voted 455 million dollars, and the measure 
went to the Senate which in recent years has ap¬ 
proved more money than the House for such pur¬ 
poses. 

The advisory committee disagreed with asser¬ 
tions by President Eisenhower and others that too 
much federal spending on research could lower the 
quality, divert needed medical and scientific per¬ 
sonnel from vital work, and stifle private research 
efforts. “Physicians and dentists constitute less than 
half of the professional personnel engaged in re¬ 
search,” said the group. “Since the number of Ph.D. 
graduates is increasing rapidly, and the number of 
supporting personnel is almost limitless, and since 
modern equipment and techniques have enor¬ 
mously magnified the productivity of the individual 
investigator, the present relative shortage of phy¬ 
sicians and dentists is not a limiting factor on the 
expansion of our research effort.” 

Members of the committee, in addition to Dr. 
Jones, were Alfred Blalock, M.D., Chairman, De¬ 
partment of Surgery, Johns Hopkins University 
Medical School; Virginia G. S. Burnham, vice- 
president, Connecticut Manufacturing Co., Inc., 
Waterbury, Conn.; Michael E. De Bakey, M.D., 
Chairman, Department of Surgery, Baylor Univer¬ 
sity College of Medicine; Edward Dempsey, Ph D., 
Dean, Washington University School of Medicine; 
Sidney Farber, M.D., Professor of Pathology, Har¬ 
vard Medical School; Harry Lyons, D.D.S., Dean, 
School of Dentistry, Medical College of Virginia; 
Leo Rider M.D., Visiting Professor of Radiology, 
University’of California Medical School at Los 


Angeles; Brig. Gen. David Sarnoff U c » 
Reserve, Chairman of the Board Radin r Arm -’ 
tion of America; Cornelius H. Trae«er M tW 8 ' 
fessor of Clinical Medicine Cornell’ it • n> 
Medical School; J. Walter Wilson, Ph.D S 
man, Department of Biology Brown tu f 
JUKI Cecil Wittson, M.D., C&a™ DapSSffij 

Universi,y ° f «*»** 

ANTIBIOTICS CHIEF RESIGNS 

Henry Welch, Ph.D., chief of the Food and Drue 
Administrations division of antibiotics, resigned it 
the request of Arthur S. Flemming, Secretary of 
Health, Education, and Welfare. y 

In his letter of resignation, Dr. Welch blamed 
politics for the controversy over his outside income 
He called for a “nonpolitical evaluation” of his 
editorship of two antibiotics magazines-tlie Jour¬ 
nal of Antibiotics and Chemotherapy, and Anti¬ 
biotic Medicine and Clinical Therapy. 

After staff investigators of the Senate antitrust 
subcommittee studying the drug industry reported 
that Dr. Welch had received $287,142 in outside 
income since 1953, HEW Secretary Flemming de¬ 
manded his resignation. 

“I challenge anyone to search the journals and 
come up with any article, paragraph or sentence 
which reflects a lack of editorial or scientific in¬ 
tegrity,” Dr. Welch said in his letter. He said the 
columns of his periodicals had been open to full 
representation of both sides of controversial sub¬ 
jects, and “I reserved the right to review any 
advertising copy to curb any tendency toward 
improper claims.” 

STATES ASKED FOR VIEWS ON 
FEDERAL AGED ROLE 

Plow far the federal government should go in 
assisting the states to care for needy older persons 
was the main question asked of the 50 state con¬ 
ferences now preparing for the White House Con¬ 
ference on Aging in January. 

In a pamphlet sent to all 50 state groups, die 
National Advisory Committee of the White House 
Conference asked the states to make recommenda¬ 
tions on the federal government’s role in the held. 

The document noted there was “some disposi¬ 
tion” in Congress to “explore further the question 
of federal responsibility." In addition, there are 
Congressional forces desiring “a broader commit¬ 
ment than exists now on the part of the fed . 
government in the aging field,” with large app 
priations needed to carry out some of the proposal* 
P ‘What are the wishes of the states themselves? 
the pamphlet asks. “Do they want federal gran 
aid specifically keyed to the aging me l am de> 
Drenared to provide matching funds sho 
Ea ?e“Sred? P If so, through what channels J 
the states then prefer to receive the feder. 

“T 2.800 delegates attending the »‘ H 

meet in 10 major work g r0U P T subjects such 
mendations. They will cover 20 broad si^e d 
as housing, recreation, retirement, finances, 

health care. 



HOW WOULD YOU DEFINE 

the ideal diuretic? 

The qualities to be sought in an ideal diuretic have been 

listed 1 as follows: 

“(1) Sustained rather than abrupt violent action. 

(2) Reduced capacity for electrolyte upheaval. 

(3) Convenience of administration; self-ad mini stration (oral, 
rectal, or subcutaneous). 

(4) Decreased toxicity (systemic and local irritant action, 
especially of the gastrointestinal tract). 

(5) Effectiveness where others are ineffectual or contra¬ 
indicated. 

(6) Applicability in cases with a history of allergic reaction 
to other diuretics.” 


It would be rash to term any chug ideal. It is safe to say, 
however, that Aldactone very closely approximates these six 
requirements. Most importantly, Aldactone often relieves 
edema and ascites resistant or not optimally responsive to 
conventional diuretics. By blocking the action of the potent 
salt-retaining hormone, aldosterone, Aldactone, used alone 
or in synergistic combination with other potent agents, estab¬ 
lishes satisfactory diuresis in most edematous patients who 
have heretofore been considered beyond the help of medical 
management. Aldactone offers a fundamentally new approach 
to the control of edema in such disorders as congestive heart 
failure, hepatic cirrhosis, the nephrotic syndrome and idio¬ 
pathic edema. 


ALDACTONE 

(brand of spironolactone) 


is supplied as compression-coated yellow tablets of 100 mg. 


C Modell, W.: Am. J. Cardiol. 3:139 (Feb.) 1959. 


Research in the Service of Medicine 


g.d.SEARLE&go. 


30 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION- Dr F I I m • 

Norlh De-uhnm St r-i - , ' „ ur ‘ A * L - Blasingnmc, 535 

, aib , 0 "' S ‘” C,,,ci, So 10. Executive Vicc-Presitlc.it, 

; , ^ cc ‘|“«> Miami Beach, Fla., J unc 13 . 17> 

1JG0 Cluneal Meeting, Washington, D. C., Nov. 28-Dec. 1. 

;. ( !f New York City, June 20-30. 

IJOI Clinical Meeting, Denver, Nov. 27-30. 

inrs l '‘ cc,in R’ Chicago, June 11-15. 

IJG-. Clinical Meeting, Los Angeles, Nov. 20-29. 

AMERICAN 


American Collkci: of Anciolocy, Honey Plata Hotel, Miami Beach, 

v-' 1 '! y, Ul r. Alfrcli Uulpeni, Ph.D., 11 Hampton Court, Great 

Neck, N. i., Executive Secretary. 

American College of Chest Physicians, Miami Beach, Fla., June 8-12 
Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive 
Director. 

American Diauetes Association-, Isc., Hotel Deauville, Miami Beach, 
tia„ June 11-12. Mr. J. Richard Connelly, 1 E. -15th St., New York 17, 
Executive Director. 

American Electuoencefiialogilyvihc Society, Belmont Hotel, Cape 
Cod, Mass., June 10-12. Dr. Ceorgc A. Ulett, 1-120 Grattan St., St. 
Louis -1, Secretary. 

American Ceiuatiucs Society, Americana Hotel. Miami Beach, Fla., 
Juno 9-10. Dr. Richard J. Krnemer, 2907 Post Road, Warwick, R. I., 
Secretary. 

Ameiucan Medical Women's Association, Hotel Carillon, Miami Beach, 
Fla., Juno 9-12. Mrs. Lillian T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

Ameiucan Neuholocical Association, Hotel Statler, Boston, Junc 13-15. 
Dr. Melvin D. Yahr, 710 W. 108th St„ New York 32, Secretary. 

Ameiucan Physical Tiiekai-v Association, Peun-Sheraton Hotel, Pitts¬ 
burgh, June 26-July 2. Miss Lucy Blair. 1790 Broadway, New York 19, 
Acting Executive Director. 

Ameiucan Physicians Aut Association, Miami. June. Dr. Kurt F. Folkson, 
7. E. 78tli St., New York 21, Secretary. 

Ameiucan Rheumatism Association, Hotel Diplomat, Hollywood-by-thc- 
Sea, Fla., June. Mr. Cerard W. Speyer, 10 Columbus Circle, New York 
City, Executive Secretary. 

Ameiucan Society of X-Ray Technicians, Netlierland Hilton Hotel, 
Cincinnati, June I1-1C. Genevieve J. Eilert, R.T., 16 Fourteenth St., 
Fond du Lac, Wis., Executive Secretary. 

Ameiucan Thkiiaveutic Society, Barcelona Hotel, Miami Beach, Fla., 
June 9-12. Dr. Oscar B. Hunter Jr., 915 19th St., N. W., Washington 8, 
D. C., Secretary. 

Association for Research in Ophthalmology, Inc., Miami, Fla., June 
12-17. Dr. Lorand V. Johnson, 10515 Carnegie Ave., Cleveland 6, Sec¬ 
retary-Treasurer. 

Endocrine Society, Eden Roc Hotel, Miami Beach, Fla., June 9-11. Dr. 
Henry 11. Turner, 1200 N. Walker, Oklahoma City, Okla., Executive 
Secretary. 

Idaho State Medical Association, Sun Valley, June 15-18. Mr. Armand 
L. Bird, Sonna Bldg., Boise, Idaho, Executive Secretary. 

Maine Medical Association, Hotel Samosct, Rockland, June 19-21. 
Dr. Daniel F. Hanley, P. O. Box 2-10, Brunswick, Maine, Executive 
Director. 

Northwest Proctologic Society, Roche Harbor, San Juan Island, Wash., 
June 21-2-1. Dr. L. D. Leslie, 1162 Willamette St., Eugene, Ore., 
Secretary-Treasurer. 

Society of Biological Psychiatry, Deauville Hotel, Miami Beach, Fla., 
June 11-12. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Executive Secretary. 

Society for Investigative Dermatology, Inc., di Lido Hotel, Miami 
Beach, Fla,, Juno 13-15. Dr. Herman Beennan, 255 S. 17th St., Phila¬ 
delphia 3, Secretary-Treasurer. - 

Society of Nuclear Medicine, Estes Park, Colo., June 22-25. Dr. Thad 
P. Sears, Veterans Administration Hospital, Denver 20, Chairman. 

Society for Vascular Surgery, di Lido Hotel, Miami Beach, Fla., June 
12. Dr. George H. Yeager, 31-1 Medical Arts Bldg., Baltimore 1, Sec¬ 
retary. 

July 

Ameiucan Goiter Association, Church House, London, England, July 
5-8. Dr. John C. McClintock, 702 Madison Ave., Albany 8, N. Y., 
Secretary. „ , „ , 

American Society of Facial Plastic Surgery, Hotel Elysee, New York 
City, July 22. Dr, Samuel M. Bloom, 123 E. 83d St„ New York 28, 

Flying Physicians Association Hawaii Cruise, leaving Los Angeles aud 
San Francisco, July 11. For information write Mr. Mark E. DeGron, 

P. O. Box 3275, Tulsa. Okla. „ . 

Oregon Cancer Conference (Second Annual), Sheraton Hotel, Port¬ 
land. July 7-8. Dr. Martin A. Howard, 115 S. W. Taylor St., Portland 
5» Ore., Chairman. , _ r . 01 

Rocky Mountain Canceii Conference, Hilton Hotel, Denver, July 

Mr. Harvey T. Sethman, 835 Republic Bldg., Denver 2, Executive Sec¬ 
retary, Colorado State Medical Society. 


American Association of Bi nnn rt, r > ... 

F ° r write AABB 

30 N. Michigan, Chicago 2 . Central Office, Suite 1619 

sa Mr -«—'■ . 

Med. and Rehab., Univ, of Colorado Mpy? y rw P e S*- ^ ttys, 

Ameiucan Physiological Society, Stanford Un^™'CM 

SAASgr 9650 ’*—• *«. AShat 

A ““r E v B 

5, Executive Secretary 2 ' K gman Jr " 600 S ' Michl S™ Avenue, Chicago 
Biological Photoghapihc Association, Inc. Utah Motor T c 
Lake City, Utah, Aug. 23-26. Miss Jane H. Waters Bo lfi r & 
Central P. 0., New York 17, Executive Secretary. 68, G ' toli 

«*-* "< «*-c» 

GEnONTOLOGicAL Society, Inc., Mark Hopkins Hotel, San Francisco to, 

660 s - 

tive Secretary . ' 

Reno Surgical Society, Mapes Hotel, Reno, Nev, Aug. 18-20. Dr. Gil 
bert G. Lenz, 505 S. Arlington Ave., Reno, Nevada. 

Rocky Mountain Radiological Society, Denver-Hilton Hotel, Daw; 
Aug. 11-13. Dr. John H. Freed, 4200 E. 9th Ave,, Denver 20, Secretin 
Treasurer. 

Sr. Joseph’s Hospital Annual Clinics, St. Joseph's Hospital, Denve 
Aug. 3-5. Dr. W. H. Leitch, St. Joseph's Hospital, 1818 Humboldt S( 
Denver 18, Chairman. 

West Virginia State Medical Association, The Greenbrier, \Vhi 
Sulphur Springs, Aug. 25-27. Mr. Charles Lively, Box 1031, Chariest! 
2-1, W. Vn., Executive Secretary. 

September 

Ameiucan Academy of Pediatrics, and American Academy of Ge 
eral Practice, Louisiana Chapter, Roosevelt Hotel, New Odra 
Sept. 23. Dr. Herbert B. Rothschild, 1520 Louisiana Ave., New Ode) 

15, Chairman of Publicity Committee. 

American Medical Writers’ Assoclytion, Hotel Morrison, Chics 
Sept. 30-Oct. 1. Dr. Harold Swanberg, 510 Maine St,, Quincy, 1 
Secretary. 

American Roentgen Ray Society, Ambassador Hotel, Atlantic C 
Sept. 27-30. Mr. Hugh Jones, 20 N. Wacker Dr., Chicago 6, Direct 
Public Relations. 

American Society of Clinical Pathologists, Palmer House, Chic- 
Sept. 24-Oct. 2. Mr. Claude E. Wells, 445 Lake Shore Drive, Chic 
11, Executive Secretary. 

College of American Pathologists, Palmer House, Chicago, Sept. 

27. Dr. Arthur H. Dearing, 2115 Prudential Plaza, Chicago, Ereeu 
Director, 

Colorado State Medical Society, Stanley Hotel, Estes Park, Sept. 

17. Mr. Harvey T. Sethman, 835 Republic Bldg., Denver 2, Erecc 
Secretary. 

Delaware, Medical Society of, Behoboth, Del., Sept. Mr. Lawn 
C. Morris Jr., 1925 Lovering Ave., Wilmington 6, Del., Erect: 
Secretary. . 

Flying Physiclins Assoclytion, third clinical meeting, Western 
Lodge, Wagoner, Okln., Sept. 6-9. For information writer Flying rt 
cians Association National Head quarters, P. O. Box 327o, Tulsa,^ 
Inter-Society Cytology Council, Palmer House, Chicago, Sept. - 
Dr. Paul A. Younge, 1101 Beacon St„ Brookline 46, Mass., Seat 
Kentucky State Medical Assoclytion, Louisville, Sept. -0-— 

J. P. Sanford, 1169 Eastern Parkway, Louisville 17, hy., wee 
Secretary* 

Maryland, Medical and Chuuwcical Faculty of the State 
Semiannual Meeting, Ocean City, Sept. 16. Mr. John Sergeant, 
Cathedral St., Baltimore 1, Executive Secretary. n 

Michigan State Medical Society,. Detroit, week of Sept.-a-^ 

Bruce Wiley, 606 Townsend St., Lansing 15, Mich., Secretaiy- 
Montana Medical Association, Baxter Hotel, 

Dr. William E. Harris, 114 N. Second, Livingston, Montana- see 
National Cancer Conference, American Cancer Socie , l , 
the National Cancer Institute, Minneapolis, Mmn *ota, s p 
15. Dr. Roald M. Grant, 521 W. 57th St., New York 19, Coo^ 

iVew'engTand Society of Anesthesiologists, Bretton llW*. ■ 

Sept. 18-19. Dr. Thomas K. Bumap, P. O. Box 81, Aemrv 
P. O., Boston 15. „ 7 .<j Mr. Rose 

Oregon State Medical Society, .^^"^brc Erecutivo Secret 
AJiBer, 2164 S. W. Park Place, Portland o, Otv.,bxecn u ; 

Pacific Dermatologic Association Empress s 2630 Teh 

Columbia, Canada, Sept. 1-4. Dr. Edward J. g 
Ave., Berkeley 4, Calif., Secretary-Treasurer. 

(Continued on page 34) 
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■ UMEROUS publications dealing with the 
phenomenon of emergence of drug-fast- 
ness among staphylococci have appeared 
in the literature of many countries, and 
excellent reviews concerning the different aspects 
)f the problem are available. 1 In an earlier publica- 
ion, 1 data from the King County Hospital for the 
,'ears 1951 to 1953 were reported. Particularly in¬ 
vesting was the decline in chloramphenicol resist- 
in ce from 20 to 6% after a temporary restriction 
1952-1953) in the use of this agent in the hospital. 
Die purpose of the present study is to offer follow¬ 
up information concerning the incidence of anti¬ 
biotic resistance from 1955 through 1959. Special 
consideration will be given to the correlation be¬ 
tween drug consumption in the hospital and the 
magnitude of resistance among staphylococci cul¬ 
tured from inpatients. “Outside” staphylococci will 
be compared with hospital strains, and the unique 
situation which exists with chloramphenicol regard¬ 
ing drug use and emergence of resistance will be 
discussed in detail. 

A technique of sensitivity-testing in which a 
single antibiotic disk is used, with measurement 
°f zone diameters, has,been in use at the King 
County Hospital for several years. 3 Additional in¬ 
formation and experience have been obtaine , 
loading to some modifications in interpreting ie 


A technique whereby a given strain of bac¬ 
teria can be tested for sensitivity against 12 
to 15 antibiotics simultaneously on a single 
plate was used in a study of resistance to 
drugs among staphylococci cultured from hos¬ 
pital inpatients and outpatients. Within the pe¬ 
riod 1 955 through 1959, resistance to peni¬ 
cillin changed but little from the level of 60 
to 80 % previously attained. Resistance Jo 
streptomycin remained stable at about 55 /». 
Resistance to tetracyclines, chloramphenicol, 
and erythromycin was considerable, but mu¬ 
tants resistant to neomycin, bacitracin, vanco¬ 
mycin, ristocetin, and kanamycin were not 
observed. The data supported the concept that 
the greater the amount of a drug consumed 
the greater the likelihood of encountering re¬ 
sistant strains. They also confirmed reports 
that chloramphenicol had much less effect in 
inducing the emergence of resistant strain 
than did the other antibiotics tested. 


ipsts and a new presentation and discussion of 
this simple and accurate procedure therefore seems 
appropriate. 


f rom the 


5 ’ 7 Lon. of Medicine, and the Kins County Hospital. 
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Material and Methods 

A/tero- -organisms.-AW staphylococci in the pres- 

tlu tUfed durin S the y ears 1955, 
r the rout,ne diagnostic laboratory 

10 Kl «g County Hospital from patients or ear¬ 
ners on the wards, and from patients in the emer¬ 
gency room. The results of sensitivity tests of 250 
consecutively isolated from inpatients and 
or 50 to 100 cultured in the emergency room dur¬ 
ing the summer months of each year 1955 through 
19o9 were selected as a representative sample. Only 
coagulase-positive staphylococci were included. 

Setisitioit y-Tesling Method.—Details of the meth¬ 
od have been described elsewhere. 1 Briefly, large 
Petri dishes (15 cm.) which will accommodate 
10 to 12 antibiotic disks were used, and Mueller- 
Hinton agar was the medium used for all tests. 
Bacterial growth from a broth subculture was 
spread evenly over the surface of the medium 
with a cotton swab, and disks were placed on the 
agar as soon as the inoculum had dried. One disk 
was used for each antibiotic, and after incubation 
overnight at 37 C the entire diameter of the zone 
of inhibition of growth was measured, including 
the 6 mm. disk. In table 1 the antibiotic content 
of the disks and the standards for interpretation 
of zone sizes are presented. Since each antibiotic 
has a different diffusion capacity, the zone sizes 
indicating varying degrees of susceptibility are 
different for each agent. 

Validity of Method.—As is true of others 3 who 
have had extensive experience with a single high- 
content disk for each antibiotic, with measurement 


Taulii l—Zone Diameters in Millimeters as Standards 
for Interpretation of Single Disk Tests 


Antibiotic Bacterial Susceptibility 

_____A_ 


Tyne 

Amount 

Resistant Intermediate 

■ 1 -v 

Sensitive 

IVtracyclIne . 

SO HICK. 

0-14 

15-18 

>1S 

I'lilorumpbeulvul . 

SO MICK. 

0-12 

13-17 

>17 

Streptomycin . 

UK) melt. 

0-20 

oj.22 

>22 

Polymyxin W . 

30 HICK. 

c-a 


>9 

Penicillin . 

10 units 

0-20 

21-28 

>25 

erythromycin . 

13 HICK. 

0-11 

15-18 

>18 

Bncilniein . 

20 units 

0-8 

9-12 

>12 

KulllSOXllZOll! . 

300 meg. 

0-8 

9-11 

>14 

Neomycin . 

so meg. 

0-8 

9-11 

>11 

Oleandomycin . 

13 MICK. 

0-11 

12-10 

>10 

Nitrolnrantoln . 

300 meg. 

<»*8 

9-12 

>12 

of zone diameters. 

we have found 

a good correla- 


tion between antibiotic susceptibility of bacteria 
and the diameter of inhibition zones about anti¬ 
biotic disks. In our experience most staphylococci 
fall into two well separated groups, sensitive or 
resistant, and strains of intermediate susceptibility 
are uncommon. This biological phenomenon of two 
clearly separated groups has been documented in 
detail in our earlier publication,' 1 and is illustrated 
in the figure. The distribution curves for chloram¬ 
phenicol susceptibility of 250 staphylococci from 
1955 and 250 from 1958 are shown. The ordinate in 
the figure gives the number of strains and the 
abscissa the zone diameters in millimeters. Two 


J-A.M.A,, June -i, iqco 

peaks for each year are clearly shown thM v , 
curves, if more measuring points am 
senting the sensitive population on the righS 
the resistant group on the left. The zonefilfj 
susceptible strains recorded in 1955 i 
in 1956 because o£ te’Ve rf 
opposed to 30-mcg,, disks. Resistant organising f 
resistant to antibiotic concentrations o: 
tamed in the serum of patients) have small zones 
or no zone of growth inhibition, while sensitive 
strains have large zones. On the average, only one 
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Chloramphenicol 
Cong, positive staphylococci 

.250 tested in 1955 

-250 tested in 1956 
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Zone sices in. mm. 

Distribution curves showing clear-cut differentiation be¬ 
tween resistant and susceptible staphylococci as determined 
by single disk method. 

strain in a hundred falls into the intermediate 
range, with a zone diameter of between 13 and 
17 mm. In our earlier report/ the division lines 
obtained from distribution curves were shown to 
correlate well with the results of comparative tube 
dilution tests. For die purpose of separating the 
resistant from the sensitive organisms, our studies 
have shown that the single disk technique is as 
accurate as the tube dilution test and is mucli 
simpler to perform. 

Reproducibility of Test Results .—In addition to a 
good correlation with tube dilution test procedures, 
the single disk test shows excellent reproducibility 
of results. In table 2 inhibition zone sizes are shown 
for a strain of Staphylococcus aureus, bacteriophage 
type 80/81, which was isolated 9 times from a pa¬ 
tient with septicemia and tested on 13 separate 
occasions under routine conditions for antibiotic 
sensitivity. The cultures were obtained on different 
days and from different sites and were tested with¬ 
out reference to previously recorded sensitivities. 
The organism was resistant to penicillin, strepto¬ 
mycin, and tetracycline and sensitive to all the 
other agents listed. Despite some variations m zone 
sizes due to differences in inoculum size and otne 
technical variants, the interpretation (see table M 
was the same on each occasion with the except 
of the culture from Oct. 16, 1958, when the 0 
nism was recorded as intermediate s 

22 mm.) instead of resistant-to streptomycin. 
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of the 117 separate measurements recorded in table 
% 116 yielded a correct result. It might be desirable 
oa some occasions to retest the “intermediates.” In 
our experience most of them are the result of a 
light inoculum and fall into the resistant group 
when retested. 

Results 

Staphylococci from Inpatients .—Table 3 shows 
tire percentage of antibiotic-resistant coagulase- 
positive organisms isolated from inpatients and 


Table 2.— Results of Sensitivity Tests of Staphylococcus 
Cultured on Nine Occasions from One Patient 
During Fourteen-Day Hospital Course 






Antlbiogram 



Bar- 




(Mm. Zone Diameter) 

* 


terin- 

Date. 

Source of Culture, 

. ■■ 

—— 

— 

— - 

— 


— 

— 

—, 

phage 

Oct., 193$ 

/■ ~ 

T 

0 

C 

S 

P 

E 

B 

>’ 

F 

Typo 

Itth. 

Blood Broth 

9 

*23 

21 

12 

S 

20 

19 

24 

14 

all 51 


Pour plate 

11 

25 

24 

15 

11 

25 

23 

23 

IS 


ICth . 

Blood Broth 

9 

22 

21 

12 

0 

23 

13 

19 

15 

SO >1 


Pour plate 

0 

24 

23 

U 

12 

<»7 

21 

•25 

10 


loth . 

Skin 

10 

20 

19 

<w 

0 

19 

19 

21 

10 

50 51 

16th . 

Urine 

11 

19 

20 

10 

0 

20 

IS 

*20 

14 

SO'51 

17th . 

Blood Broth 

0 

29 

25 

17 

12 

31 

23 

25 

19 

SO 51 


Pour plate 

9 

23 

25 

14 

0 

25 

20 

23 

19 


il>t . 

Blood Broth 

10 

2d 

29 

10 

0 

29 

21 

23 

20 

SO/51 

3rd . 

Blood Broth 

11 

25 

20 

12 

14 

*■>? 

23 

25 

17 

SO SI 


Pour plate 

0 

27 

25 

15 

7 

29 

21 

24 

19 


3th . 

Blood Broth 

11 

20 

22 

15 

12 

30 

21 

23 

IS 


27th . 

Blood Broth 

12 

25 

25 

13 

G 

31 

23 

25 

20 

SO <51 


T = tetracycline, O = oleandomycin, C = chloramphenicol, 
h _ streptomycin, P = penicillin, E = erythromycin, B ;= bacitracin, 
= neomycin, F = nitrofurantoin. 


from emergency room patients from 1955 through 
1959. Emergency room strains are labeled as “out¬ 
side” strains, although patients in the emergency 
room of a county hospital probably have had more 
contact with the hospital environment than the 
average of the community at large. To provide a 
proper background for comparison, sensitivity re¬ 
ports from several other sources are summarized 
in table 4, covering the years 1950 through 1957. 
Data regarding each antibiotic will be considered 
separately. 

Penicillin .—Resistance to penicillin among staphy¬ 
lococci isolated from hospitalized .patients (or from 
various sources combined in some instances as 
shown in table 4) had reached a level of 60 to 80% 
by 1950, and has remained essentially unchanged 
from that time to the time of this writing. Since 
1955 we have recorded a yearly resistance rate of 
about 80% in the hospital. Data from Europe, Afri¬ 
ca, Asia, and America (table 4) are similar. It would 
appear that an equilibrium has been established in 
the rates of emergence and disappearance of resist¬ 
ant organisms. 

Streptomycin.— Reports in the literature indicate 
mat resistance to this antibiotic was, in general, be- 
l°l 50% up to 1953 and has been between 50 and 
70-o since 1954. Our own incidence of resistance has 
been stable at about 55% since 1955. 

Tetracyclines.—Up to 10% of staphylococci were 
resistant to the tetracyclines in 1950. The percent¬ 
age increased to a level of 40 to 60% by 1953, and 


has been relatively constant since then. In our own 
material 42% of strains were resistant in 1952. The 
percentage increased to 67 in 1955 and 1956 and 
has dropped since then for reasons that will be 
considered later. 

Chloramphenicol .—About a 20% incidence of re¬ 
sistant strains was recorded by some authors as 
early as 1951. In 1952 and 1953 "there was a decline 
to figures below 10% coincident with a general 
decrease in use of this antibiotic. As drug consump¬ 
tion increased again, die resistance rate has also 
risen. Most authors, however, have reported less 
than 20% of resistant organisms. At the King 
County Hospital, where an unusually large amount 
of chloramphenicol has been used, the percentage 
of resistant organisms seems to have leveled off 
between 20 and 30%. 

Erythromycin— Emergence of resistance was 
first noted in 1953, and in later years 10 to 30% of 
resistant strains have been reported. Our own data 
indicate that erythromycin resistance has. increased 
up to 30% since 195S. 

Table 3.—Sensitivity Pattern of Staphylococci , King 
County Hospital, 1955-1959 


Strains* 

f _ K _ 

Inpatient, Outiide, ^ 

,-»- - *- 


Antibiotic 

• Yr. 

R 

I 

s 

Xo. 

R 

I 

s 

Penicillin . 


SI 

1 

15 

50 

74 

G 

20 


1950 

S3 

•> 

15 

50 

72 

G 

‘£2 


1957 

77 

5 

IS 

50 

70 

0 

24 


19.55 

77 

*7 

21 

ICO 

01 

7 

32 


1959 

75 

1 

21 

CO 

03 

3 

24 

Streptomycin . 

.1955 

CO 

13 

°7 

50 

35 

26 

46 


1950 

59 

10 

•23 

50 

32 

24 

44 


1937 

52 

9 

39 

50 

34 

14 

52 


1955 

5G 

13 

31 

100 

31 

19 

50 


1959 

32 

3 

45 

00 

25 

7 

63 

Tetracycline .. 


07 

0 

33 

50 

42 

0 

35 


1950 

07 

0 

33 

50 

3) 

0 

70 


1937 

42 

0.5 

ot.o 

50 

57 

0 

44 


1955 

33 

OJj 

40.5 

ICO 

34 

0 

06 


1959 

44 

1 

53 

CO 

29 

0 

71 

Chloramphenicol .... 


14 

1 

S3 

50 

4 

0 

CO 


1950 

33 

0.5 

60.5 

50 

0 

0 

K«J 


1937 

•» 

o 

70 

50 . 

4 

0 

to 


1933 

0-7 

1 

77 

100 

4 

1 

95 


1959 

21 

1 

75 

CO 

5 

0 

93 

Erythromycin. 

.1933 

14 

1 

S3 

30 

G 

0 

94 


193i 

24 

023 

7oA 

50 

4 

0 

90 


1957 

25 

G 

60 

50 

20 

2 

75 


1035 

31 

6 

03 

100 

14 

5 

51 


1930 

31 

1 

GS 

00 

13 

0 

&7 


* R = resistant, I = intermediate, S = sensitive. AH strains were 

coagulase-positive. 

t Two hundred fifty strains were tested in each group. 


Resistance to Other Antibiotics .—Mutants resist¬ 
ant to neomycin, bacitracin, vancomycin, ristocetin, 
and kanamycin have not been observed so far in 
this hospital, the use of these agents being rather 
limited. Resistance to novobiocin is below 3%. 
Again, this antibiotic has been used very’ litde and 
only about 200 strains have been tested so far. 
Oleandomycin has been used infrequendy and re¬ 
sistance to this drug (about 3%) presumably has 
been noted because of cross-resistance with erytho- 
mycin. In our experience, cross-resistance between 
ervthromvcin and oleandomycin has been consider- 
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ably more frequent among coagulase-negative 
strains. Coagulase-positive staphylococci have been 
consistently sensitive to nitrofurantoin in our lab¬ 
oratory; no resistant strains have been detected 
among several thousand isolates tested since 1955. 

Incidence of Resistance in Staphylococci from 
Patients Admitted to Emergency Room.— The in¬ 
cidence of antibiotic resistance was generally lower 
among isolates from emergency room patients than 
from inpatient sources. Most impressive was the 
fact that only 12 chloramphenicol-resistant strains 


J.A.M.A., June 4 , I960 

The percentage of resistance to other antibiotics 
also was lower among outpatients but the differ¬ 
ences were not as striking as with chloramphenicol. 
Resistance to tetracycline from 1955 through 1959 
was between 30 and 50%, only slightly lower than 
in the hospital. Erythromycin resistance was defi¬ 
nitely lower in outpatients but showed a moderate 
increase during the four-year period. Streptomycin 
resistance of strains from patients treated in the 
emergency room remained unchanged at about 35%, 
definitely lower than that of inpatients. Resistance 


Tauus 4 .—Antibiotic Resistance of Staphylococci as Reported from Several Authors, 1950-1957 
(Numbers Indicate Percentage of Resistant Strains) 


Antibiotic* 


Pen I- Strepto- 

Autlior A Year eillin mycin OT CT 

1950 

Komiey . 70 0 19 

I.eyton . 53 •• -• ‘-3 

Spink . 55 19 3 6 

1951 

Wl.-e . 92 tS 38 23 

Kenney . 88 18 14 17 

I.eyttiii . 10 •• 28 

Kirby (51/.Y2) . <3 •• -• ” 

Pintutui (5I/.V2) . <•) -* 

.Meleney (51/52) . 37 2.o 10 

1952 

tiOCU menu A ;;;;;;;;;;;;;;;;;;:;;;;; 40 

Kenney". f 30 30 

Meleney (32/53) . 11 38 

1953 

Goetz. (Oerm.) . : ;0 25 

wi.-e. !:•* 08 •• 

Kirby . </S •: •• y. 

Gup til (India) . i'J .V, 15 

Royer (Canada) . 8 M 10 

Rnntz (30-33) . 0 ,u 

l l J54 

Goetz (Germ.) . 88 « 21 ?! 

Souipolinsky (Israel) . ig 03 

Hoyer (Canada) . ( 2.‘ 'L ‘ U 0 00 

Spink . m Kj 

Rmitz. 581 

•355 

Goetz. (Germ.) . " 31 

Royer (Canuda) . tr 52 

.. ‘I £ 

Rnutz . 

1956 ,. ... 

Goetz (Germ.) . s - 01 '' 

Koch . .. 

Hennessey (Afr.) . 5 c 

Wuisbren (32-50) . ,.J 

Royer (Canada) . 

1957 

Petersdorf . i" ( y, ^ 

Client? (Clilua) . !\ , 1(; is 

Royer (Canada). . . 

* OT = osytetracycline; CT = chlortetraeycline, I — tetracycline 

vere found among 310 of these strains from patients 
reated in the emergency room. When these 1- 
:ultures were traced to their origin it was found 
hat all of them were derived from patients with 
ecent extensive contact with the hospita . ne 
latient had made 40 visits to the outpatient clinics 
ind the emergency room during preceding mon - 
Others had been discharged from the wards a few 
lays or weeks prior to the emergency room visit 
kV he n their old lesions were cultured. Five of the 
12 patients were hospital employees with purulent 
skii infections. All three patients m this poup 
1959 were hospital employees with purulent skin 
infections treated in the emergency room. 


Chloram- Erythro- 

OT & CT CT & T phenicol mycin 


42 


0 

*7 

25 

8 

<10 

20 


Technique 

Single disk 
Tube dilution 
Tube dilution 

Tube dilution 
Single disk 
Tube dilution 
Single disk 
Plate dilution . 
Single disk 


5 

63 

61 


30 

42 


50 
48 - 


40 

50 

50 


40 


45 


40 


2.5 

’6 

Plate dilution 

Tube dilution 

11 

,, 

Single disk 



Single disk 

<1 

<i 

Plate dilution 

0.65 

21 

Tube dilution 

G 

o 

Single disk 

6 


Single disk 

11 

32 

Several techniques 

8 


Plate dilution 

5 

4 

Plate dilution 

o 


Single disk 

10 

23 

15 

Several techniques 

0.78 

Tube dilution 

10 

3 

Piute dilution 

20 

13 

Piute dilution 

11 

25 

Several techniques 

o 

22 

Tube dilution 

3 

11 

Plate dilution 

10 

2 

Plate dilution 

19 

2 

6.5 

Single disk 
"Sentest" tablets 

12 

23 

Tube dilution 

8 

17 

Several techniques 

14 

*8 

26 

i6 

Tube dilution 
Tube dilution 
Several techniques 


to penicillin had the highest incidence the fig™ 8 
60 to 70% being only slightly lower than the 80. 

consistently recorded from inpatient sources 

Infiuence of Drug Cousumptw r~As srmim ^ 
in table 5, there was a surprising y g ^ ^ t|)e 
between drug consumption in isolated from 

rate of resistance among chloram- 

inpatients. Only figures for ‘ > ’ y The 

phenicol, and erythromycin were available.^ ^ 

decrease m teh ^W cl p e ‘ decrease in drug 
1957 was preceded by a J ch i oram phenicol 

consumption A twofold i ass0C iated with a 

usage from 1955 to, . t0 this agent, 

corresponding increase m resrstance 


84 
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Despite a further increase in use, the percentage of 
chloramphenicol-resistant strains has actually been 
lower in subsequent years. A steady rise in erythro¬ 
mycin consumption from 1954 to 1957 has been 
associated with a continuous increase in resistance 
to this antibiotic until 1958. During the past year, 
the use of this antibiotic has decreased slightly and 
.there has been no further rise in resistance. 

Comment 

Although it has been generally recognized that 
use of antibiotics and emergence of resistance are 
correlated, few data can be found in the literature 
which document the exact relationships for various 
antibiotics. Some authors have even challenged 
the existence of a direct correlation between anti¬ 
biotic consumption and bacterial resistance. For 
example, Waisbren 6 demonstrated differences in 
resistance rates among staphylococci cultured from 
different sites of the body (e. g., blood cultures 
versus wound cultures), from different hospitals in 
the community, and from interns as compared with 
patients. He also noted that chloramphenicol sus¬ 
ceptibility varied seasonally, strains isolated during 
summer months being less sensitive than “cold- 
weather strains.” In each instance the bacteria were 
thought to have been under identical “antibiotic 
pressure.” The author concluded that drug con¬ 
sumption is probably only one of the factors in¬ 
volved in antibiotic resistance of staphylococci, if a 
factor at all. Our own data do not support this con¬ 
clusion. For example, we have found no difference 
in chloramphenicol resistance of staphylococci iso¬ 
lated in winter and in summer months. Of 250 
strains cultured in July and August, 1957, 22% were 
resistant, as compared with 24% resistant strains 
among 250 isolates tested in January and February, 
1958. 

Our paper not only supports tire concept that 
there is a close relationship between drug con¬ 
sumption and resistance to antibiotics but also pro¬ 
vides evidence of the degree to which different 
drugs influence bacterial susceptibility in a hospital 
environment. Particularly striking was the fact 
that tlie use of chloramphenicol in the hospital had 
much less effect, on a weight basis, on the emer¬ 
gence of resistance than did the consumption of 
tetracycline and erythromycin. Roughly speaking, 
each additional kilogram of chloramphenicol used 
per year in the hospital was associated with a 1% 
increase of chloramphenicol resistant strains, where¬ 
as an increase or decrease of 1 kg. of tetracycline 
or erythromycin per year was paralleled by a rise 
or decline of 4 to 5% in the resistance rate to these 
agents. Since the average daily doses of all three 
drugs are similar, chloramphenicol-resistant mu¬ 
tants seemed to emerge less frequently or to dis¬ 
appear more readily, or both, than strains resist¬ 
ant to tetracycline or erythromycin. There are a 
number of reports available in the literature which 


confirm the relatively low incidence of chloram¬ 
phenicol-resistant staphylococci in hospitals. In¬ 
deed, the rate seems to have reached a plateau at 
about 20 to 30% and indications are that it may 
not go higher despite increased use. Furthermore, 
it has been shown that the resistance rate in hos¬ 
pitals declines rapidly when use of chlorampheni¬ 
col is decreased. Gibson and Thompson, 7 for ex¬ 
ample, set up a rotational program of drug use on 
two wards with patients suffering from bums and 
recorded its effect on susceptibility of staphylo¬ 
cocci. They found that resistance to ehlortetracy- 
cline persisted at high levels long after this agent 
was discontinued, while chloramphenicol resistance 
dropped rapidly to 1 to 4% after it was stopped. 
Our own data 2 showed a decline in chlorampheni¬ 
col resistance from 20 to 6% when the use of this 
antibiotic was curtailed in 1953. 

The present study shows that the same relatively 
unique situation exists with regard to strains from 
outpatients as well as inpatients. Resistance to chlo- 

Table 5 .—Correlation Between Drug Consumption in 

Hospital and Rate of Resistance Among Staphylococci 
Isolated from Inpatients of King County Hospital 


Consumption 
of Antibiotic 


Resistant Strains 

Date 

Kg. 

Date 

r 

Tetracycline.July, 1954—June, 1955 

21.9 

July-Aug. 1955 

07 

July, 1955—June, 195C 

13.0 

July-Aug. loy, 

07 

July, 1950—June, 1957 

10.1 

July*Aug. 1957 

42 

July, 1957—June, 1953 

11.1 

July-Aug. 1953 

53 

July, 19->>—June, 1959 

9.3 

JuJy-Sept. 1959 

44 

Chloramphenicol.. July, 1954—June, 1955 

10.4 

July-Aug. 1955 

14 

July, 1933—June, 1MC 

23.2 

July-Aug. 1950 

33 

July, 1950—June, 1957 

25.1 

July-Aug. 1957 


July, 1957—June, 1955 

27.4 

July-Aug. 10S5 

■»■» 

July, 1955— June, 1959 

22.2 

July-Sept. 1959 

21 

Erythromycin _July, 1954—June, 1955 

2.7 

July-Aug. 1955 

14 

July, 1955—June, 1950 

5.1 

July-Aug. 1950 

24 

July, 1950— June, 1957 

75 

July-Aug. 1957 

23 

July, 1957—June, 195S 

0.7 

July-Aug. 1953 

31 

July, 1953—June, 1959 

5.1 

July-Sept. 1959 

31 


ramphenicol was rare among staphylococci isolated 
from outside sources (0-5%) as compared with in¬ 
patients (20-30%). With penicillin, tetracycline, 
erythromycin, and streptomycin there was also a 
lower rate of resistance among “outside strains,” but 
the differences were much less striking. The most 
likely explanation seems to be that chloramphenicol- 
resistant staphylococci disappear more readily after 
leaving the hospital environment. Similar observa¬ 
tions were made in a study recently published by 
Goslings and Biichli.” These authors observed the 
incidence of nasal carriers of staphylococci in surgi¬ 
cal patients in Leyden, Holland, before and after 
discharge from the hospital with determination of 
antibiogram and bacteriophage type. They found 
that chloramphenicol resistance disappeared more 
rapidly than did resistance to other antibiotics. This 
was attributed by the authors to back-mutation of 
resistant strains to susceptibility and to replacement 
of resistant bacteria by sensitive strains of other 
bacteriophage types. Thus, it is likely that chlo- 
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r mTw t ? ! r SiSt " nl , Stl ? li ," S are se^ically unstable 
‘ 0 “ ‘(f ““*> ability to survive when com- 
pttmi, With Other strains in the absence of the drug. 
Mnuns resistant to tetracycline and streptomycin 
cisappearcd more slowly in the Leyden study, 
f P^mcilHn-resistant organisms remained -for 
ie ongest period in the noses of discharged pa¬ 
tients. This may account in part for the high in¬ 
cidence of penicillin resistance among outpatients. 
Of course, the widespread use of penicillin and the 
tetracyclines in home and office practice may also 
be u contributing factor in maintaining a high 
resistance rate among staphylococci. 


drug usage-kirby et al. 
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Correlations between antibiotic consumption in 
e hospital and the incidence of drug resistant 
were documented. Chloramphenicol was CS . 
tive on a weight basis in inducing resistance anion, 
hospital staphylococci ’ than was tetracycline or 
erythromycin. An increase in consumption 0 f 1 hi 
of chloramphenicol from year to year in a 380-bed 
hospital was paralleled by an increase of 1% of re- 
sistant strains, while each additional kilogram of 
tetracycline or erythromycin used was associated 
with an increase of 4 to 5% of isolates resistant to 
these agents. 
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RADIOACTIVE IRON TECHNIQUES IN CLINICAL PRACTICE 

Walter Lentino, M.D., Carl Collica, B.S. 
and 

Sidney Rubenfeld, M.D., New York 


It is the purpose o£ tin's communication to des¬ 
cribe radioiron techniques performed in the radio¬ 
isotope department of Bellevue Hospital and to in¬ 
dicate their usefulness in clinical practice. 

The techniques described are modifications of 
those introduced by Huff and co-workers 1 in 1950 
and subsequently elaborated by others. 2 Our modi¬ 
fications have been made with two goals in mind: 
that the test be simple and easily reproducible in 
any clinical or radioisotope laboratory without 
dependence on highly developed laboratory skills 
or specialized equipment; and that the patient be 
subjected to minimal inconvenience. 

Two tests are performed routinely in this labora¬ 
tory: tlie plasma clearance rate of injected radio¬ 
active iron (Fe 59 ) and the eight-day erythrocyte 
uptake of Fe 50 . 

The performance of these tests is somewhat 
similar to the techniques used by Loeffler and his 
group 2 in the United States and Wetherley-Mein 
and co-workers 1 in England. Though neither of 
these groups claim originality for the techniques, it 
is to their credit that they have been among the 
first to remove the tests from the realm of research 
tools to that of routine hematological practice. 

Technique 

The steps necessary to determine the plasma 
clearance rate and eight-day uptake of injected 
Fe' 18 citrate are as follows: 1. Dilute about 5 pc of 
Fe 5J citrate with 5 cc. of isotonic sodium chloride 
solution. 2. Rapidly inject the above preparation 
(diluted Fe 29 ) intravenously. 3. Withdraw 5 cc. of 
whole-blood samples at 5, 15, 30, 60, 90, and 120 
minutes into oxalated tubes; pipet 4 cc. of each 
sample of whole blood into counting tubes. 4. Count 
all specimens in a well scintillation counter and 
correct for background radioactivity. 5. Plot whole- 
blood activity in net counts against time on semilog 
paper, with radioactivity counts on the logarithm 
scale, and time on the linear scale. 6. Extrapolate 
the straight line obtained to zero time; locate the 
50% point which indicates the plasma clearance 
half-time. 7. Eight days later, withdraw 15 cc. 
°f a whole-blood specimen into an • oxalated 
tube. 8. Count 4 cc. of the whole blood in a well 
scintillation counter and spin down the remain¬ 
der to obtain plasma and hematocrit values. 9. If 


from the Radioisotope Department, BeUevue Hospital, and the De¬ 
partment of Radiology, New York University College of Medicine. 


The rate at which intravenously injected 
iron disappears from the blood depends part¬ 
ly on the rate at which iron is being used for 
the production of fresh erythrocytes in the 
bone marrow. The injection of radioactive iron 
(Fe 59 ) has proved to be a convenient means of 
measuring the rate of disappearance of iron 
from the plasma and its uptake by the erythro¬ 
cytes. Experience has led to the use of 4 mi¬ 
crocuries of Fe 59 in the form of ferrous citrate 
as the standard injection. The data accumu¬ 
lated have been shown to be useful in the 
diagnosis of aplastic anemia, iron deficiency 
anemia, leukemia, arid polycythemia. . Since 
continuing losses of blood and variations in 
the iron stores of the body affect the results, 
intelligent interpretation is required. 


k = 8-day correction factor for radioactive decay = 1.12, 
then 

U = 8-day uptake of Fe 59 by erythrocytes = k X C». x Cw.> 
where 

Cir, = counts per 4 cc. of whole blood on the eighth day 
and 

Ck„ = 100 times the number of counts per 4 cc. of whole- 
blood, extrapolated to zero time as directed in step 6. 

10. Count 4 cc. of the eight-day plasma specimen 
obtained in step S. If the counts obtained are more 
than 15% of the eight-day whole blood specimen, 
correct the value of U obtained in step 9 above by r 
multiplying by a factor F obtained as follows: 

F = (Gw- — Cp, -f- h) x Ci-» 

where 

Ccs = count per 4 cc. of plasma on the eighth day 
and 

h =: hematocrit = cubic centimeters of packed erythrocytes 
obtained from 1 cc. of whole blood. 

Comment 

Radioactive iron injected into the blood stream 
as ferrous citrate is cleared at an exponential rate. 
If samples of blood taken at intervals up to two 
hours are counted in a well scintillation counter, 
the results plotted on semilogarithmic paper form 
a straight line, representing the rate at which 
radioactivity is cleared out of the blood. In the 
normal person, between 65 and 110 minutes are 
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requited for the radioactivity to fall to one-half of 
what it was at zero time. This is referred to as 
the plasma clearance one-half time” (fig. 1). 

Ihis plasma clearance test is easy to perform. It 
requires (1) a series of venipunctures, (2) tubes 
containing anticoagulants, and (3) a well scintilla¬ 
tion-counter system. 

The eight-day red blood cell uptake (RBCU) of 
Fe' 1 " is equally easy to determine, requiring only 
the count of a single sample of oxalated blood, 
withdrawn at eight days. Measurement of whole- 
blood samples in the same manner of calculation. 



Fig. 1.—Plasma clearance curve of radioactive iron (Fe 3 ") 
citrate. If, after intravenous injection of Fe 30 citrate, radio¬ 
activity in one aliquot of whole blood is measured at intervals 
and plotted on semilog paper, a straight line indicating ex¬ 
ponentially that the Fc 3U is being cleared out of the blood is 
obtained. Rapid clearance occurs in polycythemia, hemolytic 
anemia, iron deficiency anemia, and blood loss anemia; slow 
clearance occurs in aplastic anemia. 


without standards, dilutions, hematocrits, and cell 
volumes makes the procedure simple and repro¬ 
ducible. 

When radioiron citrate is deposited in the iron 


pool, a series of independent mechanisms operate 
for its removal. First, and most important, is hemo¬ 
globin synthesis (fig. 2). Loeffler and co-workers 
have shown that iron citrate is rapidly bound to 
protein to become plasma iron. The plasma iron 
is subsequently picked up by the bone marrow, 
which converts it into hemoglobin. The hemoglobin 
in the red blood cells is discharged back into the 
blood stream. The cycle is complete when the red 
cells are destroyed in the spleen, and the liberated 
plasma iron is again available for hemoglobin 

synthesis. ... 

* A second pathway of iron removal is provided 
bv the macrophages of the reticuloendothelial sys¬ 
tem in the liver, spleen, and bone marrow, which 

retain the iron as “iron stores. 

The remaining pathways are the cnculati 0 
reticulocvtes which pick up a small amoun 
iron- 21 iron used in the production of various 
metabolic enzymes; loss of minute amounts of non 
rCi skin, sweat, and gastromtestir^ 

Mid, finally, tbeMtv female 

periodically occuis circulation from 

(Ug. 3, left). Iron returns to the cncuwuu 
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three major routes: the hemoglobin cycle, the iron 
stores, and the exogenous iron absorbed through 
the gastrointestinal tract (fig. 3, right). ° 

It should be stressed that the iron enters a 
closed system.” There is no physiological method 
for its excretion (excluding menstruation) other 
than the tiny amounts lost in desquamating skin or 
mucosal cells of the gastrointestinal tract. 

All these pathways exist for and influence the 
plasma clearance rate of iron. A rapid clearing 
rate, therefore, simply indicates that one or more 
of these mechanisms is hyperactive. If all other 
mechanisms are normal, the clearance rate may be 
regarded as a direct index of the status of hema¬ 
topoiesis. 

The red blood cell uptake of iron eight days 
after its injection is a convenient double-check.on 
the plasma clearance rate and represents a further 
study of the metabolic pathway for the iron that 
lias been used by the marrow for hemoglobin 
synthesis. Except in three diseases, namely, per¬ 
nicious anemia, Mediterranean anemia, and hemo¬ 
lytic anemia, fast plasma clearance rates are always 
associated with high red blood cell uptakes of iron 








c 
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Fig. 2.—Clearance pathway for Fe 50 : cycle of hemoglobin 
nthesis. A, circulating blood: formation of P^ma iron, 
bone marrow: erythropoiesis; C, circulating k ,0 ° d - f 
n of red blood cell hemoglobin; D, spleen: destruction 
d blood cells and liberation of plasma iron. 

id vice versa. In these diseases, extremely rapid 
asma clearance times are the rule, mdvxh * 
creased, erythropoiesis, but the red blood a 
3 take does not always parallel these findings The 
as'is for the reliability of the use °f^clearmi 

blood cell uptake as valid indexes oi 
W a series of ***—£ 
oth animal and human, and , by Huff 

ons by various investigators, summarized D) 

nd co-workers. 0 
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It is universally conceded that ionizing radiation 
in sufficient dosage will cause a loss of erythroid 
tissue of bone marrow. Hennessy and Huff 7 ad¬ 
ministered increasing doses of radiation to groups 
of rats and then performed radioiron cell uptake 
studies. They demonstrated a clear-cut, inverse 
relationship between the dose of irradiation given 
and the red blood cell uptake. 

In studying patients with polycythemia vera 
before and after radioactive phosphorus (P 33 ) ther¬ 
apy, a well-defined relationship between the fast 
clearance rate in instances of untreated disease and 
the normal plasma clearance rate when the disease 
was in remission was observed. In addition, com¬ 
parison of the plasma clearance rates of patients 
having polycythemia vera or secondary polycy¬ 
themia with those of normal patients showed that 
both these disease states have associated rapid 
plasma clearance rates. 8 

In a series of patients with lymphoma who re¬ 
ceived nitrogen mustard, the depression of ery¬ 
throid tissue was strikingly reflected in the delayed 
iron clearance time.' 1 



B 



Fig. 3.—Interrelation of plasma pathways for Fe^ 9 . Left , 
clearance pathways: A, reticulocyte uptake: production of 
metabolic enzymes, loss in desquamated skin, sweat, and 
mucosa; B, bone marrow: erythropoiesis; C, liver, spleen, and 
reticuloendothelial system: storage of iron; D, female uterus: 
menstruation. Right , renewal pathways: A, spleen: red blood 
cell destruction; B, liver, spleen, and reticuloendothelial sys¬ 
tem: storage of iron; C, gastrointestinal tract: absorption of 
erogenous iron. 

The net gains in circulating red blood cell vol¬ 
ume in sea level dwellers who move to higher 
altitudes is due to an increased rate of production 
of hemoglobin. A group of medical students in 
Lima, Peru, exhibited marked acceleration in iron 
clearance rates when they moved to a higher alti¬ 
tude. On the other hand, a slowing of this clearance 
rate was demonstrated in a group of Peruvian high¬ 
landers who moved to sea level. 8 

Finally, it is known that, when the product of a 
tissue or cell is supplied artificially, the producing 
tissue will often atrophy. Thus, a group of rats, 
given repeated transfusions that significantly ele¬ 
vated their hematocrit readings, demonstrated 
failure of their erythrocytes to utilize radioiron 
injected for red blood cell production, compared 
with control normals. 6 


In addition to the above data, the striking delay- 
in iron clearance and low red blood cell uptake in 
patients with aplastic anemia has been repeatedly" 
confirmed in every laboratory performing radioiron 
studies. 

Thus, sound clinical, experimental, and theoreti¬ 
cal bases exist for the use of radioiron as an 
indicator of hematopoiesis. 

Objections to Radioiron Studies 

One of the objections raised against radioiron 
studies is that it has been stated 10 that clearance 
rates and erythrocyte uptake are more directly' 
related to the level of iron stores, and the level of 
plasma iron concentration, than to the status of 
hematopoiesis. That both iron stores and erythro¬ 
poiesis influence the plasma clearance time and 
erythrocyte uptake is true. There are two clinical 
situations in which an actual error in interpretation 
will be made if plasma clearance and red blood 
cell uptake of iron are blindly considered to repre¬ 
sent the status of erythropoiesis. In aplastic anemia, 
in which the iron stores are depleted with bleeding 
from the gastrointestinal tract or purpura, the 
plasma clearance time may be normal. This normal 
clearance time (when iron is cleared to add to the 
iron stores rather than for hemoglobin synthesis) 
can be erroneously interpreted as indicating ade¬ 
quate hematopoiesis. Contrariwise, the patient with 
hemochromatosis may be thought to have de¬ 
pressed erythropoiesis, when in fact the low ery¬ 
throcyte uptake is solely due to the markedly 
diluted iron pool perfusing the bone marrow. 

Beyond these two clinical situations the only' 
errors that develop are those occurring when a 
quantitative estimation of erythropoiesis is at¬ 
tempted. In iron deficiency anemia, poly’cythemia, 
and after transfusions the degree of hematopoiesis 
may be overestimated. In iron deficiency anemias, 
rapid plasma clearance is due both to increased 
erythropoiesis and to die depleted iron stores; 
in polycythemia vera, after phlebotomies, rapid 
plasma clearance is due both to the increased 
erythropoiesis and to depressed iron stores. When¬ 
ever a transfusion is given, the iron clearance rate 
and the red blood cell uptake are depressed as a 
result of partial suppression of erythropoiesis and 
increase in iron stores. 

Finally, when active bleeding occurs (from men¬ 
struation or odier causes), the plasma clearance 
rate will be rapid and the erythrocyte uptake will 
be elevated, independent of erythropoiesis and the 
level of the iron stores. Theoretically, blood loss 
may be estimated in this fashion if the iron stores 
and erythropoiesis remain constant during the 
period of study. 

The obvious factor that emerges is that radioiron 
studies, like all tests in medicine, require intelligent 
interpretation. Direct application should not be 
made without clinical knowledge of the case. .An 
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5“ d Jf* T1 e 24-hour radioactive iodine uptake of 

the thyroid gland is an accurate index of hyper¬ 
thyroidism, assuming that the patient’s iodine pool 
is not contracted, i. e., that the patient is not “iodine 
starved, and that the rapid uptake by the thyroid 
gland is not an effort to produce an adequate 
amount of thyroid hormone from a depleted iodine 
pool. 

A second argument l! raised against radioiron 
studies is that they fail to supply information that 
could be otherwise obtained. Until the advent of 
the use of radioisotopes, erythropoiesis could be 
gauged solely by the numbers of reticulocytes in 
the peripheral blood. Though reticuloeytosis (in¬ 
crease in the number of circulating reticulocytes) 
is a rather reliable index, its accuracy is directly 
proportional to the skill of the examiner. For in¬ 
stance, values ranging from 1.4 to 4.7% on the same 
blood specimens were reported by different tech¬ 
nicians in the Bellevue Hospital laboratory. The 
assessment of relative degrees of reticulocytopenia 
is highly inaccurate because of the great number of 
ceils which must be counted. Realizing how much 
reliance is placed on this single test, the need for 
an additional objective measure of erythropoiesis 
(especially arrested erythropoiesis) is apparent. 

Even a bone marrow study supplies information 
about only the status of the microscopic fragment 
of tissue under study. Spotty destruction of bone 
marrow and extramedullary erythropoiesis mini¬ 
mize the value of the bone marrow study as an 
index of the general status of erythropoiesis. Bone 
marrow study has the additional drawback of 
requiring a sternal puncture. 

Beyond its ability' to correlate with erythro¬ 
poiesis, one other facet is unique to the injected 
tracer-iron study: it gives clear, unequivocal infor¬ 
mation about the dynamic status of newly injected 
iron. The test shows what percentage of the iron 
is incorporated into the red blood cells and how 
rapidly it is cleared out of the blood. Today, with 
increasing use of parenterally injected iron, the 
question of iatrogenic hemochromatosis has been 
raised. Some hematologists have suggested that a 
sternal puncture of the marrow be stained for iron, 
or that plasma iron studies be performed, and that 
parenterally given iron therapy be withheld if any 
significant indication of increased iron stores is 
found. ia A direct test is to determine bow rapidly 
radioactive iron clears out of the blood stream. It 
there is delayed plasma clearance, either as a result 
of saturated iron stores or even as a result of aplas¬ 
tic anemia, parenteral administration of iron would 
not appear indicated. This simple test represents a 
unique contribution of tracer iron studies: a method 
to control the use of parenterally administered iron 
A third objection raised to radioiron studies is 
that they involve a radiation hazard. lion 59 (Fe ), 
whose physical half life is 45 days, emits m * 
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decay beta particles of 0.3, 0.4, and 1.6 M ev anti 
gamma rays of 1.1 and 1.3 Mev energies S 
maximal permissible weekly dose of 0.3 r will Z 
dehvered to the whole body of a “standard ^ 
by 13 /xc of Fe . Since less than 5 »c are used in 
this study, a “standard man” received a dose of less 
than 0.1^ r weekly, well below the accepted level 
for continuous exposure of occupational workers 
without even considering the diminution in dose 
resulting from physical decay. 

A fourth objection raised to radioiron tests is that 
they are difficult to perform and that results are not 
easily reproducible in different laboratories. The 
argument has lost its validity since we have intro¬ 
duced simplifications in the technique. 

Simplifications in Technique 

Use of 4 fie of Ferrous Citrate Injected Intra¬ 
venously as Tracer Dose .-In the past, different 
investigators have used ferric beta-globulinate and 
ferric chloride in large amounts as the tracer dose. 
The use of different tracer materials, and varying 
tracer doses, has caused the failure of reproducibil¬ 
ity of results in various clinics. It has been shown 13 
that the red blood cell uptake in monkeys is sig¬ 
nificantly different if ferric chloride is substituted 
for ferrous citrate. Further, extremely large doses 
of Fe 5n altered the size of the iron pool and there¬ 
fore invalidated comparisons with studies in which 
smaller doses were used. It is important, therefore, 
to use a standard close of a standard Fe 50 prepara¬ 
tion. We have selected ferrous citrate, which has 
been shown to be rapidly bound to the iron-binding 
fraction of the blood after intravenous administra¬ 
tion, 3 because it is the simplest to handle. Both 
ferric beta-globulinate and ferric chloride must 
first be incubated with a sample of the patient’s 
blood before injection; ferrous citrate, on the other 
hand, may be directly injected intravenously. The 
approximate dose of 4 p.c was selected, because it 
supplies good counting statistics, gives an insignifi¬ 
cant amount of radiation to the patient, and does 
not alter the iron pool. 

Performance of Plasma Clearance on Whole 
Blood Instead of Plasma .—Early in our studies 
clearance studies were done on both whole blood 
and plasma. When it was verified that there was no 
difference between the results obtained with these 
determinations, plasma counting was abandoned 
and only whole blood specimens were counted. 
This simplification eliminates the need for centrifu¬ 
gation in the determination of the plasma clearance 
rate. It further eliminates the need for obtaining 
the hematocrit reading in determining the eight- 
day red blood cell uptake (see step 9 under tecli- 

m Reporting of Plasma Turnover Data as One-half 
Time Bather Than as Milligram of Iron Cleared pe 
Unit Time.— Hematologists » originally reportedI ! 
their iron studies as plasma iron turnover r 
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rather than as plasma clearance one-half time. The 
turnover rate is calculated from tire following 
formula: 

(plasma iron turnover rate) = ([serum iron concentration] 
— [1.4 X plasma clearance half time]) 

The serum iron concentration is an essential com¬ 
ponent of the formula, and its determination is too 
difficult for routine performance in the average 
clinical or radioisotope laboratory. The difficulty 
inherent in this test has tended to discourage some 
laboratories from undertaking ferrodynamic studies. 
It is, in fact, questionable whether a combination 
of laboratory' data is as valuable as single deter¬ 
minations considered separately. The serum iron 
concentration has no connection with ferrodynamic 
studies, and, while useful information may be ob¬ 
tained from it, it is not an essential part of radioiron 
studies. 

Performance of a Single Eight-day Red Blood 
Cell Uptake.— Reference to figure 4 clearly illus¬ 
trates that at eight days the red blood cell uptake 
in cases of aplastic anemia is sharply' separated 
from that in all other anemias associated with an 



Fig. 4.—Red blood cell utilization of plasma Fe s0 after 
intravenous injection. In aplastic anemia, uptake by red blood 
cell fraction is significantly depressed. At eight days, differ¬ 
ence between curves in aplastic anemia and normality is 
clear-cut. 

active bone marrow. This finding has been amply' 
confirmed in our laboratory and in all reports in the 
literature. Pernicious anemia, Mediterranean ane¬ 
mia, and certain cases of hemolytic anemia do not 
fall into this pattern. 7 In cases of pernicious anemia 
and Mediterranean anemia the curves are gradu¬ 
ally rising, without plateaus. Certain cases of hemo¬ 
lytic anemia present biphasic changes, others are 
characterized by low ery'throcyte uptakes, and still 
others by high uptakes. In all other enemias with 
an active bone marrow, there is a specific pattern 
characterized by' a plateau after the seventh day' of 
red blood cell uptake. The performance of daily' 
tests up to 14 days to obtain a curve of red blood 
cell uptake is an excellent experimental method; it 
is not, however, practical as an everyday clinical 
test. Determination of a single eight-day' red blood 


cell uptake y'ields adequate information about tire 
status of hematopoiesis in most anemias, requires a 
single return visit on the part of the patient, and 
a single determination. It is the preferred method 
for everyday clinical use. 

Modification of Technique of Red Blood Cell 
Uptake.—The red blood cell uptake, as originally' 
performed and described in the literature, was 
complex and technically' difficult to perform. It 
required accurate counting of the sample of radio-, 
activity introduced, tile nomographic estimation of 
the blood volume, and the counting of packed red 
blood cells. A 5 to 10io error is inherent in the 
accurate counting of any' sample of radioactivity' 
introduced into the blood stream. The use of 
nomograms to determine whole-blood volume on 
the basis of height and weight leads to a consider¬ 
able error, because these nomograms fail to con¬ 
sider the sex, age, habitus, and clinical condition of 
the patient (e. g., a state of hydration). Counting 
packed red blood cells necessitated (1) a hematocrit 
determination, (2) a calculation of the specific 
amount of blood required to yield 1 cc. of packed 
cells by centrifugation, and (3) the actual counting 
of tills volume of red cells. It became obvious, 
therefore, that the original, complicated and long 
red blood cell uptake determination had to be 
simplified if it was to be introduced as an everyday 
laboratory' procedure, and if comparable results 
were to be obtained by different laboratories. Ac¬ 
cordingly', the following mathematical exercise was 
performed: 

In the basic formula for red blood cell uptake, 

(Counts/ec. packed RBC X RBC volume) -=- (counts 
injected) X 100 

when 

(counts/cc. whole blood) -~ (hematocrit) 

was substituted for counts per cubic centimeter of 
packed red blood cells, and hematocrit multiplied 
by' blood volume was substituted for red blood 
cell volume, and 

(counts injected) -j- (counts/cc. whole blood at time 
zero) 

was substituted for blood volume, the formula 
became: 

([counts/cc. whole blood] •— [hematocrit]) X (hem¬ 
atocrit) X {[counts injected] ~~ [counts/cc. whole-blood 
time zero]) -r- (counts injected) 

which simplifies to: 

(counts/cc. whole blood) (counts/cc. whole-blood 
time zero) 

Hence, tills test requires the counting of whole- 
blood samples. The entire test, therefore, is reduced 
to counting whole-blood samples at given intervals 
up to 120 minutes, followed by the counting of a 
whole-blood sample at eight days. 
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^ c found justification for substituting 
(coimts/ce. whole blood) -f- (hematocrit) 

for counts per cubic centimeter of red blood cells 
utter performing many determinations on whole 
blood and plasma at the eighth day and constantly 
finding no activity in the plasma. A correction can, 
however, be applied if activity is found (see step 10 
under technique”). 

dwo tables arc presented below. Table 1 indi¬ 
cates the clinical situations in which radioiron 
tracer studies provide useful clinical information 
which can be directly applied in the management 
of patients. Table 2 indicates the radioiron tracer 
data in other hematological conditions, which data 
are of solely academic interest today. 


J.A.M.A., Ju ne ^ ^ 

The justification for interpreting these tesk 
indexes of erythropoiesis have been reviewed w 
objections to the use of the test have been ’,Sf 
lenged Two tables summarize the clinical useful' 
ness of radioiron studies. l ' 
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Tajilk 1. Conditio os in Which Ferrodijiuimic Studies Provide Important Information Directly 
___ Applicable to Management of Patients 

Type of Study 


C’omlltion 

H-Time 

Clearance, 

Min. 

8-1 fay lieii 
Wood Cell 
Uptake, % 

Normal . 

(kvm 

100 

Aplastic anemlu. 

Over 120 

Below "0 

Iron deficiency anemia 

t’mtvr ua 

100 

leukemia . 

Viiriuble 

Vurluble 

Polycythemia ivru ... 

Under <)f> 

100 


Clinical Applientlon 


Controls’ use oi marrow depressants; 
produce aplastic anemia discoverable 


: x-rays, nitrogen mustard, chlorambucil, or bustilfM 
long before changes in peripheral blood. 


Controls’ use of parcntcrally given iron: when one-half time is normal, further parenteral . 
administration of iron should be onestioned. 


In leukemia, anemia may be due to either encroachment on marrow, aplastic anemia secondary 
to treatment, or hemolysis: when aplastic anemia develops, further therapy with x-rays or 
other marrow depressants is contraindicated. 15 

Controls' use of P’-; when disease is under control, one-halt time is normal', when o»e-lwU 
time is accelerated, re-treatment is indicated. 


Table 2.— Conditions ill Which Ferrodijiuimic Studies Provide Information Solely of Academic Interest 


Type ol Study 


Vi-Time 

S-Day Bed 


Clearance, 

Blood Cell 

Condition 

Min, 

Uptake, % 

N'tmmti.. 

R.V1U0 

100 

Hemochromatosis ... 

10-70 

Bow 

Blooil loss uRetain — 

Under 50 

100 

lieluolytie anemiu — 

Under 00 

Erratic 

Pernieiotis tinemia .... 

Under 

Meaningless 

Mediterranean unemin 

Under 00 

Meaningless 


Interpretation 

Slightly delayed one-halt time and low 8-day red blood cell uptake ave related to saturated 
iron stores rather than to arrested erythropoiesis. 

Accelerated half-time and high red blood cell uptake ave reflections both of depleted iron stores 
and stimulated erythropoiesis. 

Hemolytic anemia provides confusing information when studied by 8-day red blood cell uptake. 
In all cases here reported, uptakes near 100% were obtained. However, in the literature eeM 
are described in which uptake is low, and others In which a diphasic curve is obtained, la M 
properly studied, a complete daily uptake measurement is necessary. This ceases to be a 
slmule clinical test. 



clinical test. 


Summary and Conclusions 

The method of performing radioiron tracer 
studies, as performed in the Radio Isotope Labora¬ 
tory of Bellevue Hospital, is as follows-. After intra¬ 
venous'injection of about 5 pc of radioactive iron 
(Fe™) citrate, whole blood samples are taken at 
5 15, 30, 60, 90, and 120-minute and eight-day 
intervals. By directly counting 4 cc. aliquots, the 
plasma clearance one-half time and the eight-day ■ 
red blood cell uptake are obtained. The normal 
plasma clearance one-half time is 65 to llO mmutes 
the eight-day red blood cell uptake (RBCU) is 85 

to 100%. 
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INTRASYNOVIAL INSTILLATION OF TRIAMCINOLONE ACETONIDE 

Emil D. W. Hauser, M.D., Chicago 


The intrasynovial instillation of corticosteroids is 
a practical and often strikingly successful palliative 
treatment for active rheumatoid or arthritic in¬ 
volvement of peripheral joints' when inflammation 
and pain are essentially confined to one or two and 
when widespread migration of the disease process 
has not occurred. 1 When a response is elicited, 
benefits are prompt if only temporary. Initially, 
there is lessening of stiffness, articular tenderness, 
and pain followed by a subsidence of swelling and 
an increase in range of motion. This is achieved 
with considerably less risk of the physiological dis¬ 
turbances associated with oral dosage of the same 
compound, even though effects are transient and 
repeated injections may be required. In customary 
doses, which can be absorbed by the synovium, 
the locally instilled corticosteroid does not have 
any appreciable systemic effect. 2 Series of injec¬ 
tions have been given at regular intervals without 
untoward reactions. 3 

Intrasynovial instillation is a relatively simple 
procedure, mastered without too much difficulty in 
die limitations of office or outpatient facilities. The 
primary contraindication is the presence of infec¬ 
tion in adjacent supporting tissues. The important 
precaution is a strict application of aseptic tech¬ 
niques. Observation of this principle will largely 
avert tire chance introduction of infection into the 
joint itself. A joint infection rate of less than 1 in 
d,000 has been reported for more than 17,000 in¬ 
jections. 1 ' 1 Fundamentally, the hazards of mechan¬ 
ically placing a corticosteroid within a joint space 
are the same as with any other paracentesis or with 
a lumbar puncture, and the same meticulous care 
must be observed. 


The intrasynovial infection of triamcinolone 
acetonide for the relief of arthritic or bursitic 
pain was carried out in 67 patients. They were 
selected because of pain, tenderness, or limi¬ 
tation of motion, occurring primarily in a sin¬ 
gle faint or bursa. The injections were into a 
joint cavity in 25 patients and into a bursa in 
42. The usual dose was 5 mg., with a volume 
of 1 ml. Aseptic techniques were strictly ob¬ 
served, and no infections occurred. The results 
were good to excellent in most cases; swelling 
and pain were reduced, and mobility was in¬ 
creased. The dosage of triamcinolone aceto¬ 
nide used did not cause untoward side-effects, 
either local or systemic, even when repeated 
twice weekly for several months. 


Full details of the actual technique of intra-ar- 
ticular or intrasynovial injection are available. The 
skin is cleansed as thoroughly as possible. The area 
is sprayed with ethyl chloride or infiltrated with 
procaine to guard against pain on insertion of the 
needle. Because the synovial pouch is nearest the 
skin on extensor surfaces, this approach to the af¬ 
fected joint is most convenient. A knowledge of 
joint architecture is desirable, and a clear diagram 
is a suitable guide to the proper positioning of the 
needle. A 20-gauge or smaller size needle is rap¬ 
idly inserted into the joint cavity' with less pressure 
required to advance the needle once the joint cap¬ 
sule is entered. Injection of a small amount of air 
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trcutment, a sterile dressing or supportive elastic n !L! 5 f ated 15 P r< ? sented in the table, 
bandage is applied. i P lStlC Duration of symptoms extended from one day to 

Corticosteroids such as cortisone hvdrocorH ^ eaiS ‘. 0 r ty-three patients reported difficult 
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disease, have been applied locally; hydrocortisone ritides in five, and age in one were co-existent 
?. tl,e 7 s * " sed « 8 “* m *»»* instillation. complicating factors requiring active taata nt 
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the potency of the corticosteroid is an important novocaine. Of the 67 patients in this series 27 hid 

ml uencc on the success of treatment This is par- previously been treated with instillations of hydra 

ticulavly true m severely mllamed joints where cortisone and some with novocaine as well 

a significantly greater suppressive action must be r • • i , ., . . . ' , 

11 Triamcinolone acetomde was injected in doses 

Distribution of Joint Involvement and Response to Local ^ ^ mg. (0.25 to 1.0 ml.), the smaller dosages 

Therapy With Triamcinolone Acetonide were given in bursae and hand joints. The usual 

dose was 5 mg. (0.5 ml.). Seven patients required 

Pa- - 6 -, only one injection tor symptom control. In the re- 

Couiiition Treated isv' iont Good Pair Poor maining patients, frequency of instillation ranged 

■'n a tills ami titmor.s. . s i o o from twice weekly to twice monthly, with 35 in 

Ankles, tee t. mu! tow. o o o treatment for three months or less and 25 for three 

Aeromioeinvieiiiiir . 2 0 2 0 0 to sLx months. All patients were ambulant. 

sticroiiiue . 3 i 2 o o Therapeutic Results 

Uur'iti.-. 5 0 3 0 0 Triamcinolone acetonide given intra-articularly 

siiouuicr . o 3 3 o o proved to be a potent anti-inflammatory agent. The 

SuUieitoM .'.. i- 11 1 0 0 results of treatment were good to excellent in most 

. 3 | o o of the patients presented here (see table). Response 

Trocimntor . 7 2 3 o o was graded according to reduction in swelling 

i^tihtni tuhcrosity . i o i o o and pain, increase in mobility, and duration of ef- 

. - — — — ~ feet as well as subjective experience of subsidence 

. of the acute symptoms. Most patients previously 

present for patient benefits. Triamcinolone aceton- given intra-articular injections of hydrocortisone 

ide (Kenalog), a recent development in corticoster- noted a better response with trumicmolone aceton- 

oid research exerts a pronounced local anti-inflam- ide. In one patient, benefits attnbuted o r ' amcl 
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synovial instillation and for parenteral use. triamcinolone acetonide was achieved with 

suspension was used in the treatment of mflamma- lower dosage than necessary when 

tory joint involvement m a senes of patients en- j iydrocor tisone was instilled. As far as could be 
countered in office practice. determined, no lessening of effect resulted after re- 

Clinical Material peated injections. . 

.,11 nmm No evidence of local toxicity and no systemic 

A group of 67 patients selected because of piom- ticosteroid effects occurred in this series during 

inent symptoms of swelling, pain, ten ernes , * maximum treatment period of six months. Al¬ 
limitation of motion occurring pnmari y fusing three patients experienced upper respiratory 
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(the greater number m then fifth or . detected 

showed a fair to good general physical condition. 
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Comment 

Remission of inflammation, pain, swelling, and 
stiffness usually occurs within 48 hours of direct 
instillation of a potent corticosteroid into the joint 
cavity. Intrasynovial therapy is an effective but 
temporary measure for producing palliative anti¬ 
inflammatory action where one or two joints are 
more severely involved or where systemic cortico¬ 
steroid therapy is contraindicated. Repeated injec¬ 
tions may be given without serious hazard to the 
patient, since customary doses are absorbed by the 
synovium and systemic influences are of no appre¬ 
ciable consequence. The potency of the cortico¬ 
steroid used is an important consideration affecting 
the outcome of treatment, particularly in severely 
inflamed joints, as the synovium can absorb only 
limited quantities of the drug, and the actual 
amount of active agent which can be introduced 
is determined by the size of the joint. Experience 
with triamcinolone acetonide indicates that it is a 
highly potent anti-inflammatory substance for intra¬ 
synovial use, relieving joint symptoms in an excep¬ 
tionally high percentage of the patients treated. 
Improvement was achieved with considerably lower 
dosage than necessary with hydrocortisone. En¬ 
hanced potency is apparently unaccompanied by 
an increased propensity for producing toxic reac¬ 
tions or by evidence of systemic influences. 

Summary 

Intrasynovial instillation of triamcinolone ace- 
tonide (Kenolog) accomplished good to excellent 
symptomatic improvement in 66 of 67 (9S.5%) pa¬ 
tients with rheumatoid and arthritic disorders af¬ 
fecting peripheral joints. Benefits were manifested 
by a sharp reduction in stiffness, tenderness, and 
pain; by a subsidence of swelling; and by an in¬ 
crease in joint mobility'. 


Most patients noted a better response to triam¬ 
cinolone acetonide than to hydrocortisone, and this 
was achieved with considerably lower dosage. In¬ 
jections of 2.5 to 10 mg. were given with a fre¬ 
quency ranging from twice weekly to twice month¬ 
ly' for periods up to six months in duration. All pa¬ 
tients remained ambulant. No evidence of local 
toxicity and no systemic corticosteroid influences 
were observed in this series. This experience indi¬ 
cates that triamcinolone acetonide is a highly active 
anti-inflammatory' agent for direct instillation into 
the joint cavity. 

720 N. Michigan Ave. (11). 

The triamcinolone acetonide used in this study was sup¬ 
plied as Kenalog through the courtesy of Dr. R. C. Merrill, 
E. R. Squibb & Sons, New York. 
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M OBILITY OF THE NORMAL SPINAL CORD.-The position of the cervical 
spinal cord is not constant and it changes in the antero-posterior direction. 
These differences which are dependent on the position of the body can 
reach in the normal 9 mm. The movements of the spinal cord are different at 
various levels and the mutual relation of these differences is relatively constant, the 
minimal shift being at the level of the third cervical vertebra. From this segment 
cranially and especially caudally the mobility of the spinal cord increases. . . . The 
degree of mobility of the spinal cord has no relation to the antero-posterior diam¬ 
eter of the normal spinal canal. The values of the movements of the spinal cord are 
higher in the lower and narrower part of the cervical spinal canal than in the upper 
and wider part of it. Changes of shape of the spine, i. e. anteflexion and retroflexion, 
have a certain, but by no means decisive influence on the relations between the 
spinal cord and the walls of the spinal canal. Key and Retzius wrote in 1S75: “In 
the prone position of the cadaver the spinal cord shifts forward and in the supine 
position backwards. Probably similar conditions are also during life." Our present 
pneumomyelographic studies in the living confirmed these anatomical conceptions 
of the Swedish authors—J. Jirout, M.D., The Mobility' of the Cervical Spinal Cord 
Under Normal Conditions, The British Journal of Radiology, November, 1959. 
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SWEAT GLAND CARCINOMA WITH METASTASES 

Robert A. Grant, M.D., Los Angeles 


Sweat gland carcinomas with distant metastases 
nave been infrequently recorded in the literature, 
the first case being reported by Hedinger 1 in 191L 
Most of these tumors have originated in areas where 
the apocrine sweat glands are located. Primary 
tumors of the hand are also uncommon; of 750,827 
patients seen at the Henry Ford Hospital and 
Clinics the incidence of primary hand tumors was 
0.008%.' While Schreiner and Wehr 3 found an 
incidence of 1.1% in their series, no sweat gland 
tumors were present in either series. The rare com¬ 
bination of a sweat gland carcinoma located in a 
nonapocrine sweat gland-containing area, a finger, 
associated with distant metastases justifies this re¬ 
port. 

Gates and co-workers ‘ reviewed the world litera¬ 
ture from 1865, when the first case of sweat gland 
carcinoma was recorded, to 1939. They found 29 
cases of sweat gland carcinoma, but in only four 
instances had metastases occurred. A diagnosis of 
carcinoma was made in the other cases on the basis 
of local invasion and cellular anaplasia. Stout and 
Cooley 3 accepted seven cases of metastasizing 
sweat gland carcinoma in their review of the world 
literature and added six of their own. In 1956, 
Smith" added the first case to the British literature 
and acknowledged 20 of those contained in the 
entire literature. Kay and Hall 7 and Elliott and 
Ramsay 8 each reported a case, and the present case 
report brings the total cases of sweat gland car¬ 
cinoma with distant metastases to 24. 


Report of a Case 


A 62-year-old man had been unable for 18 months 
to extend completely the ring finger of his right 
hand without pain. He had noted a resistance to 
extension of his finger at 130 degrees; with some 
effort the finger could be extended, with a resulting 
audible snap. He had been aware of a slowly grow¬ 
ing lump in his right palm for the last eight years. 
In 1946, he caught the little finger of his right hand 
in a car door, and the severe crushing injury neces¬ 
sitated amputation at the proximal interphalangeal 
joint. After his surgeon reported that a sweat gland 
carcinoma was found in the surgical specimen, he 
. remembered having a small, hard movable nodule 
at his proximal interphalangeal joint for many 
years. No more definitive treatment was done be¬ 
cause it was believed that the tumor had been re¬ 
moved completely.______ 


Ktum departments 
worth Hospital, Veterans 


of pathology and orthopedic sutgery, Wads- 
Administration Center. 


Physical examination on admission revealed - 
grossly normal right hand, minus the distal ant 
middle phalanges of the fifth finger. There was; 
nontender movable 1.5-cm. mass in tire right palm 
This mass appeared attached to the deep structure: 
beneath the skin of the palm at the distal creast 
overlying the head of the fourth metacarpal. The 
skin moved freely over the mass. No limitation ol 
motion was present except in the ring finger of thi 
right hand. A resistance was felt at 130 degrees or 
flexing the metacarpophalangeal joint, which, or 
slight exertion and accompanied by an audible snap 
could be fully extended. There were several small 
hard nodules in the right 'axilla. The rest of the 
physical examination was essentially noncontribu 
tory. Laboratory studies, including blood cell count, 
urinalysis, and determination of levels of blood 
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5 cm. 

Fig. 1.—Tumor in sagittal section; toothpick lying in 
tendon sheath, which was encircled by tumor. 

calcium, phosphorus, and alkaline phosphatase, 
gave normal results. Roentgenograms made of the 
chest, hand, and skeleton showed no metastatic 
disease. 

Exploration of the right palm, on July 20, 1959, 
revealed a hard, gritty, yellow-white tumor which 
enveloped the profundus and sublimus tendons of 
.the right finger. It was not encapsulated and on 
gross examination did not appear to invade the 
adjacent muscles. The tumor extended from the 
proximal flexor sheath to just short of the transverse 
carpal ligament. ‘The tumor was thought to have 
been completely removed grossly. It weighed 5 Om. 
and measured 5.0 by 0.5 by 1.0 cm. On Aug. 3, 
1959, several hard, matted nodes were removed 
from the right axilla. On cut section examination, 
these nodes were grossly tumorous. 
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the older age group predominantly and liave an 
equal sex incidence. The presence of these tumors in 
the latent state is usually known to the patient for 
a long time, as long as 35 years in some cases. 
The true, aggressive nature of the tumor is dis¬ 
closed by its increase in size. These tumors are 
characterized by red or violet firm elevated nodules 
or nodules that are fixed to the underlying and 
adjacent skin. They must be differentiated from 
dermatofibrosarcoma protuberans, keloid, metastatic 
carcinoma, and lymphosarcoma of the skin which 
also show characteristically red-violet nodules. 

These neoplasms have proved to be radioresistant 
and consequently the therapy must he exclusively 
surgical. Management must be based on the clinical 
extent of involvement and the knowledge that sweat 
gland carcinoma has an aggressive infiltrative ca- 
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EXERTION-INDUCED MYOGLOBINURIA AND HEMOGLOBINURIA 

SIMULATION OF ACUTE GLOMERULONEPHRITIS 
James A. Howenstine, M.D., Boston 


For several years physicians at the U. S. Nan' 
Hospital, Beaufort, S. C., have been aware of a 
peculiar syndrome occurring after excessive per¬ 
formance of a calisthenic known as the “squat 
jump” (fig. 1). After performance of squat jumps, 
some recruits developed myoglobinuria, hemoglobi¬ 
nuria, albuminuria, hematuria, and urinary casts. 
The initial clinical findings sometimes closely re¬ 
sembled those of acute glomerulonephritis. 

Tills calisthenic consists of a jump into the air 
from a squatting position, so that the body weight 
is shifted from one leg to the other. Maximum 
strain thus is placed on alternate quadriceps mus¬ 
cles during the jump. This calisthenic was usually 
repeated many times in a rapid manner. It is 
extremely difficult for even a well-conditioned per¬ 
son to perform more than 80 squat jumps in suc¬ 
cession. 

Nearly all recruits were troubled by marked 
stiffness of the quadriceps muscle when squat 
jumps were first performed. About 60 recruits of 
28,000 (0.21%), during the year 1958, sought medi¬ 
cal care because of difficulty' in walking or passage 
of dark urine. 1 Of these 60 recruits, 12 were hos¬ 
pitalized because of the severe pain and swelling 
of the muscle or the persistence of urinary abnor¬ 
malities beyond a two-day observation period in a 
dispensary. The true incidence of squat jump syn¬ 
drome was impossible to ascertain, because well- 
motivated recruits frequently do not seek medical 
care. 

The squat jump syndrome consisted of the pas¬ 
sage of dark urine in association with painful swell¬ 
ing and induration of the quadriceps muscles. The 
typical case developed within a few days after the 
initial performance of daily’ squat jumps. No pain 
or swelling of muscle was ever noted during die 
performance of squat jumps. The swelling and pain 
of die quadriceps characteristically began in the 
evening, four to six hours after completion of the 
exercise, and always preceded, or was concurrent 
with, the passage of dark urine. The severe swelling 
of the quadriceps gradually decreased in the first 
three or four days and was rarely evident longer 
than one week. No muscle atrophy or weakness 
followed recovery. Passage of dark urine often was 
of transient duration, although it persisted as long 
as 96 hours in some patients. 


From the U. S. N'avy Hospital, Beaufort, S. C. Dr. Howenstine is 
Hospitai m ° r Assistant Resident, Tufts Medical Services, Boston City 


Extensive repetitive calisthenics performed 
by Marine recruits were followed by swelling 
of the quadriceps muscles, dark urine, albu¬ 
minuria, hematuria, pyuria, red blood cell 
casts, myoglobinuria, and hemoglobinuria. 
In all 1 9 patients who were hospitalized 
albuminuria was demonstrable. Spectra- 
photometric and chemical study of dark 
urine specimens from these persons revealed 
excretion of both myoglobin and hemo¬ 
globin. Renal biopsy specimens of two pa¬ 
tients, one of whom experienced acute renal 
failure, disclosed tubular abnormalities com¬ 
patible with acute tubular necrosis. After 
recovery, resumption of the same calisthenics 
did not cause reappearance of renal or 
muscular symptoms. 


Patients with squat jump syndrome exhibited 
various urinary abnormalities including myoglo¬ 
binuria, hemoglobinuria, albuminuria, hematuria, 
pyuria, granular casts, and red blood cell casts. 
Albuminuria, which occurred consistently in this 
syndrome, was maximal during the period when 
the urine was dark. Within three or four days after 
the onset of symptoms, urinalysis was normal in all 
but four patients. 

The squat jump syndrome was first regarded as 
a completely benign condition. Those patients hos¬ 
pitalized were allowed to be ambulant as soon as 
their muscle swelling and pain had disappeared 
and were returned to duty when a normal urinalysis 
was obtained. The patient in case 15 (table 1) was 
the first observed whose illness did not fit the 
pattern of a benign condition. This case and five 
others of exertional my'oglobinuria will be reported 
in detail. Urinary findings in the remainder of cases 
are listed in table 1. The data for eases 1 through 5 
were obtained from the 1957 records of the U. S. 
Navy Hospital, Beaufort, S. C. Cases 6 through 19 
were observed personally. 

Myoglobin in the urine was demonstrated by the 
method of Blondheim and co-workers. 3 Spectro- 
photometric studies of the urinary pigments were 
performed by Dr. Richard H. Gadsden 3 of the 
Chemistry Department of the Medical College of 
South Carolina; a Beckman DK-2 spectrophoto- 
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meter was used. Urine supernatants were tested for On the third day of his illness, the urine con- 

occult blood by the use of orthotolidine (Hematest) tamed 500 mg.% of protein and innumerable red 

reaction tablets. The Wallace-Diamond qualitative blood cells with red blood cell casts The super™. 

cst W- s xed for urinary urobilinogen determina- taut gave a strongly positive reaction for occult 

test WAS uscu rui y b blood. A urinary urobilinogen test result was posi¬ 
tion. five at 1:320. Tlie total serum bilirubin level was 

. », . 1 mg.%, 0.3 mg.% direct and 0.7 mg.% indirect. The 

i v -'■*?,.< erythrocyte sedimentation rate was 16 mm. per 

^ K *r .. ■ ■ ■■ hour (Wintrobe). 

__£VE- % P ' - , Fluid intake was restricted, and the patient was 

- -..V 1 placed on a low-salt diet. He complained of 

msam, ; - ^ *£' V’ IPirrr* ^ anorexia and generalized abdominal pain. On the 

TlFPi* hJL J fifth day 0 f ilhess, the fluid intake was 1,170 cc., 

■C =— • . -- 9*"”* with a urinary output of 590 cc. The next day the 

i urinary output fell to 60 cc. An electrocardiogram 

: disclosed U waves and tall, peaked T waves m the 

t " | precordial leads, suggestive of byperpotassemia. 

X. i -. ; • ; The serum potassium level was 6.9 mEq. per 1 er, 

■gMfcrr*’ .. j and the blood urea nitrogen level rose to 104 mg.*. 

Because of the marked oliguria and high 

• -- ~ --~-- concentration of serum potassium, the patient was 

Fig. 1.—Position assumed prior to performance of trins f erre d to the Medical College Hospital Char- 

squat jump. leston S C., for consideration for artificial dialysis. 

. r Therapy at the Medical College Hospital con- 

Report of Cases sis ted of restriction of fluid intake and a low-protein 

r cp 1 \n 18-vcar-old recruit noted passage of The highest blood urea nitrogen eve was 

Hr “eSSn ThrLt culture grew afpha-hemo.yfic streptococcus, 

upper respiratory meci^ rectus abdominis L -Urinary Findings in Nineteen Patients 

td T both q U f ^ofTroSn and^many red ** ^ 

EE - =? ~ s? 

t i • urine continued to exhibit a piu . 100 ... ... 0BP 

Despite this, the urm . microscopic ” . 4 oo ••• - MyoitioWn+ 

tein level of 20 to 100 mg.% and shg;h lo . . m ... ***** 

hematuria for seven month . An m . Pr .»„, ^ „ aat 

ssr* 

and serum antistrep y d i S phnrged from the ™. 100 ... •" Myoglobin+ 

^ S" P—/aagnosis of & - — — 

subacute glomerulonephnhs.^ perf d 35 ^ jj-; 

Case 15 7 The next day he became weak nau- „ e.«»* ;;; Pre!t „. 

^Th’End complamed of fever and ehil^He .. » " p..-« 

seated, ana comp jumps, and on tne . . PreS ent 

continued to per or a temperature o_ lumps; cose ia, squ “/J e h s Sus most abnormal °f 

fourth day was found to minuteand •«... 

the blood pressure 100/70I ^ was lIe ated »«““■' result 0 , 

next day he eomphtmed o hg^ tend t0 a Coom ^ „ P n obt conBin 

or SP^ 

ria. and the urme «« » fflness his blood pressure examtoaUo n. 

hadri°m t toU0/98mm.Hg. 
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On the 10th day of illness the patient began to 
have diuresis, with urine outputs of up to 3,000 cc. 
dailv. A 10-lb. weight loss occurred during diuresis, 
and the blood pressure returned to normal. 

Kidney tissue obtained by needle biopsy (fig. 2) 
on tire 10th day of illness revealed brown-pig¬ 
mented debris in the tubular lumens and necrosis 
of the proximal convoluted cells in some regions. 
The only glomerulus present in the specimen ap¬ 
peared normal. The pathological diagnosis was 
liemoglobinuric neplirosis. 

The blood urea nitrogen level gradually de¬ 
creased to 19.4 mg.% by the 40th day. Two months 
after the onset of symptoms the phenolsulfon- 
phthalein excretion was 40% in 15 minutes, with 
70% excretion in one hour. The specific gravity of 
the urine after 14 hours of restricted fluid intake, 
100 days after the onset of illness, was 1.033. An 
intravenous pyelogram showed no abnormalities. 
The patient resumed recruit training and subse¬ 
quently was able to perform many squat jumps 
daily, without discomfort or abnormal urinary 
findings. 



17g. 2 (case 15).—Squat jump syndrome: photomicrograph 
of biopsy specimen of kidney, showing pigmented casts in 
three of four tubules on right (X 450). 


Case 16.—This patient performed about 100 squat 
jumps. Three days later he passed dark urine and 
noted marked stiffness' of both quadriceps muscles, 
which became firm and painful when flexed. He 
developed anorexia and had emesis on one occasion. 


Physical examination disclosed moderate tender¬ 
ness and marked firmness of the left quadriceps 
muscle, particularly over its lateral aspect. Urinaly¬ 
sis showed a protein level of 250 mg.%, with red 
blood cell casts and red blood cells in large quan¬ 
tities. The supernatant gave a strongly positive 



Fig. 3 (case 17).—Photomicrograph of biopsy specimen 
of left kidney, showing presence of large cast in dilated 
tubule whose epithelium is flattened (X 600). 


reaction for occult blood. The result of a myo¬ 
globin test on the same specimen was negative. 
After 14 hours of restricted fluid intake, the specific 
gravity was 1.023. Protein excretion in a 24-hour 
period was 1.35 Gm. The antistreptolysin O (ASO) 
titer was 250 Todd units. An intravenous pyelogram 
revealed no abnormalities. 

A specimen of kidney tissue obtained by needle 
biopsy four months after the onset of the illness 
contained 10 glomeruli. Several glomeruli showed 
adhesions between Bowman’s capsule and the 
glomerular tuft. A few glomeruli had extravasated 
red blood cells in the intercapsular space. No casts 
were noted, and the tubular epithelium appeared 
normal. The diagnosis xvas mild, subacute glome¬ 
rulonephritis. Urinalyses performed during the five- 
month period of observation showed white blood 
cells, red blood cells, and albuminuria. 

Case 17.—A 19-year-old recruit one day per¬ 
formed 95 squat jumps and the next day about 65 
squat jumps. That evening Iris legs began to hurt. 
On the third day he passed coffee-colored urine. 


496 

MYOGLOBINURIA 

About one year previously, a renal calculus had 
been removed from the right ureter. Since that 
time he had twice noted the passage of red urine 
iiitci stienuous physical exertion. 

Oil physical examination the patient could flex 
neither knee more than 30 degrees, and lateral 
moderate firmness mid tenderness of the left 
quadriceps muscle were noted. The urine gave a 
strongly positive reaction for myoglobin and con¬ 
tained numerous red blood cells and 75 mg.% of 
protein. Values for serum uric acid, calcium, and 
phosphorus were normal. 

Urinalysis continued to disclose microscopic 
hematuria for two weeks, the urine thereafter be¬ 
coming normal. The patient was discharged to duty 
but was readmitted six weeks later for gross hema¬ 
turia. Urinalysis on this occasion revealed 40 to 50 
red blood cells per high-power field and a 30-mg.% 
level of protein. Sixty milligrams of protein were 
excreted in a 24-hour specimen. The 24-hour urine 
protein level rose to 722 mg. when collected dur- 

Iaule 2 .—Summary of Symptoms and Urinary Findings in 
Eighteen. Patients with Squat Jump Syndrome 

i'iHtliugs in 
Patient#, No.* 

r - - ------s 

Present Absent 

MyoKloliimiriit . $ •> 

Albuminuria . IS 0 

Pyuria . 16 

Hematuria . u 12 

Ktftl blood cell casta. -t M 

Oral temiierature over I00F (37.SC). 4 13 

[.umbur ache. 0 7 

Vomiting . G G 

Qnadrieei)# swelling ami tenderness. 18 G 

* In some instances total number of iiutlents does not add up to 18 
beam.-e test was performed in smaller numbers of patients or history 
was inudeuuute for documentation. 

ing a day which included five hours of physical 
exertion. An intravenous pyelogram disclosed sharp 
renal calices, with some pelvic distortion on the 
right attributed to the previous operation. Urine 
cultures grew contaminants. 

Renal tissue obtained by needle biopsy (fig. 3) 

90 days after the squat jump syndrome appeared 
normal, with the exception of one dilated tubule 
whose lumen contained a brown granular cast. The 
epithelium of the dilated tubule was extremely thin, 
resembling an early stage of regeneration. The 
specimen contained 18 glomeruli. The diagnosis was 
resolving hemoglobinuric nephrosis. 

Case 18.-A 19-year-old Marine performed 50 
squat jumps and, within five hours began to observe 
pain and swelling in both quadriceps muscles. 
Four days later the patient began to pass dark 
brown nrine which persisted for 48 hours. Emesis 
occurred on one occasion, and there was steady 

aching in both lumbar regions. 

His temperature was 99.8 F (37.7 C), and the 
blood pressure 150/90 mm. Hg. There was mod- 
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crate swelling and slight induration over both 
quadriceps muscles laterally. ' 

A mahogany-cobred urine specimen obtained at 
the time of admission showed a negative result of 
a myoglobin test but a positive one for hemoglobin 
On spectrophotometric study, a sample of this 
urine was found to have a wave length identical to 
a methomoglobin solution placed in a control 
specimen of urine. 3 There were 80 mg.% of protein 
and many brown granular casts in the initial urine 
specimen. The urinary urobilinogen dilution was 
1:80. The total serum bilirubin level was 0.8 mg% 
0.4 mg.% indirect. The blood urea nitrogen level 
was 17.5 mg.%. The total urinary 24-hour excretion 
of protein the day of admission was 1.47 Gm, 

Serum glutamic oxalacetic acid transaminase 
(SGO-T) levels, determined at 12-hour intervals dur¬ 
ing the first three days of hospitalization, ranged 
from 70 to 76 sigma frankel units (normal is 40); 
they fell to 21 units three weeks later. 

Case 19.—An 18-year-old recruit performed many 
squat thrusts. (This calisthenic primarily involves 
the muscles of the arms and shoulders.) That 
evening he became nauseated, passed rust-colored 
urine, and began to have pain in the lateral portion 
of the deltoid muscles. Physical examination dis¬ 
closed only minimal tenderness over the painful 
areas of muscle. 

The urine specimen taken on admission was dark 
brown in color and gave a positive reaction for pro¬ 
tein, with many granular casts. There was a trace of 
myoglobin and a moderately positive reaction for 
hemoglobin (Blondheim’s method*). Spectrophoto¬ 
metric analysis of this specimen disclosed a small 
quantity of metmyoglobin, most of the. urinary 
pigment being due to methemoglobin. 3 

The patient’s urine returned to a normal color 
during his first day of hospitalization, but he con¬ 
tinued to complain of muscle pain for several days. 
Subsequent attempts to reproduce hemoglobinuria, 
by a prolonged march and extensive calisthenics of 
the upper extremities, were unsuccessful. 

Comment 

The urinary abnormalities seen in the 18 cases of 
squat jump syndrome are tabulated in table 2. The 
myoglobin test gave positive results in 8 of the 10 
patients on whom it was performed. It seems prob¬ 
able that the two negative results were due to fail¬ 
ure to obtain a urine specimen early enough in the 
course of the illness, at a time when myoglobinuria 
was still present. Intravenous pyelograms were ob¬ 
tained for five patients. The only abnormality was 
the pelvic disortion mentioned above in case 1 • 

Duration and Possible Etiology of the Urinary 
Pigments.- The urine test for myoglobin gave posi¬ 
tive results for only a brief period probably less 
than 48 hours. All positive results of tests for my 
irlobin were obtained at the dispensary prior to 
hospitalization. No hospitalized patients exhibited 
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myoglobinuria, although they frequently passed 
dark urine during their first day of admission. The 
significance of this observation became apparent 
when tire patient in case 18, tire final case of squat 
jump syndrome, appeared. This patient’s dark urine 
was spectrophotometrically proved to contain 
methemoglobin. It seems possible that the dark 
urine passed by the other hospitalized patients, 
which was myoglobin negative, would have con¬ 
tained hemoglobin had it been examined for such. 
Some support for this impression can be gained by 
the observation that dark urine specimens taken 
from six patients with squat jump syndrome, and 
examined spectrophotometrically prior to this 
study, 3 were all found to contain methemoglobin 
without evidence of myoglobin. The urine speci¬ 
men obtained from the patient in case 19, whose 
exertion and physical findings were in the upper 
extremity, contained both metmyoglobin and 
methemoglobin. 

To summarize, myoglobinuria was seen only dur¬ 
ing the initial phase of squat jump syndrome. It is 
believed that the pigment causing the dark color of 
urine later in this syndrome is hemoglobin. 

Case 19 appears noteworthy for two reasons. This 
case proved that both myoglobin and hemoglobin 
could be contributing to the dark urine passed by 
a person who has performed excessive calisthenics. 
It also demonstrated that exercise producing mini¬ 
mal physical findings could, nevertheless, be re¬ 
sponsible for myoglobinuria and hemoglobinuria. 
It is important that this patient’s urine contained 
no red blood cells which could have caused hemo¬ 
globinuria if partially hemolyzed. 

Ono, 4 by a sensitive serologic technique, has 
demonstrated that myoglobinuria is seen in skaters, 
runners, and persons undergoing electric shock 
therapy. In the latter subjects myoglobinuria was 
maximal after the second electric shock treatment 
and had disappeared completely by the sixth course 
of electric shock therapy. The disappearance of 
myoglobinuria after repeated convulsions suggests 
that skeletal muscle may be altered by such violent 
exertion. No recruit who had experienced squat 
jump syndrome ever had a recurrence of muscle 
symptoms after resuming execution of the squat 
jumps. The ability to resume performance of squat 
jumps without difficulty suggests that muscular 
changes similar to those observed by Ono may have 
occurred during violent squat jumping. 

A quadriceps biopsy specimen (fig. 4) obtained 
from the patient in case 14 three days after the 
onset of swelling revealed edema of the skeletal 
muscle and adjacent connective tissue. Red blood 
cells were seen scattered diffusely through the 
connective tissue, with clumps in one region of the 
muscle. The presence of red blood cells in this 
biopsy specimen could be an artefact of surgery. 
However, in view of the marked muscle swelling 


seen in the squat jump syndrome, it seems reason¬ 
able that some red blood cells, as well as plasma, 
might escape from the muscle capillaries. Hemolysis 
of these cells could be the source of the hemo¬ 
globinuria. Another possibility' is intravascular 
hemolysis of red blood cells, secondary to release of 
a toxic material from damaged muscle tissue. 

Whether hemolysis of extravasated red blood 
cells could constitute the explanation for march 
hemoglobinuria is unclear. The only recruit seen 
with march hemoglobinuria during this period did 
not have muscle symptoms. 

Nature of the Renal Lesion— Intravenous hemo¬ 
globin has been shown by' Miller and associates 3 
to have renal vasoconstricting properties. Whether 



Fig. 4 (case 14).—Photomicrograph of biopsy specimen of 
quadriceps muscle: note presence of scattered red blood 
cells between muscle fibers (X 400). 


myoglobin similarly' causes renal vasoconstriction 
is uncertain. Any' process which damages muscles 
severely enough to cause myoglobinuria may well 
release other substances into the blood (transami¬ 
nase, adenosine triphosphate [ATP], aldolase, lactic 
acid, and others). At least one of these (ATP) has 
been shown to have a physiological effect which 
would be deleterious to the kidney (hypotension). 0 

The urinary' findings were most marked during 
the period when dark urine was being passed. It 
seems possible that these abnormalities were due to 
transient renal vasoconstriction, caused by hemo¬ 
globin and perhaps other muscle products. Possibly, 
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a reduced blood volume secondary to plasma loss 
within the quadriceps muscle may have contributed 
to the renal damage. 

1 he renal biopsy specimens obtained in cases 15 
and 17 showed clear evidence of tubular pathology 
typical of acute renal failure.' The clinical course of 
the patient in case 15 was typical of acute renal 
failure, while the patient in case 17 had no azotemia 
or evident oliguria. The patient in case 15 exhibited 
high fever and mental confusion; it is possible, 
therefore, that heat stroke as well as squat jump 
syndrome may have contributed to the acute renal 
failure. 

The patients in cases 1 and 16 had persistent 
albuminuria, with intermittent microscopic hema¬ 
turia, after incurring the squat jump syndrome. The 
renal biopsy tissue in case 16 presented an ap¬ 
pearance compatible with subacute glomerulone¬ 
phritis. It seems possible that the patients in cases 1 
and 16 may have had glomerulonephritis prior to, or 
simultaneous with, the squat jump syndrome and 
that their renal disease became manifest when they 
required medical attention. However, there is no 
way of completely excluding the possibility that 
their persistent urinary abnormalities are due to 
the deleterious renal effects of squat jumping. 
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urine specimen which doesn't contain red blood 
isfresh some diagnostic value if the urine sample 

Other features of value in excluding acute 
glomerulonephritis from exertional myoglobinuria 
are (1) a history of excessive repetitive physical 
exertion, particularly significant if it is a type of 
exertion to which that person is unaccustomed- U) 
subjective complaints of muscle soreness, or evi¬ 
dence of swelling and tenderness in the exerted 
muscles, or both; (3) normal serum-antistreptolysin 
O (ASO) titers, negative throat cultures, without 
history of pharyngitis; (4) transient proteinuria and 
hematuria, accompanied by passage of dark urine 
with a total duration of less than one week; and 
(5) a renal biopsy specimen disclosing tubular 
necrosis with casts, in contrast to the changes of 
acute glomerulonephritis. 

Alyea and Parish 11 demonstrated that hematuria 
and albuminuria are consistently present in well- 
conditioned persons after strenuous physical exer¬ 
tion. The albuminuria and hematuria have been 
attributed to renal ischemia, secondary to increased 
blood flow to skeletal muscle. These persons do 
not give a history of dark urine and muscle swelling 
and tenderness are absent. The observed urinary 


Review of Literature for Similar Cases .—De 
Langen H reported myoglobinuria in a prisoner of 
war forced to do excessive genuflections. The swell¬ 
ing of the quadriceps muscle and the transient 
oliguria with azotemia experienced by this patient 
were similar to the clinical course of the squat 
jump syndrome in the patient in case 15. 

Pearson and associates" discovered myoglobi¬ 
nuria in a patient who had undergone prolonged 
skipping on a hard pavement. Initially, there was 
swelling of the muscles of the anterior tibial com¬ 
partment followed by muscle atrophy in the re¬ 
covery period. This patient exhibited albuminuria 
for five days. 

Stahl 10 reported five cases of passage of dark 
urine after excessive calisthenics. Two of his pa¬ 
tients had painful muscles in the arms, while three 
had painful muscles in the legs. Urinary findings in 
these patients included albuminuria, hematuria, and 
red blood cell casts. 

Differential Diagnosis. —The hematuria, albumi¬ 
nuria, and red blood cell casts seen in exertional 
myoglobinuria and hemoglobinuria are identical 
with the classic urinary findings in acute glomeru¬ 
lonephritis. In a person who has a history of 
strenuous physical exertion prior to the discovery 
of urinary abnormalities, it is of vital importance 
not to attribute the dark color of the urine to the 
presence of red blood cells or to dehydration wit i- 
out further investigation. If such a dark urine speci¬ 
men can be proved to contain myoglobin, a diagno¬ 
sis of acute glomerulonephritis is unlikely to be 
correct. Similarly, the finding of hemoglobin m a 


abnormalities are proportional to the severity of 
the exertion and are regularly reproduced by repe¬ 
tition of tire exertion. Hence, this condition is un¬ 
like the squat jump syndrome, which does not 
appear to be reproducible. 


Summary 


The squat jump syndrome, 18 cases of which are 
reported, is characterized by painful swelling of 
the quadriceps muscles after their extensive repeti¬ 
tive exertion, and by dark urine containing myo¬ 
globin and hemoglobin. The albuminuria, hema¬ 
turia, and casts in the urine of these patients may 
have been due to the adverse renal effects of pro¬ 
longed vasoconstriction associated with hemo- 
globinemia. It is possible that decreased plasma 
volume, secondary to loss of plasma within the 
quadriceps muscle, was contributory. Renal biopsy 
specimens taken from two of these patients demon¬ 
strated brown granular casts and tubular abnormali¬ 
ties similar to the pathological findings in acute 


ibular necrosis. 

Valuable features in distinguishing the albumi- 
u-ia, hematuria, and casts that follow prolonged, 
laccustomed exertion from acute glomerulone- 
ir itis are: passage of dark urine after excessive 
:ertion, sore swollen muscles, myoglobinuria, 
>rmal serum antistreptolysin O (ASO) titers, am 
nal biopsy specimens. Renal biopsy specimens 
stinguished the tubular pathology seen in squat 
m p syndrome from Hie glomerular lesion of aw 
nmerulonephritis in three diagnostic problem 


cases. 
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In one additional case, myoglobinuria and hemo¬ 
globinuria followed prolonged exertion of the upper 
extremity. The hemoglobinuria which follows pro¬ 
longed exertion may be due to the hemolysis of 
extravasated red blood cells within the swollen 
muscles. 

SIS Harrison Are. (18). 

The Commanding Officer of the Marine Recruit Depart¬ 
ment at Parris Island, S. C. assisted this study by granting 
permission to interview drill instructors and physical therapy 
personnel. Drs. David P. Earle and Cheves Smythe acted as 
consultants in the preparation of this article. Dr. R. H. 
Cadsden performed the spectrophotometric studies. 
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BENEFICIAL EFFECTS OF HYPOTHERMIA AFTER CARDIAC ARREST 

Emanuel Feldman, M.D., Burton Rubin, M.D. 
and 

Sylvan N. Surks, M.D., New Hyde Park, Long Island, N. Y. 


The successful reduction or prevention of neuro¬ 
logical sequelae after cardiac arrest of five or more 
minutes by use of hypothermia has been reported 
by Williams and Spencer. 1 Their observations have 
been confirmed by a study of dogs. 1 The effective¬ 
ness of this method of therapy has not been widely 
reported or substantiated by other observers. The 
case report presented here describes the use of 
hypothermia in an attempt to prevent further cen¬ 
tral nervous system damage after acute hypoxia 
occurring after cardiac arrest. 

Report of a Case 

A 2-year-old girl was admitted to the Long Is¬ 
land Jewish Hospital on Feb. 14, 1959, with a diag¬ 
nosis of epiglottitis with croup. Because of obstruc¬ 
tion in the upper part of the airway and respiratory 
distress, a tracheotomy was performed one hour 
after admission. 

The child responded satisfactorily until 6 a. m. 
on the morning of the third postoperative day, 
when she developed cyanosis and difficulty in 
breathing. Examination at this time showed a pulse 
rate of 120 per minute, a respiratory rate of 28 per 


From the Department of Anesthesiology, Long Island Jen ish Hospital. 


Cardiac arrest occurred in a 2-year-old girl. 
Hypothermia was produced with a water- 
cooled mattress. Despite the presence of hy¬ 
pertonicity, convulsions, and coma in the im¬ 
mediate postarrest period, the patient made a 
complete neuropsychological recovery. The 
high mortality and residual nervous system 
damage that follow cardiac arrest are usually 
due to cerebral hypoxia. The duration of hy¬ 
poxia generally determines the prognosis. In¬ 
dividual variations modify the ability to with¬ 
stand hypoxia without resulting permanent 
brain injury. Preexisting vascular disease, 
age, and the presence of hypoxia before ar¬ 
rest are factors that determine the degree of 
injury. The cessation of cerebral blood flow 
for more than three to four minutes is usually 
followed by cortical cellular destruction. 


minute, and diminished breath sounds in both 
lungs. Oxygen was administered directly into the 
tracheotomy tube, and slight improvement was 
noted. The patient continued to be restless, dysp- 
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nwc, and intermittently cyanotic. At 11;30 a. m. 
Z'J mg * °/ <Ugoxm was given intramuscularly and 
/D mg. of hydrocortone was given by intravenous 
mtusion. At 1_, noon the patient was brought to the 
operating room for an emergency bronchoscopy. A 
huge crust of mucus was observed at the carina 
but could not be removed through the broncho¬ 
scope. Suctioning through the tracheotomy stoma 
with a large rubber catheter yielded some thick 
mucus. At this point the patient became apneic, 
and a peripheral pulse could not be felt. The pupils 
weie widely dilated. An endotracheal tube was im¬ 
mediately inserted into the tracheotomy stoma, and 
artificial respiration with oxygen was begun. The 
chest was opened within one minute, the diagnosis 
of cardiac arrest confirmed, and cardiac massage 
begun. The heart began beating spontaneously 
after two minutes of massage. The chest was closed 
and thoracotomy tube drainage instituted. The 
child "'as taken to the recovery room in a semi- 
comatose state with generalized muscular hyper- 
tonicitv. The respiration and pulse rates were good. 
Hypothermia was immediately induced with a 
water-cooled mattress. The body temperature fell 
from 38 to 36 G (100.4 to 96.8 F) within two hours, 
reached 33 C in another four hours, and was main¬ 
tained at 31.5 to 33.0 C (88.7 to 91.4 F) during the 
48-hour period of hypothermia. 

Twenty-four hours after cardiac arrest there was 
an increase in the generalized hypertonicity, fol¬ 
lowed shortly by a grand mal convulsive seizure. 
The seizure was controlled with 25 mg. of diphen- 
ylhydantoin (Dilantin) sodium administered intra¬ 
venously. Forty-eight hours after cardiac arrest the 
patient began to respond to questioning by opening 
her eyes and turning her head. At this point hypo¬ 
thermia "'as discontinued and, after twelve hours, 
the body temperature rose slowly to 36.5 C (97.7 F). 
Five days after cardiac arrest the patient regained 
full consciousness, recognized her parents, and was 
able to take fluids by mouth. Two weeks after 
cardiac arrest, neurological evaluation gave com- 
pletely normal results except for slight hesitation 
in walking. 

The child was discharged from the hospital on 
the 21st day after cardiac arrest. Six months later 
she was submitted to a battery of psychological 
tests by a psychiatrist and psychologist. These 
tests indicated the patient to be a bright, well- 
adjusted child with scores which were normal or 
above normal. 

Comment 

This patient recovered from the effects of both 
acute and chronic lack of oxygen. As early as six 
hours prior to cardiac arrest the patient undoubted¬ 
ly suffered from cerebral hypoxia as evidenced by 
semistupor, restlessness, tachypnea, and cyanosis. 
One can only speculate as to the actual cause ot 
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cardiac arrest but the probable course of event, 
was that of a hypoxic myocardium finally succumh- 
mg to the episode of acute oxygen deprivation oc¬ 
casioned by the attempts at bronchoscopy anti 
tracheal suctioning. t } inu 

Tracheotomy was beneficial as it permitted the 
patient to have rapid and effective artificial ventiln 
turn with oxygen as soon as the arrest occurred 
Furthermore it reduced the total respiratory dead 
space and permitted easy access to accumulated 
tracheal secretions. 

Hypothermia in the immediate post-arrest period 
prevented the rapid rise in body temperature, which 
is a frequent accompaniment of cerebral hypoxia. 
Despite such poor prognostic signs as hyperton¬ 
icity, convulsions, and persistence of a semistupor- 
ous state for about 48 hours, this patient went on 
to full neurological recovery. It would appear that 
the prompt institution-of hypothermia was largely 
responsible for this complete recovery from severe 
cerebral hypoxia. 

The high mortality and residual nervous system 
damage that follows cardiac arrest is usually due 
to cerebral hypoxia. 2 The duration of hypoxia gen¬ 
erally determines the prognosis. 3 Individual varia¬ 
tions modify the ability to withstand hypoxia, with¬ 
out resulting permanent brain injury. Preexisting 
vascular disease, age, and the presence of hypoxia 
before arrest are factors that determine the degree 
of injury. The cessation of cerebral blood flow 
for more than three to four minutes is usually fol¬ 
lowed by cortical cellular destruction. Cooley 11 has 
pointed out that in youngsters already hypoxic, one 
minute of cardiac arrest has resulted in cerebral 
damage. Hypoxia affects the brain by direct injury 
to the nerve cells and cerebral swelling. The revers¬ 
ibility and extent of nerve cell injury is not well 
understood.' 1 The cerebral swelling results from the 
increased permeability of the capillaries due to hy¬ 
poxia, with a resultant loss of fluid from the capil¬ 
laries into the intracellular and intercellular spaces.’ 
The increase in brain volume exceeds the capacity 
of the subarachnoid space, with a resultant block¬ 
age of spinal fluid circulation, herniation of the 
brain stem, local tissue necroses, neuron damage, 
and petechial hemorrhages. 6 

In the past, the major emphasis in the treatment 
of cardiac arrest has been directed toward restor¬ 
ing the heartbeat and reestablishing circulation. 
Little attention has been paid to the problem o 
preventing further brain damage by decreasing 
cerebral metabolism and cerebral swelling. ac¬ 
complish this, Williams and Spencer 1 used hyp j 
thermia in four patients and stopped the cerebral 
circulation for five minutes. Three of the patie 
recovered completely, and the fourth sumved wr^ 
moderate neurological injury. The effect o >i 
thermia on the nervous system has been . > 
studied. Significant reduction of brain swelling 
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been noted 7 during craniotomy in patients who 
have been rendered hypothermic. At 30 G (86 F) 
it has been estimated that a 4% reduction in brain 
volume occurs; this is equal to a 30% increase in 
intracranial space of an adult. 8 Hypothermia also 
controls and reduces the febrile response (39 to 40 
C, or 102 to 104 F) that often accompanies cere¬ 
bral injury. The hyperpyrexia, with its accompany¬ 
ing increase in metabolism and oxygen demand, 
places an additional burden on an already damaged 
nervous system. 0 

Rosomoff and Holaday 8 estimated that at 28 to 
30 C (82 to S6 F) the oxygen needs of the brain 
are reduced 50%. Hypothermia, by decreasing the 
oxygen demands, protects the brain against hypoxic 
injury. This is an important factor in patients with 
an embarrassed cerebral circulation as a result of 
increased intracranial pressure. 

Other techniques for reducing cerebral edema 
after anoxia have been tried clinically. Human al¬ 
bumin given intravenously and 30% urea in 10% 
dextrose solution have been used. 10 The clinical ex¬ 
perience with these substances is still too small to 
permit valid conclusions to be drawn. 

Airway management in comatose patients is 
equally important in controlling cerebral swelling. 
Respiratory obstruction can produce further in¬ 
crease in cerebral edema and vascular engorge¬ 
ment. White and others 5 demonstrated that anoxia 
produces edema of the nervous system and that the 
increase in blood PCO- level results in cerebral vas¬ 
cular engorgement. 

This single case report, like the others reported 
in the literature, permits no valid conclusion to be 
drawn until control studies can be undertaken. 1 
Experience has demonstrated that patients who are 
hypoxic before cardiac arrest frequently develop 
neurological sequelae. 11 Patients who show evi¬ 
dence of cerebral damage such as convulsions, hy¬ 
perpyrexia, hypertonia, and coma for more than 24 
hours respond poorly. 2 ' This patient, despite all in¬ 
dications for a poor prognosis, recovered without 
any evidence of central nervous system damage. 

It is our belief that, after cardiac arrest, the pa¬ 
tient’s temperature should be reduced to 31.5 to 33 
C (89 to 91 F) and maintained there until neurologi¬ 
cal functions return to an optimal state. In conjunc¬ 
tion with hypothermia, maintenance of a patent 
airway is mandatory. This can best be accomplished 
initially by the insertion of an endotracheal tube. 
Then, after adequate oxygenation has been at¬ 
tained, a tracheotomy can be performed to facilitate 
tracheal suctioning by the nursing staff and to re¬ 
duce considerably the respiratory dead space. The 
management of such patients requires constant 
supervision and teamwork. In this case it was only 
through the concerted action of the surgeon, anes¬ 
thesiologist, pediatrician, and nursing staff that a 
gratifying result was obtained. 


Summary 

Cardiac arrest occurred in a 2-year-old girl. Hy¬ 
pothermia with a water-cooled mattress was begun 
immediately after the arrest. Despite the presence » 
of hypertonicity, convulsions, and coma in the 
immediate postarrest period, the patient appeared 
to have made a complete neuropsychological re¬ 
covery'. It is only' by' use of this technique in num¬ 
erous other similar cases that a valid conclusion 
can be obtained as to the beneficial effects of hypo¬ 
thermia after cardiac arrest. 

270-05 76th Ave. (Dr. Feldman). 

Irving L. Bauer, M.D., and Milton Kauffman, Ph.D., per¬ 
formed the psychological tests on the patient in this study. 
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CLINICAL NOTES 


TOXICITY OF VITAMIN K 


INDUCED HYPOPROTHROMBINEMIA AND ALTERED LIVER FUNCTION 

A. Marshall Smith Jr., M.D. 
and 

R. Philip Custer, M.D., Philadelphia 


Among the more patent abuses in present-day 
therapy is the indiscriminate administration of vita¬ 
min K and its analogues. Free use of these sub¬ 
stances is made on tire assumption that they are 
harmless, and the physician generally believes that 
he is doing something of real value for his patient 
by giving him vitamin K during a hemorrhagic 
episode, be it bleeding from a tonsillar fossa, a 
prostatic bed, or a duodenal ulcer. Rarely is such 
hemorrhage due to a defective coagulation mecha¬ 
nism, and the drug is generally given without prior 
evaluation of the prothrombin activity of the pa¬ 
tients’ blood. 

In the face of predetermined hypoprothrombin- 
emia, it is likewise common practice to give vita¬ 
min 1C in greater than adequate doses and to 
continue the treatment well beyond the time re¬ 
quired to correct a true deficiency. Hypoprothrom- 
binemia due to a seriously diseased liver cannot be 
corrected by vitamin K therapy, and many patients 
with this disorder may actually be harmed by 
frantic administration of menadiol (Synkayvite) 
sodium diphosphate or phytonadione (Mephyton), 
tile only benefit being realized by the manufacturer. 

One should not be very censurious of physicians 
using vitamin K, however. The medical literature is 
virtually devoid of data relating to toxic effects of 
vitamin K. Only one' of five standard textbooks of 
pharmacology that we consulted made mention of 
the possibility of such effects, limited to the com¬ 
ment that hypoprothrombinemia could be induced 
by giving excessive amounts. Thus, we believe that 
a recent experience in our hospital is worth recount¬ 
ing in this respect, along with a summary of perti¬ 
nent experimental and clinical reports, however few. 


Report of a Case 


An 80-year-old woman was admitted on Feb. 13, 
1959, with the established diagnosis of carcinoma 
of the rectum. Studies preparatory to an abdomino¬ 
perineal resection gave quite normal results except 
for a prothrombin time of 18 seconds (40%). Her 
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liver was not enlarged, her previous nutritional 
status had been good, and no history of alcoholism 
was obtained. Two days later the prothrombin time 
was again determined and was found to be 15.5 
seconds (69%). 

On Feb. 16 she was given 150 mg. of menadiol 
sodium diphosphate intramuscularly and 50 mg. of 
phytonadione intravenously. The operation was 
performed the next day without undue bleeding. 
Inspection of liver disclosed no gross abnormalities. 
Vitamin K therapy was continued thereafter, the 
patient receiving 30 mg. of menadiol sodium diphos¬ 
phate intramuscularly each day for 11 days, sup¬ 
plemented by 50 mg. of phytonadione by vein on 
days 8 through 11, despite the fact that her pro¬ 
thrombin time had reached the normal of 13 sec¬ 
onds (100%) by the fourth postoperative day. Sub¬ 
sequently there was a fall in prothrombin activity 
to 29% of normal by the 12th postoperative day 
(see figure), and an increasing hemorrhagic ooze 
from the perineum became troublesome. 

Consultation with the hematology service re¬ 
sulted in transfusions of fresh blood and discontinu¬ 
ance of treatment with vitamin K analogues. We 
also found that certain liver function tests were out 
of order (see figure and table). Her prothrombin 
time returned to normal in three weeks. Her sulfo- 
bromophthalein retention rose to 35.4% on the 34th 
postoperative day and returned to normal nine days 
later. After three months liver function appeared to 
be quite normal. 

Comment 

Massive doses of vitamin K administered to ex¬ 
perimental animals have been reported to cause 
anemia (mechanism unspecified);' produce aplastic 
anemia, petechial hemorrhage, and renal tubular 
degeneration; 3 bring about vomiting, albuminuria 
and porphyrinuria; 4 and provoke focal hemor¬ 
rhages in many organs.* 

Premature infants given large doses of the water- 
soluble analogue of vitamin K have developed 
hemolytic anemia and kernicterus. 0 Beamish and 
Storrie 7 also reported a severe hemolytic reaction 
after the intravenous injection of 50 mg. 0 
phytonadione. 
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A few articles mention tlie occurrence of depres¬ 
sion of prothrombin activity after administration 
of vitamin K in high dosage to patients with dis¬ 
eased livers. 3 Steigmann and others, 8b in connection 
with their report, recommended reevaluation of 
the indications for vitamin K therapy as well as 
modification of dosage. Kaplan 8 ' also noted re¬ 
duced'prothrombin activity in patients with severe 
liver disease who were given large doses of mena- 
diol sodium diphosphate (75 mg.) and whose ac¬ 
tivity returned to normal when 10-mg. doses were 
substituted. The same observation was made by 


Unger and Shapiro 8d during their evaluation of 
vitamin K tolerance as a measure of hepatic func¬ 
tion. 

Our patient is apparently the second one reported 
with normal liver function in whom hypoprothrom- 
binemia was induced by administration of vitamin 
K, the other being included in the series of Unger 
and Shapiro. 8 ” Ours seems to be the first record of 
significant alteration of other liver function tests 
after K-hypervitaminosis, with resumption of nor¬ 
mal function after withdrawal. We are reasonably 
sure that this same sort of thing must have hap- 


. pened countless times and gone undetected because 
liver function tests had not been performed at the 
proper times. We regret that we did not obtain 
complete coagulograms throughout our patient’s 
course, including determination of labile and stable 
factors. Perhaps others wall fill this gap. 

Thus our experience, coupled with the few re¬ 
ports in the literature, indicates that vitamin K is 
by no means innocuous. We agree with Steigmann 
and others 8b that vitamin K therapy should be dis¬ 
continued if no improvement in prothrombin ac¬ 
tivity occurs within 48 hours after administration 


of the drug. We recommend further that patients 
with hypoprothrombinemia who respond favorably 
to vitamin K therapy be given no more than is 
necessary to restore prothrombin activity to normal. 

Conclusions 

Vitamin K and its analogues possess toxic proper¬ 
ties that can induce hypoprothrombinemia and 
other alterations in liver function if drugs contain¬ 
ing this vitamin are administered in excessive dos¬ 
age or over prolonged periods. These drugs should 
not be prescribed unless hypoprothrombinemia, not 



Graph showing prothrombin activity and sulf obroinophthaleiii retention in SO-y ear-old woman. 
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assumption is made that the deaths occurring within 
10 clays of thermal injury are more likely to be re¬ 
lated to the effects of shock or its treatment than 
are subsequent fatalities. The deaths from burns 
that occurred within 10 days of the injury were, in 
cvei y 1 stance, among persons who were given 

Taule l.-Parkland 1952-1956 Series Showing Mortality 
According to Burn Area wul Treatment" 

Mortality, % 

——-———^ 

I* (rst 1 0 Puys To tui Patients, No. 

Rmiv Snrf,‘».. Saline lllood- Suita? 

Ho ‘ l > Siutuo-. Saline Only Saline Only Saline Only 

1 . 0 >1 « 1-r. -t 03 

~’' 11 . $ 0 25 2.5 12 39 

^ V<; ‘. 07 0 SO 30.0 9 13 

Totil1 -- . 25 117 

^TruchyolmmeWat Burns exeluded; jmtleuts toss than «i years o£ 

whole blood in tlie first 48 hours. That a balanced 
salt solution is adequate treatment for shock due 
to burns is attested to by the absence of mortality 
for 10 days after the burn in the group which re¬ 
ceived saline but no blood. , 

When all deaths are included and only the more 
severe burns are reviewed, as seen in table 2, the 
differences in total mortality are significant in the 
group with 30 to 44% of the body surface burned— 
27% mortality for those receiving blood as a part of 
therapy for shock and 4% mortality for those receiv¬ 
ing only a balanced salt solution. The mortality 
difference for the group with more extensive burns 
(45 to 6-1% of the body surface burned) is highly 
significant. The 89% mortality for the blood-saline 
group compared to 36% mortality for the saline 
solution only group indicates that a balanced salt 
solution can be used effectively and safely in ex¬ 
tensive burns as well as those involving limited 
areas of the body. 

The same mortality differences for the two kinds 
of therapy for shock are found in table 3, when 

Table 2.— Parkland 1952-1956 Series Showing Mortality 
Between Groups According to Burn Area ° 

Total 

HlooU-Suline S aline Only M ortality, % 

Burn Area, Ttaimai, Died, Burned, Died, Blood- Saline 
% Body Surface No. No. No. No. Saline Only i> 

S0-11. 11 3 28 1 27 1 0.03 

. 9 8 11 5 8!) 3tS 0.000 

* All deaths included; patients less than (il years oi age. 

mortality is correlated with the depth of burn in 
addition to the extent of the burn. The burn index 
. refers to all the third degree burns but takes into 
account only one-half of the area involved with sec¬ 
ond degree burns; thus, the index is weighted to 

reveal the effect of deep burns. 

The correlation between high total death rates 
and early treatment with blood-saline may appear 
to reflect that, by chance, patients with lethal burns 
were selected to be treated with blood-sahne. We 
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do not think this is true; any difference in inherent 
seventy °f burns-based on differences of area or 
depth that exist between the two therapeutic groups 
could not have influenced the results, because coni 
pansons of mortality have been made between 
burns of similar size and depth. Some factors 
that may have influenced mortality other than 
the treatment variable have been reviewed- for 
example, the mean age of the patients is 26 
years for the blood-saline group and 22 years 
for the saline solution only group. The frequency 
distribution of ages in the two groups is not 
widely discrepant; 33% of the patients treated with 
blood-saline and 41% of the saline only series were 
under 15 years of age; 9% of the blood-saline group 
and 6% of the saline solution only group were over 
50 years old. The two series were not character¬ 
ized by differences relative to the seasons of the 
year in which the burns occurred, to the time in¬ 
terval between injury and the beginning of treat¬ 
ment, or to the method by which the thermal injury 
was incurred (conflagration or scald). If some ab¬ 
struse means of selection had been operative, the 

Table 3 .—Parkland 1952-1956 Series Showing Mortality 
According to Depth and Extent of Burn" 

Mortality, % 

r— - A --——i 

First 10 Days Total Patients, So. 

i — -‘-v~ •'--> 

Blood- Saline Blood- Saline Blood- Saline 
Burn Index! Saline Only Saline Only Saline Only 

4-21. 0 0 0 2 « 01 

25-14. 9 0 27 G 11 17 

10 G4 . 75 0 100 GO S 5 

Total....... 25 117 

* Tracheobronchial burns excluded; patients less than (il years ot 
age. 

t All third degree + V> second degree bum area. 

mortality expectancy of the Parkland blood-saline 
series should be inherently greater for burns of giv¬ 
en extent than that found in other reported series. 

The mortality expectancy can be derived by 
means of probit analysis which establishes a 
straight-line relationship between the size of the 
burn and the mortality. At various points along 
this line, one can determine the size of bum that 
is expected to be 10% fatal, 20% fatal, or 30,40 50, 
up to 100% fatal. The area of bum that is lethal m 
50% of patients is arbitrarily used in comparisons 
of results to represent the entire series and is re¬ 
ferred to as LA 50 . This device obviates the com¬ 
plicated comparison of slopes of lines when evalua - 
ing the effectiveness of treatments used in ditierenc 

“ttable 4. the LA M of the 1952 to,1958; Parkland 
blood-saline treated series of burned 
not differ significantly (p= 025) from annUier » 
of burned patients treated until blood ami M 
that was previously reported - from Dallas leu ■ 
and Kankakee, Ill. The LA«, of the btod-satoc 
series is nearly identical with that obtained ■ 
combined series from Dallas, St. Louis, and Kauka 
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kee, in which several kinds of early treatment (plas¬ 
ma-saline, plasma-water, blood-saline) were used. 
The similarity of mortality expectancies is strong 
refutation of the hypothesis that the Parkland 
blood-saline series of patients was selected, and 
most likely this series did not include more fatally 
burned persons than would be expected to occur 
except by random. Tire relatively poor survival 
rate of the patients treated with blood and saline 
in Parkland Hospital as compared to the survival 
rate of those treated with a saline solution only is 
thought to be a function of tire safety and efficacy 
of saline, only. In corroboration, table 5 shows 
the mortality expectancies for the Parkland patients 
who were treated early with saline solution only and 
for combined series of patients to whom blood and 
saline solution were given. A higher rate of death 
expectancy was found in patients with all sizes of 
bums when blood-saline was used during the shock- 
phase. 

Causes of Death: The deaths occurring in the 
first 10 days in the 1952 to 1956 Parkland series 
were all in the group which received blood in the 
first 48 hours, and these deaths were predominantly 
due to respiratory insufficiency. Postmortem exam¬ 
inations revealed a high incidence of pulmonary 

Table 4.— Comparison of Lethal Area (LA.t) Among Three 
Series of Patients with Thermal Injunj a 

Therapy LAsot 

Blood-Saline, Parkland 1832-1950. 4Sl 

in Therapy.r Combined Series 19W-1D52. 49}- p=0.3 

Blood-Sal ine,; Dallas, Texas; Kankakee, Ill. 1914-1952... 55] 

* Patients less than 01 years of age. 
t Derived from probits. 

* Data reported by Moyer. 2 

congestion, atelectasis, edema, and pneumonitis, as 
listed in table 6. The lungs were often heavy and 
noncrepitant. Since tracheobronchial bums are ex¬ 
cluded, these findings are probably related to the 
effects of the peripheral bums or to the treatment. 

As a result of these clinical observations, experi¬ 
ments were performed in our surgical laboratories 
to see whether bums which did not involve the 
tracheobronchial tree had any effect on respirator}' 
function. It was found that deterioration in respira¬ 
tor}' dynamics begins immediately after burning. In 
experimental scalds of 31 dogs produced by 30-sec- 
ond immersion of 40% of body surface in water 
heated to S5 C, Steph and colleagues 3 found a 
fall in total lung volume and a pronounced decrease 
in pulmonary compliance. The effects of different 
modalities of volume-replacement therapy were 
differentiated by giving one group of burned dogs 
lactated Ringer’s injection (10% of body weight) 
;ln d another group whole blood (3% of body 
weight). When lactated Ringer’s injection (Hart¬ 
manns solution) was infused intravenously as 
treatment for the shock due to bum, the pulmonary 
compliance was found to improve, and, five hours 
after the burn, 60% of the animals had regained 


values of elastic compliance of the lung which ex¬ 
ceeded those of the prebum state.-When whole 
blood was given intravenously to combat shock due 
to bum, the compliance of the lungs continued to 
fall, and, five hours after the bum, 70% of the dogs 
were foimd to have a decreased compliance. 


Table 5 Mortality Expectancy Dericed from Prohits° 


Bum Area, ^ Body Surface 

20 . 

30. 

40. 

50. 

GO. 


U.S. 1940-19511 Parkland 1952-1956; 
Probit T = Probit X = 


l.G3-r0.0592x! 

0.014 

0.055 

0.10 

0.34 

037 


1.71-~0-050x 

0.011 

0.01 

0.10 

0.21 

0.39 


* Analysis includes all patients less than 61 years of age. 
t Values for expected mortality (1.0 = 100^; 0.75 = 73^) in blood- 
saline series were computed by Moyer 2 and serve as reference ior gross 
assessment of results achieved in Parkland Hospital by treatment of 
bums with buffered saline only during first two days after injury, 

J ^ Body surface. 

$ Saline only series. 


Baxter and DeCosse ‘ have demonstrated by pul¬ 
monary function and blood-gas studies (decreased 
arterial oxygen saturation with variable carbon, di¬ 
oxide pressure) in burned men that respirator}' in¬ 
sufficiency begins early after burning and persists, 
often causing death several days later. All of then- 
patients received colloid or whole blood treatment 
during the shock phase. 

Use of Colloid Solutions: Some clinicians believe 
that colloid solutions, other than whole blood, are 
essential in treating bum shock. Rather than attack 
this thesis on theoretical considerations, a more 
valid refutation is presented in table 7, which com¬ 
pares the mortality expectancies of burned persons 


Table 6.— Parkland 1952-1956 Series Showing 
Causes of Death'’ 


Parly Deaths! Late Deathst 

.-<’>--—A--- 


Cause 

Pulmonary 

Bronchopneumonia . 

Blood- Saline Blood- 
Saline Only Saline 

...4 0 1 

Saline 

Only 


2 0 



Pulmonary edema. 

Aspiration asphyxia . 

0 0 

... 

3 

Renal 





1 0 



Septicemia . 

2 0 

4 

3 

Enterocolitis . 

0 0 

1 

... 

* Tracheobronchial burns excluded. 
i Occurred within 10 days of burn. 

J Occurred after 10 postbum days. 





in whom shock is treated, with or without colloid. 
The mortality expectancies have been derived from 
probits, as recommended by Moyer, 3 so that the 
relative efficacy of different modalities of treatment 
used in one hospital may be assessed. All forms of 
treatment for shock were effective in patients with 
bums of 20 and 30% of the body, but patients with 
more extensive bums revealed wide discrepancies 
in mortality expectancy, depending on the form of 
therapy. For example, patients with burns that cov¬ 
er 60% of the body have 94% mortality expectancy 
when treated with normal human plasma but only 
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STS' TT noy when toted wllh ^ 

thi fW y ‘ T le 0WGSt mortalit y expectancy of 
gl0UpS ° CCU , rred in the *aline series for 
bums of every size, whereas the worst results were 
expected m the plasma series. The mortality of the 
rarkland saline series is compared in table 8 with 
tlm mortality that attended the use of colloid solu- 
tlons in a combined series from St. Louis City Hos¬ 
pital; Homer G Phillips Hospital, Dallas, Texas; 
and Kankakee Clinic, Kankakee, Ill. It is apparent 
that the omission of plasma or other colloid from 
the treatment of shock due to bums does not ad¬ 
versely affect survival rate. 

Although not routinely needed, normal human 
plasma may be used, with variable benefit in the 
management of two exceptional types of burned 
persons. One is the cachectic or malnourished per¬ 
son whose protein stores were depleted before the 
burn was incurred. This chronic starvation state 
may be associated with a poor hemodynamic and 
functional response to the infusion of quantities of 
salt solution which ordinarily effect recovery in 
other persons. Although this poor response to salt 
solutions usually portends a fatal outcome for the 
patient, the infusion of plasma has occasionally 
caused temporaiy improvement. 

The other instance in which plasma may be used 
in burn shock is in management of the burned in¬ 
fant. Markley and colleagues 3 have reported that 
survival was improved in infants when plasma was 
used in a controlled clinical study conducted at 
Lima, Pern. Alternate, burned patients were given 
crystalloid solutions only, and no advantage to the 
use of plasma could be shown, except in infants. 

Only plasma which has been stored for six 
months at room temperature should be used, for the 
limited benefits of plasma infusion do not warrant 
the great risk of homologous serum hepatitis that 
attends the use of fresh or lyophilized plasma. The 
use of dextran (Dextran, Expandex, Gentran) so- 

Table 7.—Parkland Mortality Expectancy Derived 
from Probits 0 



Burn Aren, 

% Body Surfnee 

1!l|4-1947t 
Problt Y = 
n 030 -f 0.099x5 

1917-19511 
Problt Y = 
1.033 + 0.007X 

1952-19501] 
Problt Y = 
1.71 + 0.050X 

20.. 


0.01 

0.02 

0.01 

30.. 


O.08 

0.09 

0.26 

0.01 

40., 



0.10 

GO,. 


0.7*2 

0.51 

0.70 

0.21 

60.. 


0.91 

0.39 


*1.0 = 100% mortality, 
t Plasma only; data from Moyer - 
{ % Body surfnee. 

§ Blood-saline; data from Moyer. 3 

11 Saline only; all deaths included; patients less than til years of age. 

lutions in the treatment of burns is not necessary 
and probably not warranted, for experiments in our 
laboratory have revealed only detrimental effects 
attributable to dextran administered after burns.® 
Some improvement in length of survival of burned 
dogs could be shown when dextran was given in 
sodium chloride injection as opposed to no treat¬ 
ment at all. However, the use of saline solution 
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alone.gave a better survival record tliar. u 
dextran in sodium chloride2,^.^ 
tration of dextran in waterX Melt ^ 
tended by poorer survival time than that shown h' 
the group given no treatment. ^ 

Guides to Use of Electrolyte Solutions: We wish 
to establish (by the preceding.discussion) that the 

Table 8 .-Mortality from Thermal Injury • 

U.S. 1944-10521 Purklnnd 

"*' 1 y 1 

% Body Surface ^ ^ iF' ^ V' 

^. 127 2 • * v ;r 

. 66 5 8 17 1 6 

. 17 12 28 23 0 0 

. .. 25 20 80 7 4 5T 

* AH deaths included; patients less than 01 years ot a ire 

t Combined series of patients with’ ■ . / k , lvVnv „ 

SuiWsaiftiSKfS r 

T rs;.*s,“^ 

essence of safe treatment for shock that attends 
burns is the replacement of the extracellular fluid 
losses. A balanced salt solution resembling the ionic 
composition of extracellular fluid can be given by 
mouth or by vein. Only 81 of 142 patients who were 
hospitalized for treatment of burns required intra¬ 
venously administered supplements of the oral in¬ 
take in order to control shock. Some patients with 
bums that involved up to 60% of body surface 
were effectively treated by oral ingestion of salt 
water only. The ingested solution contained 3 Gm. 
of sodium chloride with 1.5 Gm. of sodium bi¬ 
carbonate per liter of water (Moyer’s solution). 
The container was placed in a pan of ice at the pa¬ 
tient’s bedside, so the solution remained chilled. 
The volume of fluid consumed depended on the 
patient’s wishes to drink. The management of the 
fluid losses after most thermal injuries is made easy, 
safe, and effective by simply offering the patient a 
weak salt solution to drink as desired. The only 
patients in our series who were denied oral inges¬ 
tion were in peripheral vascular collapse, were 
vomiting, or had acute gastric dilatation. 

To those patients who require intravenous re¬ 
placement, the infusion of lactated Ringer’s injec¬ 
tion should be given as rapidly as necessary to 
overcome the symptoms of peripheral vascular col¬ 
lapse. The assessment of the circulatory status re¬ 
quires complete appraisal of the patient. Often the 
blood pressure cannot be measured by the sphyg¬ 
momanometer because the extremities are burned. 
Even when the blood pressure can be recorded, i 
alone does not reliably indicate the presence ot in¬ 
adequate volume flow of blood; consequent y, !e 
functional alterations of the central nervous sys¬ 
tem, kidneys, heart, gastrointestinal ^ 

pathetic nervous system, as well as Bow tl 0 
visible peripheral vessels, are the indexes of ^ 
quate circulation which must be used as 0 , . 

treatment. No formula of treatment can supplant 
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observations of these functions of the patient. In 
order that trends can be seen, the observations 
must be made repeatedly. One looks for cool skin 
and pallor, with slowing of capillary return rates in 
unburned areas; empty peripheral veins, decreased 
arterial pulse volume, and increased pulse rate; 
diminished intensity of heart sounds, with a soft 
aortic second sound; excitement, thirst, restlessness, 
irritability, and disorientation, or sudden weakness, 
apathy, and decreased peripheral sensation; slow¬ 
ing of urine flow rates; and the presence of nausea 
or vomiting. When these signs are present, addi¬ 
tional water and salt replacement is needed, re¬ 
gardless of blood pressure level. When these signs 
are abolished by treatment, the rate of infusion can 
be slowed, even if blood pressure has not returned 
to normal. 

The hemoglobin and hematocrit levels should 
not be used as primary guides to tire volume of 
fluids required, because the symptoms of circula¬ 
tory failure are often alleviated long before the 
hematocrit level returns to normal. If one persists 
in treatment in order to lower the hematocrit level, 
a dangerous fluid overload may be imposed. 

In retrospect, the volumes of salt solution ad¬ 
ministered have varied predominantly with the 
size of the patient and the extent of his bum. By 
colligation of these factors, a rough relation can be 
derived; that is, for each 1% of body surface 
burned, 1% of the calculated extracellular fluid vol¬ 
ume needs to be replaced. Burns involving 20% or 
less of the body surface usually do not require 
treatment of hypovolemia. The fluid deficits attend¬ 
ing bums up to 35% of body surface are usually re¬ 
placed adequately in the first day or two exclusively 
by the oral ingestion of the sodium chloride-bicar¬ 
bonate solution. As an example of the fluid and 
electrolyte therapy required for a bum of 50% of 
the body surface in a man weighing 60 kg. (132 
lb.), about three to four liters of lactated Ringer’s 
injection may have to be given intravenously in 
the first 6 to 8 hours and another two to three liters 
within the next 16 to 18 hours. During this time, 
the burned person is permitted to drink a hypotonic 
salt solution. If large volumes of salt solution are 
consumed, the signs of fluid deficiency may be alle¬ 
viated, and the intravenous requirements can be 
reciprocally reduced. 

No plain water should be offered to the patient 
during this first day, for it will be taken in prefer¬ 
ence to the salty water. If large quantities of plain 
water are taken, the state of shock is not modified, 
and the retention of water that ensues causes a 
progressive dilution of the body’s salt. The reduc¬ 
tion in osmotic concentration is often attended by 
signs of increased intracranial pressure, and it may 
lead to frank water intoxication, with scanty urine 
flow. This state has been confused with bum tox¬ 
emia, but it can be specifically treated by the in¬ 
fusion of hypertonic sodium salts and withholding 
water. 


If the bum is extensive and shock has been pres¬ 
ent during the first 24 hours, the oral ingestion of 
salt solution should be continued for another 24 
hours. In those patients with extensive bums, some 
infusions of lactated Ringer’s injection may also 
have to be given the second day. On the other 
hand, tire patient with a bum of about one-third 
of his body surface or the patient with a bum that 
has not been associated with evidence of hypovo¬ 
lemia will probably not require the ingestion or in¬ 
fusion of salt solutions after 24 to 36 hours. When 
salt water is chunk exclusively for three days after 
a burn, a high serum sodium concentration devel¬ 
ops, even though the solution chunk was hypotonic 
(0.45%). This electrolyte aberration is more likely to 
occur in hot weather in children and probably stems 
from the inability of the kidneys to concentrate 
salt in the urine and thereby to liberate sufficient 
plain water from the ingested saline solution. The 
insensible losses of plain water take place at accel¬ 
erated rates through burned skin, 7 and more es¬ 
pecially when the body temperature is elevated. 
When the serum osmotic concentration is elevated, 
the patient shows the signs of need for water, such 
as thirst, fever, dry mouth, small volumes of urine 
with high specific gravity, and perhaps disorienta¬ 
tion. This state too is sometimes not clinically 
differentiated from bum “toxemia,” but, when recog¬ 
nized, it can be definitively corrected by the admin¬ 
istration of water. 

When salt solution is administered at adequate 
rates and the signs of shock persist or recur, a fre¬ 
quent cause of the refractor)' shock has been found 
to be acute gastric dilatation. The distended stom¬ 
ach is sometimes visible as epigastric fulness, but 
nearly always gastric tympany can be percussed 
over a larger area than normal, and extending 
farther cephalad. These signs are attended by 
grunting respiration and effortless vomiting or 
nausea with epigastric discomfort. The treatment is 
to forbid any oral intake and to empty the stomach 
with a nasogastric tube. The reflex vascular col¬ 
lapse is relieved when the distended stomach is 
decompressed. 

Another less frequent cause of shock refractory 
to volume replacement is hyperthermia. Body tem¬ 
peratures of 104 F (40 C) and above have been en¬ 
countered in burned patients w'hen compression 
dressings w’ere used, especially in the summer. Hy¬ 
potension and other signs of vascular collapse often 
attend the hyperpyrexia, but recovery from shock 
follow's the reduction of body temperatures accom¬ 
plished by immersion of the patient in ice packs. 

Alleviation of Pain 

Often tire immediate concern in the treatment of 
a burned person is the alleviation of pain. Pain is 
adequately and promptly relieved by the intrave¬ 
nous injection of morphine sulfate or meperidine 
(Demerol) hydrochloride. Analgesia, not sedation, 
is the objective of medication, for signs of central 
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nervous system dysfunction are valuable guides to 
he adequacy of treatment for shock and to detec- 
tiou of airway obstruction or other ventilatory de- 
eet. I he amount given should be determined by 
be patients response to a slow intravenous injec¬ 
tion. Much less than the regular dosage of analgesic 
is required for pain relief in burns because the drug 
is given intravenously, because the patient in shock 
is unduly sensitive to the effects of analgesics and 
dt.pi cssunts, and because the patient often experi¬ 
ences less pain from the burn than is anticipated. 
As determined by the patient’s subjective response, 
S to 10 mg. of morphine sulfate administered in¬ 
travenously often gives relief from pain. Much of 
the agitation and restlessness of the burned patient 
is interpreted as being due to pain, but actually 
it is behavior characteristic of the influence of 
anoxia. Commonly, the anoxia that occurs prior to 
treatment is incident to diminished cerebral blood 
How, and the specific treatment of this apprehen¬ 
sion is not morphine but rather fluid volume re¬ 
placement and oxygen by mask. After the first few 
hours and when there is no evidence of circulatory 
insufficiency, the burned patient is ordinarily not in 
pain and not restless. Opiates can regularly be with¬ 
drawn at this time. 

Measures Against Infection 

Antibiotics are given parenterally for the first 
three or four days and then withdrawn until subse¬ 
quent debridement is performed or until there is 
evidence of infection. Penicillin and streptomycin 
are commonly used for this initial period. The in-, 
cidence of infection of the burned area has been 
little altered in our experience, despite frequent 
changes in our policy regarding the type, dose, 
route, and duration of antibiotic administration. 
Surface infection probably cannot be prevented by 
the use of systemic or topical antibiotics, but early 
systemic invasion by hemolytic organisms is effec¬ 
tively curtailed, as a rule, with penicillin given par¬ 
enterally. The topical application of chemother¬ 
apeutic or antibiotic agents is futile in treating or 
preventing serious systemic infection, may be harm¬ 
ful by inducing sensitization, may allow the latex- 
emergence of antibiotic refractory organisms, causes 
maceration of the burned surface, and prevents dry 
eschar formation. 

A tetanus toxoid booster dose should be given to 
patients who have been previously immunized 
against tetanus, and the opportunity to start active 
immunization should be taken in those who have 
not been previously immunized. Although active 
immunization will not prevent the development of 
tetanus early in the course of the burn, it may be 
of value in prevention of tetanus when repeated 
debridement and late reconstructive procedures are 
done. Passive immunization with antitoxin is not 
reliably effective in preventing tetanus with the 
usual 1,500 units, or even with 3,000 or 5,000- units. 
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These and larger doses of antitoxin are attended bv 
serum sickness other severe allergic completions 
and, occasionally, by anaphylaxis and death The 
arge doses with a high incidence of untoward re- 
actions are not warranted unless the bum is ex¬ 
cessively contaminated with material likely to con- 
tam Clostridium tetani. 

Some recent immunological and experimental 
data suggest that treatment directed against a burn 
toxin may be beneficial after thermal injury, despite 
repeated failures over many years to identify and 
isolate the toxin. Immune serum globulin and con¬ 
valescent burn serum have properties which extend 
survival times when given to burned animals. The 
benefits of these substances and the question of 
freedom from dangerous reactions in the patient 
are not sufficiently established to warrant their use 
in burns in man. 

Local Treatment 

The local treatment of burns should be simple 
and free from ritual and should consist only of ex¬ 
posure to air. No immediate debridement is done, 
and no washing or scrubbing is done. Blisters are 
left intact unless they are large and obviously sub¬ 
ject to early rupture; then they are aspirated with a 
fine needle. If gross contamination is present, the 
foreign particles are removed. The patient is then 
put in bed on sterile sheets, and a cradle is put 
over him. The cradle is covered with clean sheets. 
If the bum is confined to either the dorsal or the 
ventral surface, the patient is placed with the side 
of the bum upward. If the bum is circumferential, 
he is frequently turned, so the deep burns will form 
a dry eschar and the weeping areas will crust. The 
dry eschar of the bum is relatively impenetrable to 
bacteria as compared to macerated burned skin.' 1 
Soaks and topical applications are avoided. 

Two complications of dry, contracted eschars 
must be promptly treated when they are recog¬ 
nized. Occlusion of the vessels of extremities may 
occur incident to the tightly constricting, leathery 
envelope of a deep circumferential burn of the arm 
or leg. The burned skin functions as a tourniquet. 
Ischemia of the digits and distal extremity may be 
recognized early by the presence of hypesthesia or 
by complete loss of light touch perception in un¬ 
burned areas, even though pinprick may still be 
felt. The constrictive effect of the burn can be re¬ 
lieved by long linear incisions through the depth 
of eschar along the long axis of the extremity. Die 
incisions can be made without anesthesia, since 
constricting eschars are produced y u - ue » 
burns which are insensitive. If edema of die muscles 
is severe, the deep fascia may also have o be 
cised over each muscle compartment. Ordinarily, 
however, incisions through the dermal burn ok 
allow the subcutaneous tissues to protrude a 
relieve the tension. 
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When tlie chest or upper abdomen is circumfer¬ 
entially burned, severe respiratory' restriction de¬ 
velops as a result of the inelastic girdle of burned 
skin. Respiratory' excursions are shallow, tidal air is 
low, and carbon dioxide is retained. With severe 
restriction, the tidal air is little greater than the 
physiological dead space, and the burned patient 
becomes progressively asphyxiated. Death may oc¬ 
cur in such instances by reason of the local effects 
of the burn, which, if incurred on another part of 
die body, would have been nonfatal. The garroting 
effect of circumferential chest bums can be re¬ 
lieved and lives can be saved if bilateral incisions 
are made vertically' through the burned skin in the 
anterior axillary' line. The incisions should extend 
down across the costal margin on to the abdominal 
wall, if the deep burn involves these areas. Immedi¬ 
ately, die incised wound separates, and the liber¬ 
ated chest expands fully', with inspiration. 

Treatment of Bronchopulmonary Complications 

Tracheotomy is frequently' required in the early 
management of burned patients with attendant 
respiratory' problems. By means of clinical obser¬ 
vations, autopsy findings, and experimental data, it 
has been shown that a respiratory' defect, resulting 
in arterial desaturation associated with pulmonary 
congestion and decreased elasticity' of the lungs, 
is a characteristic of thermal injury. If whole blood 
or colloid solutions are used to control shock, re¬ 
spiratory insufficiency may be exaggerated, and, 
occasionally, in patients with extensive bums (re¬ 
gardless of type of therapy for shock), the respira¬ 
tory' difficulty' is progressive. 

The first clinical evidences of these changes in 
the lung are delayed several hours and consist of 
an increased rate of breathing and tachycardia; 
then the expiratory phase of respiration becomes 
active and labored. Finally', inspiration is difficult, 
and interspace retraction can be seen; usually, by 
this time, there is gross evidence of arterial desatu¬ 
ration. Surprisingly, moist rales may not be heard, 
but usually auscultation of the lungs reveals an 
increased bronchial quality' to the breath sounds, 
whereas vesicular breathing is absent in scattered 
areas. Sibilant rales are characteristically heard 
during expiratory effort. 

Tracheotomy should be performed, and a cuffed 
tracheotomy tube should be employed in order to 
use intermittent positive-pressure breathing during 
the inspiratory phase. If this treatment is begun 
early, the changes in physical properties of the 
kings may not be irreversible, and the congested 
state is alleviated along with an improvement in 
elastic compliance. 

Another indication for early' tracheotomy is for 
the treatment of bums of the upper respiratory' 
passages. Mucosal burns on the tongue, mouth, or 


pharynx are evidence that tracheotomy' will prob¬ 
ably' be required. If the patient is hoarse when first 
seen or becomes hoarse in the next few hours, 
tracheotomy should be performed immediately', in 
order to obviate more complete airway' obstruction 
which nearly' alway’s follows hoarseness. 

Tracheotomy' is often necessary' when the victim 
has inhaled noxious gases and smoke. There may' 
be no signs of mucosal bum, but hoarseness is often 
present, coarse rhonchi and wheezes appear early, 
cough is frequent, inspiratory' effort develops, moist 
rales and atelectatic areas occur, and frank pulmo¬ 
nary' edema supervenes. These signs and their 
mode of progression serve to differentiate this 
laryngotracheobronehiolitis from the previously' de¬ 
scribed pulmonary' congestive state that may' attend 
bums not directly' affecting the respiratory passages. 
After performance of tracheostomy’ for bums of the 
respiratory' passages or for inhalation of irritant 
gases, constant warm mainstream nebulization of 
water directly into the tracheotomy tube is neces¬ 
sary'. These states are frequently' fatal, but the use 
of anti-inflammatory' steroids favorably' modifies 
the pulmonary' response to direct thermal injury’. 
The addition of mucosal shrinking agents such as 
phenylephrine (Isophrin, N T eo-Synephrine) hy'dro- 
chloride to the nebulized water is beneficial in 
reducing frictional resistance to airflow. Intermit¬ 
tent positive-pressure breathing is usually required. 

Another type of pulmonary* injury', traumatic wet 
lung, is incurred with bums when explosion attends 
conflagration. Characteristically, there is an interval 
of many' hours between the injury’ and the onset 
of cyanosis, with pulmonary edema. If one can 
anticipate the onset of this state from the history' 
of explosion and by' subtle evidences of pulmonary' 
congestion, the performance of tracheotomy' and 
the use of intermittent positive-pressure breathing 
can prevent death. 

Miscellaneous Adjuncts to Treatment 

The indications for use of gluco-cortieoids (corti¬ 
costeroids) in bums are probably' limited to pre¬ 
vention of inflammatory' response in tire tracheo¬ 
bronchial tree after inhalation of smoke and other 
irritating gases and replacement therapy' for those 
who have adrenocortical suppression as a result 
of previous steroid treatment. 

Lowering of the body' temperature has been sug¬ 
gested to have a favorable influence on severely' 
burned persons, but we have been unable to dem¬ 
onstrate that over-all mortality' is any' different in 
hypothermic animals after a standardized scald 
than it is in normothermic controls. However, the 
hy'potliermic dogs lived longer. 1 ' Our preliminary' 
experience with hypothermia in burned man indi¬ 
cates that it may be palliative but not definitively 
helpful. 
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Summary 

The state of shock that attends thermal injury 
can usually be successfully and safely treated by 
balanced salt solutions given by mouth and vein. 
The use of whole blood and plasma in the first 
48 hours after a burn is usually unnecessary and 
often harmful. Respiratory insufficiency commonly 
attends burns, and, usually, it requires the per¬ 
formance of a tracheotomy for adequate treatment. 
Incision of the eschar of a burn on the chest will, 
at times, relieve ventilatory inadequacy. Analgesics 
should be given intravenously in small doses and 
discontinued early in the course of the burn. The 
local treatment consists of exposure of the bum. 
Longitudinal incisions through the eschar of a burn 
on the extremities may be required to relieve the 
vascular occlusion incident to circumferential con¬ 
traction of the burned skin. Antibiotics should be 
given systemically for three or four days after ther¬ 
mal injury, then withdrawn until specific indication 
for their need arises. 

This investigation was supported, in part by a research 
grant from the Division of General Medical Sciences, N - 
tional Institutes of Health. 
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of 50 blood donors), die blood bankers tended to 
sav that plasma was not good and, therefore, was 
unavailable. Plasma from single donors may be a 
bit troublesome to prepare, but its hepatitis risk is 
no greater than that of blood, and its shelf-life is 
much greater. On the basis of work by Allen 1 and 
others, which demonstrated that prolonged storage 
(six months) of plasma at room temperature would 
sterilize plasma of its hepatitis virus, the National 
Research Council has co-ordinated a national study 
of means of sterilizing plasma with heat. At pres¬ 
ent, these studies indicate that heating plasma to 
60 C for 10 hours inactivates the hepatitis virus. The 
process, however, results in the loss of fibrinogen 
and in other changes in the plasma proteins. Never¬ 
theless, studies at the time of this writing suggest 
that a useful modified plasma solution may result 
from this or from chemical sterilization. 

A number of medical centers now recommend 
that immune serum globulin be administered to pa¬ 
tients receiving multiple blood transfusions in an 
effort to prevent hepatitis. Statistical evaluation is 
not yet complete as to its efficacy, but, with an 
incidence of hepatitis carriers of 1 in 250 blood 
donors, such efforts seem well placed. 

Concentrated normal human serum albumin 
(Albumisol, Normal Human Serum Albumin) re¬ 
mains available through the Red Cross, but it is not 
easily obtained because of its cost. However, it 
provides excellent expansion of the blood volume 
and, in the entire history of its use, only one patient 
has proved sensitive to tire albumin. The latter 
record is unique since some patients with nephrosis 
have received hundreds of infusions of albumin. 

Dextran (Dextran, Expandex, Gentran) in 6% 
sodium chloride injection has now been used for a 
decade as a plasma volume expander. It has proved 
useful, and few emergency rooms can function 
optimally over a prolonged period without dextran. 
Since its shelf-life is several years, a supply can be 
maintained in the emergency room with little diffi¬ 
culty and at modest cost. The national stockpile of 
dextran is now several million units. 

There is no arbitrary limit to the amount of plas¬ 
ma expanders which can be used. Their use always 
connotes a pressing need and a lack of the specific 
blood or plasma fraction. The amount to be given 
can only be titrated against this need. Experience 
indicates that the first one or two units administered 
are almost entirely safe and without danger of the 
development of any bleeding tendency in the 
patient. 

When the aforementioned preparations are not 
available, sodium chloride injection should be ad¬ 
ministered, but its usefulness as a volume expander 
is limited. 

Specific Problems 

The problem which confronts the surgeon today 
is not what to give to replace blood volume defi¬ 
ciency; the problem is what to give after the blood 


volume has been restored. In most patients, no 
major problem persists. In a few, shock remains 
refractory’' or acute renal failure threatens. How can 
these problems be met? 

First, how can we prevent acute renal failure? 
The only preventive method which has been found 
effective is to minimize the degree and duration of 
shock by restoring blood volume and, thereby, to 
restore the competence of the renal circulation. 
Neither hydration, diuretics, nor sympathetic nerve 
blockade have yet been demonstrated as being use¬ 
ful in preventing this dreadful complication. The 
metabolism of hemoglobin does not appear to be a 
causative factor, although transfusion reactions 
quite obviously result in a moderate degree of acute 
j^pal failure. 

^A number of studies have been reported recently 
pertaining to the treatment of refractory shock. 
Stirman and colleagues 2 have reported that, in dogs, 
sodium chloride injection lowers the mortality after 
replacement of blood. Others 3 have indicated that 
hydrocortisone (Cortef, Cortril, Hycortole, Hydro- 
cortone) is of value, but this has not been confirmed 
in our laboratory, nor has it met our clinical need. 
Lillehei 4 has indicated that hydrocortisone and also 
autonomic blocking agents will lower the mortality 
in experimental shock due to bacteremia. 

The role of vasoconstrictors remains controversial. 
From tlie laboratory, Webb s has currentiy reported 
the relative benefits derived when treating hemor¬ 
rhagic shock in dogs. Lillehei failed to find any 
beneficial results from the use of vasoconstrictors in 
the treatment of septic shock. 

In Korean experience and in civilian practice, die 
young man does not appear to benefit from vaso¬ 
constrictors. So far, in die resuscitation of diousands 
of injured young people, there has not been one 
whose life appeared to have been saved by vaso¬ 
constrictors. This does not seem to apply’ to die 
geriatric group. In the latter group, the coronary 7 
arteries and the cerebral arteries may 7 be rather 
rigid and partially occluded by atheromatous 
plaques. Blood flow may be minimal, and a fall in 
blood pressure may prove catastrophic. A recent 
review d was made of those patients in our clinic 
who had suffered a cardiac infarction or a cerebro¬ 
vascular accident during the 30 days after operation 
or injury 7 . These patients were chiefly in die older 
groups. Nineteen patients had a myocardial infarc¬ 
tion, 15 (79%) of which had occurred widiin the 
first week after operation. Half of these occurred on 
die day of operation or widiin 24 hours diereafter. 
Eleven patients had had cerebrovascular accidents, 
and these complications had tiieir onset distributed 
equally throughout the first diree weeks. Further 
review revealed that the patients with myocardial 
infarction had undergone varying periods of opera¬ 
tive hypotension. 

A similar clinical experience has resulted with 
acute renal failure, after resection of aortic 
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aneurysms. For these reasons, vasoconstrictors in 
conjunction with blood transfusions, may be L" 

rt of (he older patients. 

Finally, the blood pressure, refractory to multiple 
hansfusmns, may occasionally respond dramatically 

T cti T of 1 or 2 Gm - of calci ™ 

gluconate. Presumably, this is due to an increased 
caidiac output which occurs as the concentration 
or ionized calcium is raised. 

Summary 

The treatment of shock after operation or injury 
consists primarily of restoration of blood volume 
with whole blood. Expedients and clinical evalua¬ 
tions of supplementary therapeutic measures may be 
superimposed, but the one fact remains paramount: 
The systemic ischemia and anoxia which result from 
tiaumatic shock is a major, continuing injury in 
itself. Every effort must be expended to prevent its 
occurrence, minimize its magnitude, and shorten its 
duration. The deleterious effects of this secondary 
insult are more disastrous than are the local effects 
of the primary injury. 
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EMERGENCY CARE OF WOUNDS 


Brig. Gen. Sam F. Seeley (MC), Retired, Washington, D. C. 


Unfortunately, wars have provided the greatest 
stimulus to advances in the treatment of wounds. 
Between wars, the basic principles of emergency 
treatment are frequently forgotten or are overlooked 
and have to be relearned at the expense of increased 
morbidity and mortality in the early phases of a new 
war. 

Medical officials of the 15 North Atlantic Treaty 
Organization (NATO) nations recognized the need 
for documenting lessons of World War II and the 
Korean war. They, therefore, authorized the publi¬ 
cation of a NATO handbook entitled, “Emergency 
War Surgery.” It represents contributions of inter¬ 
national experts who saw wounded soldiers at the 
front. The first draft was submitted to medical 
authorities of all 15 NATO nations as well as to 40 
American surgeons with wartime experience, who 
generously offered criticism. The United States and 
Canadian issues have been released within the past 
year. Surgical principles contained in this volume 
are just as applicable at the local hospital as at the 
war front. With the prayer that this volume may 
never be required during war or mass casualties, I 
commend it to your use for the treatment of wounds 
encountered in peacetime. 

Early Emergency Measures 

Death of the patient within moments after a gun¬ 
shot wound is usually due to gross hemorrhage, to 
destruction of vital centers, or possibly to asphyxia. 
Even though the person appears to be dead, possi¬ 


bilities of resuscitation should not be overlooked. 
Clearing of the airway followed by artificial respira¬ 
tion with the mouth-to-mouth method, cardiac mas¬ 
sage, or pressure transfusion by the arterial route 
might effect resuscitation in rare cases. If the patient 
is alive when first seen, certain surgical measures 
may have to be applied immediately, if he is to sur¬ 
vive long enough for resuscitation and later neces¬ 
sary surgery. Foremost among the early measures 
are assurance of an adequate airway, the control of 
hemorrhage, if possible, and restoration of the cir¬ 
culating blood volume. Perhaps next in importance 
are occlusion of a sucking chest wound, release of 
tension pneumothorax, or the performance of a 
tracheostomy in impending asphyxia. If a patient 
survives the hazards of hemorrhage, asphyxia, or a 
serious cardiopulmonary imbalance, he then be¬ 
comes a candidate for reparative or restorative sur¬ 
gical procedures. The patients survival, beyond 
these measures, still is threatened by infection and 
by delayed physiological alterations. Among these 
late causes of death are delayed and so-calle 
chronic shock due to the absorption of toxic prod¬ 
ucts from necrotic tissue, which remains as a result 
of nonrecognition of devitalized tissues and inade¬ 
quate debridement, severe electrolyte imbalance, 
and protein deficiencies. If these complications are 
to be held to a minimum, early resuscitation an 
surgical management must be in keeping w it i we 
established surgical principles. 
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While resuscitation is being carried out, the sur- 
«eon should make a rapid appraisal of the extent of 
injuries and should determine which surgical pro¬ 
cedures are of the highest priority. On occasion, in 
spite of die most heroic measures to overcome shock 
due to hemorrhage, failure of resuscitation may be 
due to continued bleeding within the chest, the 
abdomen, or odier areas not controllable by toumi- _ 
quet. Under these circumstances, the surgeon is 
forced to operate in an attempt to control the 
hemorrhage. The bleeding vessel should be secured 
through the most direct incision and widi a mini¬ 
mum of trauma or other surgical procedures. Clamp¬ 
ing of a large bleeding vessel will frequently result 
in a rapid improvement of the pulse and blood 
pressure, dius making resuscitation possible. Only 
after this has been accomplished may other indi¬ 
cated surgical procedures be carried out. 

I can not emphasize too strongly the necessity for 
adequate refilling of the vascular tree, whether 
blood, plasma, or plasma expanders are used. 
Amounts must be given in such quantity as to re¬ 
store systolic blood pressure to a minimum of SO 
mm. Hg, preferably 100 mm. Hg before operation. 
During World War I, blood transfusions were rarely 
given. During World War II, the supply of blood 
was usually adequate on most fronts, and, on occa¬ 
sion, blood or plasma was given in large amounts. 

Not until the Korean war was it discovered that a 
single patient might require restoration of blood 
volume in amounts not only equal to his estimated 
blood volume before wounding, but, in some cases, 
in amounts even double or triple the estimated 
blood volume. 

Estimation of Extent of Injury 

In my opinion, the most important single factor in 
estimating the extent of damage due to gunshot 
wounds is knowledge of the type of weapon and the 
missile producing the wound. Although the size 
of the missile is of some importance, the velocity 
with which it is propelled is of the greatest im¬ 
portance. Stated in its simplest form, the amount of 
energy' imparted to the body by a missile is derived 
from a formula in which the mass (the weight of 
the missile) is multiplied by the velocity squared. 
For example, before World War II, our military' 
rifle fired a 30-caliber projectile at an estimated 
muzzle velocity of 2,300 foot-seconds (ft.-sec.). If all 
of the energy' from this missile were transmitted to 
the tissues of the body, the estimate would be based 
on multiplication of the weight of the 30-caliber 
missile with the factor of 2,300 squared. Before the 
war, we had knowledge that the Japanese were de¬ 
veloping a 25-caliber missile, which was projected 
at a muzzle velocity of 5,000 ft.-sec. It is imme¬ 
diately apparent that the weight of this missile is 
relatively unimportant when we consider multiply'- 
ing that weight by' the factor of 5,000 squared. 
Thus, the amount of energy imparted to the tis¬ 
sue determines to a great degree tire amount of 
injury. On this basis, it is apparent that wounds 


produced by' low-velocity weapons will cause 
little tissue damage remote from the track of the 
missile or weapon itself. For this reason, one of the 
simplest of wounds would be that produced by' a 
knife or bayonet. Unless transection of a major ves¬ 
sel threatens life immediately', adequate inspection 
of die wound to its depth will disclose all of the 
injury present, and the surgical principles applied 
would be those dealing only with the local damage. 
Even high-velocity missiles, if fired from a great 
distance, may' be practically' spent when striking 
the body', and the amount of tissue damage may be 
minimal. This may' be comparable to the amount 
of tissue damage produced by large or even small 
fragments, such as shell-casing fragments, if also 
projected a considerable distance. Such fragments, 
however, produce massive wounds and may produce 
tissue damage quite remote from the track, if the 
person is in close proximity to the explosion. Al¬ 
though the missile from a revolver may' be equal to 
or larger in size than tire average rifle missile, the 
velocity at the muzzle of a revolver is much less 
than that of the high-powered rifle. It is apparent, 
dien, that the velocity of the missile and tire prox¬ 
imity of the person to the wounding weapon become 
exceedingly important. Practically every' conscious 
patient is able to describe the nature of the weapon, 
and the surgeon should anticipate the extent of 
tissue damage remote from the wound tract. 

Importance of Adequate Debridement 

In World War I, surgeons failed to recognize that 
tissue was damaged for many, many’ centimeters 
remote from a missile track. Wounds were inade¬ 
quately' debrided, in that devitalized tissue was not 
removed. Under these circumstances, primary' clo¬ 
sure of the wounds resulted inevitably' in infection 
as well as tire retention of necrosing tissue, which, 
because of its toxic effects, resulted in complications 
or death at a later time. This same principle applied 
when amputations were performed at or near the 
wound tract. Day's after amputation, necrosis of 
tissue took place in the stump, and primary' closure 
was out of tire question. For this reason, the so- 
called guillotine amputation was the amputation of 
choice during World War I. 

Even in tire early' days of World War II, debride¬ 
ment was woefully' inadequate. Surgeons soon 
learned that boldness was essential and that the 
entire wound had to be exposed. Such an approach 
revealed, to a startling extent, the amount of devital¬ 
ized tissue deep in the wound. In carrying out a 
debridement, devascularized skin should be excised, 
and all muscle that does not respond by contraction 
to pinching by a forcep should be removed. All 
viable bone should be left in place; in fact, large 
detached fragments of bone should be thoroughlv 
cleansed and replaced in proximity to viable bone. 
Damaged nerves should not be debrided and should 
not be repaired at initial surgery. The site of nerve 
damage should be carefully described in the record, 
in order that later nerve repair can be carried out. 
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. P ®J ha Pf the most important surgical advance dur¬ 
ing the Korean war was the application of proper 
principles of debridement to major blood vessel 
damage. Surgeons trained at the Vascular Surgical 
Center, \\ alter Reed Hospital, were sent on special 
missions to the Korean front for the primary pur¬ 
pose of restoring the continuity of damaged major 
blood vessels in those wounded. In the first series 
of cases, in addition to excising all portions of a 
major blood vessel obviously damaged, the ends of 
the vessel (which appeared normal to the naked 
eye) were further resected. One centimeter of ap¬ 
parently normal vessel was removed from both the 
proximal and the distal end of the resected vessel- 
Microscopic examination of these segments showed, 
in even' instance, damage to the intima, which, 
inevitably, would have led to thrombosis and fail¬ 
ure. This, then, explains the failure of attempts to 
repair or to bridge damaged major blood vessels 
among the casualties during World War II. Damage 
to major blood vessels in the patients’ extremities, 
both in World War I and World War II, resulted in 
an average amputation rate of 55%. At the Korean 
front, application of this single principle, together 
with the use of grafts to bridge wide gaps in a pa¬ 
tient’s major blood vessels, cut the amputation rate 
down to slightly less than 12%. 

In carrying out debridement, after all devitalized 
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cavity or even traverse the diaphragm and produce 
damage, within the chest. When a wound of evil 
exists, sighting along the line between the wounds 
or entrance and exit may give a rather faithful indi¬ 
cation of the areas damaged, but the bizarre traverse 
ot some wound missiles should lead one to suspect 
damage remote from the estimated missile track. 
This factor is especially important in that wounds of 
the abdomen or of the chest may involve both 
cavities. 

In wounds of the neck, one must respect the 
multiplicity of organs and, therefore, be prepared 
to deal with injuries of the pharynx, trachea, or 
upper esophagus, as well as major blood vessels. It 
may be necessary to open the upper chest in order 
to secure great vessels of the neck at the points of 
origin. Care should be taken, wherever possible, to 
secure airtight closure of wounds of the trachea or 
esophagus. Even when this is possible, drainage 
must always be instituted. Tracheostomy should be 
performed if the surgeon suspects that it might be 
required. In other words, if a wound is such that 
one even considers the probability of tracheostomy, 
that alone is sufficient to warrant a tracheostomy. 
Even if the conditions present at the time of surgery 
would not seem to warrant tracheostomy, it is well 
to remember that later complications may demand 
it at a time when facilities may not permit an 


tissue has been removed, care must be taken to 
cover denuded bone, nerve, or major blood vessels 
with muscle. This should be done, even if muscle 
groups need to be temporarily transposed to effect 
adequate coverage. Such wounds should never be 
closed primarily. The high rate of infection pre¬ 
cludes such a procedure. After 7 to 10 days, 
secondary closure is performed. There are certain 
exceptions to this rule; for example, in the debride¬ 
ment of wounds of the skull, dura, or brain, the 
dura should be closed tightly, even if substitutes 
need to be used. The scalp and the skin on the face, 
because of a generous blood supply, may be closed 
primarily. It also is evident that wounds of the 
chest wall should be closed in order to prevent 
sucking. The abdominal wall should be closed tight¬ 
ly, except for drainage or exteriorization of large 
intestine, both being through separate incisions. In 
open wounds of the chest wall, one emergency pro¬ 
cedure which has been valuable is the temporary 
closure with a series of towel clips, after which 
cleansing and indicated surgical measures might be 
instituted more leisurely. 

General Principles of Wound Treatment 

: In addition to paying great attention to explora¬ 
tion of wounds to their depths, so that adequate 
debridement might be carried out, one should re¬ 
member that missiles, especially those fired at high 
velocity, may travel great distances within the body. 
By following fascial planes, missiles entering the 
buttocks might ultimately lodge in the abdominal 


emergency procedure. 

With reference to'the hand, only that tissue which 
is obviously damaged beyond recovery should be 
removed. Every shred of tissue should be retained 
for future reparative surgery. 

As a rule, wounds of the chest cavity, sufficient to 
lacerate or transect great vessels or chambers of the 
heart, result in death before the surgeon reaches the 
patient. It was well demonstrated during World 
War II that wounds of the chest should be treated 
conservatively. Sucking wounds, of course, should 
be closed and the possibility of tension pneumo¬ 
thorax should never be overlooked. Repeated aspira¬ 
tions of blood from the chest cavity usually suffice, 
though, on occasion, hemorrhage can be controlled 
only by thoracotomy. 


Wounds of Solid Viscera 
Wounds of the spleen, whether of the spleen itself 
of the splenic pedicle, require splenectomy. In 
er injury, detached or devitalized portions are 
noved. Whereas superficial lacerations may be 
ured, deep lacerations require packing, especial 
to control hemorrhage. Adequate drainage must 
established; drains should not be removed early, 
cause collections, of bile may become locidaed. 
iuries to the pancreas are serious. Lacerate 

igmented portions of the tail or body ofdlie fWr 
ts should be removed. Injuries to the head 
. major ducts of the pancreas are usually fatal, 
en adequate drainage may not be effective m 
eventing widespread necrosis from pancrea 
ces As more experience was gained in World 
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War II and in the Korean war, a more conservative 
approach was used in wounds of the kidney; control 
of hemorrhage, suture of the kidney substance, 
packing, where necessary, and routine drainage of 
the kidney area were effective in salvaging many 
kidneys of patients. 

Wounds of Hollow Viscera 

Throughout the length of the digestive tract, from 
the nasopharynx to the cecum, all wounds should 
be closed by primary suture. This may, of course, 
require resection of portions of the stomach and, 
especially, of the small intestine. It is to be remem¬ 
bered that small lacerations of the intestine should 
be closed transversely in order to avoid constricting 
the lumen. This principle in the surgery of the 
digestive tract, however, does not apply to wounds 
of tire colon or rectum. Regardless of the procedure 
carried out, it must include a colostomy. In those 
portions of the large intestine where mobilization 
makes it possible, the damaged portion may be 
exteriorized in the form of a colostomy. Care must 
be taken, however, to assure that an adequate sec¬ 
tion of tlie colon is exteriorized in order that the 
colostomy may be a safe one. In transection of the 
large intestine, the two ends of the intestine may be 
brought out through the abdominal wall. A great 
portion of the large intestine, and especially of the 
lower sigmoid and rectum, can not be mobilized. 
Even though it may be possible in many instances 
to carry out a primary repair at the site of injury, a 
colostomy must be performed in an area of large 
intestine proximal to the site of injury. 

Certain portions of the gastrointestinal tract do 
not lend themselves well to exploration. Therefore, 
care must be taken to discover wounds of the 
posterior wall of the stomach or of the second and 
third portions of the duodenum. In wounds of the 
ureter, the ureter may be primarily repaired, but 
diversion of the urinary stream proximal to the 
site of injury' and repair should be carried out. This 
principle applies also to injuries of the urethra. 
Though it may be possible to repair the urethra 
over catheters or sounds, the temptation to leave an 
indwelling catheter alone should be avoided. In 
these instances, a cystostomy should be performed. 
When the bladder is injured, care must be taken to 
close that portion of the bladder which is within 
the peritoneal cavity, and a cystostomy should be 
performed through the extraperitoneal portion. 
Other hollow viscera or tubes include the gall¬ 
bladder, which, if damaged, should be removed. 
Major biliary ducts should be repaired over, or 
bridged by, a long-armed T-tube. Again it is im¬ 
portant that adequate drainage be established. 

Hazards of Postoperative Period 

When large quantities of blood or blood sub¬ 
stitutes have been required to overcome shock due 
to hemorrhage and, especially, after major surgical 
procedures have been carried out after resuscitation, 


it is well to remember that such patients may later 
go into shock. Often the amount of blood volume 
restoration, which has been adequate to carry' pa¬ 
tients through operative procedures, will be found 
to be inadequate in the postoperative period. In 
practically' all injuries, there is a certain degree of 
vasoconstriction. F illin g of the vascular tree in the 
presence of vasoconstriction, whether it be produced 
through reflexes of the autonomic nervous system 
or by the use of vasoconstrictor drugs, may' lead to 
a false sense of security'. When vasoconstriction is 
released, the amount of blood within the vascular 
tree may be inadequate, and the patient will go 
into deep shock. This situation frequently' evolves, 
and shock becomes present even on such trivial 
movements as turning of the patient or transporting 
him from the litter to a bed. 

Finally', one should never overlook the possibility 
of tetanus. Those patients who have been previously' 
immunized against tetanus should have a booster 
shot. Those who have not had immunization should 
have-protection by passive immunization during the 
period of recovery as well as later active immuniza¬ 
tion. 

Comment 

Over 31 years of my professional career were 
spent in the military service. A great amount of 
this time was spent in assisting surgeons from civil¬ 
ian life to perform surgery' under military' condi¬ 
tions. Included in this effort has been a major 
responsibility in the development of the NATO War 
Surgery Handbook. I can not leave the subject of 
the treatment of wounds without reminding all 
members of the medical profession of their grave 
responsibility in the case of war or, especially, of 
mass casualties. I personally' believe that every phy¬ 
sician should acquaint himself with at least tire 
major principles delineated in the NATO document. 
He should be ready, willing, and able to participate 
in the care of mass casualties. The most experienced 
surgeon can contribute best in resuscitation, in ap¬ 
praisal of wounded, and in determining priorities of 
care. His supervision of less qualified surgeons will 
effect greater care to greater numbers. In the event 
of mass casualties, the nonsurgically trained physi¬ 
cian, as well as the dentist and the veterinarian, 
should be utilized to care for bums, fractures, con¬ 
tusions, and lacerations, to debride soft tissue 
wounds, to control hemorrhage, and to perform 
resuscitation. Surgical procedures which require 
the training and abilities of the surgically trained 
specialists will require their sendees to such extent 
that the nonsurgically trained physician must be 
prepared to carry out all procedures short of major 
surgery within the abdomen, chest, neck, or head. 

2101 Constitution Ave., N. W. 

Tlie NATO handbook, “Emergency War Surgeiy” may 
be obtained for about §2.25 from the U. S. Government 
Printing Office, Washington, D. C. 
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MANAGEMENT OF PATIENT WITH MULTIPLE INJURIES 

Curtis P. Artz, M.D., Jackson, Miss. 


The patient with severe multiple injuries offers 
one or the most challenging problems in medicine, 
but unfortunately the injured patient intrigues only 
a few physicians. The management of patients with 
severe injuries is not only difficult but has also be¬ 
come unpopular. Great emphasis has been placed 
on lowering the mortality after major elective pro¬ 
cedures. It is almost impossible to obtain valid mor¬ 
tality figures on patients with multiple injuries. It is 
so easy to think that the patient, after serious 
trauma, has sustained so much injury that he cannot 
possibly live, and, therefore, the death of such a 
patient does not prey upon the physician’s con¬ 
science as much as the loss of a patient who walks 
into the hospital requiring an elective procedure for 
a large gastric lesion. 

Tlie injured patient is usually not in the upper 
income bracket or the upper social strata and there¬ 
fore is not so appealing to the private practitioner. 
All physicians are extremely interested in the 
prominent older citizen who has a prostatic diffi¬ 
culty, but few are interested in the rowdy youngster 
who is admitted, partially inebriated, in the middle 
of the night, with a gunshot wound or multiple in¬ 
juries after an automobile accident. Most injured 
patients are admitted in the midst of a busy day or 
at night, and it has become common practice to shift 
the responsibility of the severely injured to younger 
physicians on the staff. 

The emphasis on research and teaching in the 
fields of cancer and cardiovascular disease has aided 
considerably in improving the treatment of these 
entities. The field of trauma has received less 
emphasis. The treatment of the injured patient is an 
emergency and may become the responsibility of 
almost any physician. 

It is the purpose of this communication to re¬ 
emphasize well-established techniques in the care 
of the patient with multiple injuries and to outline 
a type of organization for care, along with an ex¬ 
planation of the physiological principles involved. 
Each patient with multiple injuries presents a dif¬ 
ferent problem; therefore, it is impossible to suggest 
a specific routine for all patients. 

Immediate Care and Transportation to a Hospital 

For the extensively injured there are no rules 
that will cover all cases, but there are certain guid¬ 
ing principles. Unlike many single-injury states, 
multiple injuries require two specific aspects of 
care: (1) priority of certain systems for treatment 

From the Department of Surgery, University of Mississippi School 
of Medicine. 


and (2) organization of a team of persons to carrv 
out therapy. Either at the scene of the accident or in 
the emergency room of the hospital, several profes¬ 
sional and lay persons will make up the group that 
goes into action to care for the patient with multiple 
injuiies. Irrespective of the level of care, someone 
must take charge. This person should be the one 
with the most advanced experience and judgment. 
This leader is the most important factor in the 
organization of the care of the patient. He must 
assume full responsibility and dictate to the mem¬ 
bers of the team their specific tasks. 

The first physician, whether he works at the scene 
of the accident, in a battalion aid station, in his 
office, or in an emergency room, carries a distinctive 
and heavy burden. He has the greatest opportunity 
to save life and limb. The physician who first sees 
the patient is not merely a first-aid man but an im¬ 
portant member of the team who will resuscitate the 
casualty. The care'that he gives is of an emergency 
type, but he must fake time to institute procedures 
that will prepare the injured patient for transporta¬ 
tion to the nearest hospital or for necessary surgical 
therapy. Hurried transportation to the hospital may 
lead to undue deterioration of the patient’s condi¬ 
tion during transportation. The importance of a 
short interval of time between injury and admission 
to the hospital is well recognized, but a slight delay 
for further restoration may be warranted because 
the patient may be better prepared to withstand the 
trauma of transportation. Emergency treatment at 
the scene of the accident should be the most com¬ 
plete care possible with the means available. 

When an accident occurs and there are more than 
one injured, the patients must be sorted and cared 
for according to. the urgency of their injury and the 
facilities available. The physician can usually tell 
with a quick glance- the lifesaving measures that 
may be necessary immediately. The objectives of 
treatment should be, first, to stop the continuing 
insult of the wound and, second, to start restoration 
as soon as possible. 

Maintenance of Adequate Respiratory Function.- 
The patient’s airway must be kept open. Three to 
five minutes is about the limit before anoxia of the 
brain due to a plugged airway will produce perma¬ 
nent brain damage or death. Even if the obstruction 
is incomplete, die patient may not survive more 
than a few minutes unless the air passage is a e 
quately opened. The patient should be placed on 
his side with the mouth open if he is unconscious. 
The"pe-tors fingers may be covered «*•££ 
kerchief and used as a mouth gag. All foreign bod 
shouldbe removed, and the tongue should be pulled 
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forward. It may be necessary to insert a safety pin 
through the tongue and attach it by a string to the 
clothing. 

A sucking wound of the chest can be closed easily 
bv a large bulky dressing. In some instances, it may 
be necessary to administer artificial respiration. .Any 
one of several methods is useful. The operator 
should use the method with which he is most 
familiar. Mouth-to-mouth breathing is the simplest 
and very effective. The Holger-Neilsen procedure 
is familiar to many persons and is a highly effective 
method in providing adequate respiratory exchange. 
If a foreign body is lodged in the trachea, the pa¬ 
tient may be encouraged to cough and expel it. 
After some injuries a tracheostomy is necessary. 

Arrest of Hemorrhage .—After assurance of respira¬ 
tory exchange, the next in priority is the arrest of 
hemorrhage. If hemorrhage is obvious externally, it 
usually can be stopped by the application of pres¬ 
sure direcdy over the bleeding area. Hemostats are 
convenient but usually are not necessary. The use 
of pressure points has been highly overemphasized, 
and it is doubtful if they are really of any value." 

In general, tourniquets are to be condemned for 
use at die scene of the accident in almost all in¬ 
stances. It is rare that hemorrhage cannot be con¬ 
trolled by a well applied pressure dressing. In some 
unusual circumstances, however, it may be manda¬ 
tory that a tourniquet be used to save life. If a 
tourniquet is utilized, it should be put on tight 
enough to occlude the arterial flow in the extremity. 
The most common difficulties with tourniquets are 
instability of the tourniquet causing loss of pressure, 
trauma to an underlying nerve, or compression in¬ 
sufficient to occlude arterial flow. If the tourniquet 
is applied with inadequate pressure or loosened 
after its application, it may occlude venous flow but 
not arterial flow and thereby cause greater loss of 
blood. When a tourniquet is applied, it should not 
be removed until tire patient is in an institution 
and under the care of a physician who is prepared 
to deal with rapid major blood loss. Obviously, if 
the patient is bleeding from areas that cannot be 
controlled without an operative procedure, he 
should be transferred to the nearest hospital as 
rapidly as possible. 

Preparation and Transportation to the Hospital.— 
It should be the initial physician's responsibility to 
put the patient in the best possible condition to 
withstand the further trauma of transportation to 
the hospital. After he has assured himself that there 
is adequate respiratory function and that hemor¬ 
rhage has been arrested, other areas of injury should 
be attended. All fractures should be carefully 
splinted. If hypovolemia exists, an intravenous in¬ 
fusion of a plasma volume expander or an electro¬ 
lyte solution should be administered during trans¬ 
portation to the hospital. 

The importance of prompt admission to a hospital 
is well recognized, but preparation of the patient 
to withstand transportation may be more important. 


The commonest mistakes in care, prior to a patients 
admission to the hospital, are inadequate splinting, 
overdosage with morphine, inadequate control of 
hemorrhage, and transportation without proper 
preparation. 

Great attention should be given to the patient’s 
position. If he is unconscious, he should be placed 
on his side or on his abdomen with his head turned 
to the side. If there is any evidence of injury to the 
spine, the patient must be kept on a rigid support, 
such as a door, noth his face down; when this is not 
available, he should be placed face down on a 
blanket so that the spine is maintained in slight 
hyperextension. If there is any question of cervical 
spine injury, traction on the head should be exerted 
by an attendant. 

When a bum is associated with other injuries, it 
should be covered with a clean cloth and intrave¬ 
nous administration of fluids started. 

Great care should be exercised in the use of nar¬ 
cotics initially. In some instances such as major 
fractures, bums, and abdominal injuries, it may be 
necessary to give an opiate; however, patients who 
are unconscious or who have a head injury, airway 
block, or se%'ere shock should not be given a nar¬ 
cotic. 

Initial Hospital Care and Resuscitation 

Initial care in the hospital should be a simultane¬ 
ous appraisal of the patients condition and the 
institution of necessary resuscitative measures. One 
physician, preferably a general surgeon, should take 
charge and direct activities. While he is making a 
cursor}' examination and obtaining a few aspects 
of the history 7 of the injuries, other physicians may 
be drafted to start work or assist in maintaining a 
good respiratory' exchange. 

History.—The initial history may be a short one, 
but a few questions to the family or to someone who 
has accompanied the patient may reveal important 
aspects concerning the mechanism of injur} 7 and 
pertinent aspects of the history of the patient. A 
description of how the accident occurred may lead 
the physician to suspect certain injuries and thereby 
be able to perform a better examination. The cir¬ 
cumstances surrounding the accident may be reveal¬ 
ing as to the organ systems that might possibly be 
involved in die injury. Sometimes, of course, the 
patient is able to relate a good history himself. 

Physical Examination.—Initially, a rapid exam¬ 
ination should be carried out. It must be a general 
one but follow an orderly plan. It may be necessary 
to cut off the clothes with scissors rather than trau¬ 
matize the patient further by removing diem. 
Examination should be directed first to the areas of 
obvious injury', but an over-all, quick examination 
also should be carried out. The following outline is 
helpful. 

General: state of consciousness, respiration, pulse, 
position of patient, color, and odor. 
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lead: palpation of scalp and cranium, inspection 
ot ears and nose for hemorrhage or cerebrospinal' 
fluid, palpation of facial bones for fractures. 

Eyes: state of the eyeballs and pupils. Not in¬ 
frequently there is serious damage to the eyes in 
patients sustaining multiple injuries, and these are 
often overlooked. It should be of prime importance 
to obtain, as accurately as possible, the visual acuity 
of the patient. This should be recorded for each eye 
separately. Certain lifesaving procedures would re¬ 
ceive higher priority, but early consultation with an 
ophthalmologist may permit him to carry out pro¬ 
cedures that would be of considerable benefit in the 
prevention of loss of vision. 

Mouth: inspection for foreign bodies, bleeding, 
or loose teeth. 

Neck: state of blood vessels, inspection for inter¬ 
nal or external bleeding, rigidity, possible injury to 
the cervical spine. 

Thorax: observation of respiratory excursion, pal¬ 
pation of rib cage, heart action. 

Abdomen: examination for distention, rigidity, 
observation of movement, and evidence of penetrat¬ 
ing injury or tenderness. 

. Genitalia: examination for urinary extravasation, 
mechanical injury, or hematuria. 

Extremities: palpation for tenderness, deformity, 
pulses, action of joints, color, temperature, sensation, 
and movement. 

Skin: inspection for wounds of all types, including 
burns or irritations from gases or chemicals. 

Roentgenograms—In most patients with multiple 
injuries, certain roentgenographic examinations are 
necessary; however, such examinations are over¬ 
emphasized. For the extensively injured patient, 
there is nothing rational in ordering roentgenograms 
of all bones which examination shows might pos¬ 
sibly be fractured. One must decide whether a 
roentgenographic finding may change the treatment 
in the next few hours for the critically ill patient or 
whether he should be disturbed as little as possible. 
The patient should be subjected to as little further 
trauma as is absolutely necessary. Rapid changes in 
position usually lead to a fall in blood pressure in a 
hypovolemic patient. 

It is not uncommon that many unnecessary roent¬ 
genograms of the skull are taken early. Unless the 
patient is cooperative enough to hold his head 
quietly, roentgenograms of the skull should be post¬ 
poned unless the physician in charge believes they 
are absolutely necessary to determine the presence 
of an open depressed fracture or a fracture at a site 
which could readily produce injury to the middle 
meningeal artery. The necessary roentgenograms 
should be taken immediately, but x-rays of question¬ 
able injuries should be postponed; however the 
physician in charge should watch for the develop¬ 
ment of further symptoms and have the necessary 
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films made later. An injury which at first seems 
apparently minor may give the patient the most 
trouble afterwards. This means that the mana«e- 
ment of the patient with multiple injuries is a con¬ 
tinuing affair. The physician in charge must follow 
, ® Patient until he has become stabilized after 
definitive care. 

Records.-As soon as possible, the physician in 
charge should begin a record of the patient. This 
must include when the accident occurred, how it oc¬ 
curred, and where it occurred. The findings of the 
initial examination should be recorded, particularly 
the extent of vascular, nerve, and bone involve¬ 
ment, vision, blood pressure, and pulse rate. A sheet 
of paper pasted to the wall may serve as an excel¬ 
lent work form. As various resuscitative procedures 
are being carried out, running notes may be jotted 
on this sheet. This record can be of considerable 
value later in the course of management. 

The medicolegal aspects of any injured patient 
are becoming increasingly more important. Good 
records are of considerable value in court. Fre¬ 
quently it is advisable to use color photographs to 
document the condition of the patient prior to treat¬ 
ment. These photographs should be kept in the 
physician’s files and not released to legal counsel or 
the court unless the physician is present to interpret 
them. . 

Resiiscitative Measures.—The physician in charge 
should designate a competent person to start resusci¬ 
tative measures as soon as the patient is admitted. 
Usually a large needle is inserted into an accessible 
vein and blood drawn for cross matching. This 
needle is then used for the infusion of a plasma vol¬ 
ume expander or an electrolyte solution. When 
hypovolemia exists, it can be minimized by the use 
of a plasma volume expander until whole blood is 
available. It may be necessary for tire physician 
carrying out the resuscitative - procedures to per¬ 
form a tracheostomy or aspirate the chest. After 
severe injuries, and particularly after injuries about 
the pelvis, an indwelling catheter should be in¬ 
serted in the bladder. This will give information 
as to the presence of hematuria and permit a more 
accurate record of the urinary output. 

In some patients it may be necessary to do a cut- 
down on an accessible vein and insert a plastic 
catheter. This provides a good intravenous lifeline. 
The physician in charge should continue to watch 
bandaged areas to make sure that hemorrhage is 
adequately controlled. 

In some patients it may be necessary to mser * 
gastric tube for evacuation of the stomach or as a 
diagnostic procedure to determine the presence o 

fresh blood in the stomach. 

The patient’s general systemic reaction 
wnnnds and to the resuscitative measures that are 
big caSed our should be carefully observed. If 
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hypotension continues, in spite of adequate fluid 
and blood replacement, other causes for the hypo¬ 
tensive state should be sought. 

Preparation for Definitive Care .—In most in¬ 
stances, the physician in charge should be a general 
surgeon. He must consider the entire patient. No 
specialist can avoid being particularly interested in 
the problems of his own field. As soon as the physi¬ 
cian in charge has completed his examination and 
has started resuscitative measures, he may want to 
call in consultants representing various specialty 
disciplines. These consultants should confer with the 
physician in charge, and a definitive plan of action 
should be outlined. The management should be 
defined in such a way that priorities for treatment 
are properly assigned. 

In some hospitals, a roentgenographic diagnosis 
of a fracture automatically admits the patient to the 
orthopedic service. A fracture is about the only type 
of injury that will not kill the patient immediately. 
In fractures of the pelvis, the bony injury may never 
be lethal, but a rupture of the bladder or the 
urethra may result in death if unrecognized for a 
few hours. Fractures of the lower ribs on the left 
side frequently are accompanied by a rupture of 
die spleen or kidney. These are not orthopedic 
problems. With fractures of the upper ribs, the 
orthopedic surgeon would be the first to admit that 
his special training did not include the emergency 
handling of tension pneumothorax or paradoxical 
respiration. 

Not infrequently, all unconscious patients are 
admitted to the neurosurgical service. This is an 
extremely dangerous situation, for the patient can¬ 
not communicate concerning pain and tenderness in 
various areas of the body. The percentage of cranio¬ 
cerebral injuries in which an immediate operation 
on the skull is indicated is extremely small, but if 
there is an abdominal injury on the same patient, 
timing of operation may be lifesaving. Again, the 
emphasis in care for the patient with multiple in¬ 
juries is good organization and a physician in 
charge who keeps all anatomic and physiological 
areas in mind. After definitive care, certain specific 
injuries may become the major problem, and the 
responsibility for the patient can be turned over to 
whatever specialist is indicated. 

Once all of the injuries have been diagnosed, it is 
necessary to decide which presents the greatest 
danger to life, which needs treatment first, and 
which can safely be ignored for the time being. No 
rule of thumb can be applied to the treatment of 
multiple injuries except that the lesions which offer 
the greatest danger to life should be dealt with first. 

The restoration of cardiorespiratory physiology 
must come first, and then treatment of injury' to the 
hollow viscera such as intestines, bladder, and oc¬ 
casionally lung and heart. Treatment of injuries of 
the liver, spleen, or diaphragm may- accompany 
these procedures, if required. Open injuries of the 


muscle and bone-receive next priority. Usually 
closed fractures, head injuries, and laceration of soft 
parts can wait until their care can be tolerated after 
the aforementioned injuries have been treated. Each 
treatment should be instituted at the earliest pos¬ 
sible moment as decided by the physician in charge. 

Definitive Management 

As soon as the plan for definitive surgery' is made, 
the patient should be put in the best possible condi¬ 
tion for operation. It is most difficult to decide when 
a patients blood volume has been increased to the 
extent that he can best tolerate anesthesia and 
operation. The value of adequate preparation for 
operation has frequently' been emphasized in elec¬ 
tive surgery. In the surgery of the injured man, it is 
even more important to prepare the patient by' 
restoring his blood volume before operation. Unless 
continued hemorrhage is present and operation is 
mandatory to control this hemorrhage, the blood 
volume should be increased to near-normal levels 
by transfusion. Frequently, blood requirements 
may be judged by the size and character of the 
wound. The surgeon’s guide to the adequacy of 
restorative treatment consists of general appear¬ 
ance of the patient, color of the conjunctiva, blood 
pressure level, pulse rate, and output of urine. If 
sufficient blood has been provided to permit good 
peripheral circulation, it will usually be indicated 
by the'blood pressure. The adequacy of visceral 
blood flow can be estimated by the rate of urine 
flow. In the severely wounded patient, the output of 
30 cc. or more of urine per hour suggests that the 
circulatory volume is approaching normal. The pa¬ 
tient is usually ready for operation when the sys¬ 
tolic blood pressure reaches 100 to 110 mm. Hg and 
his pulse rate falls to 120 per minute or less. In some 
instances, hemorrhage may occur as rapidly as blood 
is being replaced. In such cases, blood should be 
pumped through two or three veins and the patient 
should be placed on the operating table immediate¬ 
ly'. As soon as the hemorrhage is controlled at opera¬ 
tion, further manipulation should be deferred until 
the blood volume deficiency has been restored. 

Problems of anesthesia in relation to trauma are 
usually in direct proportion to the extent of injury. 
The best possible estimate of the condition of the 
patient will go far toward enabling the proper 
choice of anesthesia. The anesthesiologist should be 
consulted, along with other specialists involved, in 
the management of the patient and a general de¬ 
cision made with all of the facts at hand concerning 
the type of anesthesia best suited for the patient and 
tlie operative procedure. Occasionally', one may be 
confronted with an excessively' depressed patient 
as the result of overdose of a narcotic prior to trans¬ 
portation. Nalorphine (Nalline) hydrochloride may 
be a worthwhile drug to use in such circumstances. 
It antagonizes the respiratory and circulatory effect 
of the opiate. The selection of the anesthetic agent 
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is laicly as inipoitant as is the person giving the 
anesthetic. The anesthesiologist should choose the 
type of anesthetic agent with which he is most 
tamihar and is best suited to the over-all condition 
of tlie patient. 

The surgeon may, with the help of his assistants, . 
operate on one region of the body after another. In 
some instances, two surgical teams may operate 
simultaneously. For example, a patient suffering 
fiom an abdominal wound and a craniocerebral 
injury, accompanied by hemorrhage from the 
cranial wound, may be operated on first by the 
neurosurgeons, and then as a second procedure, a 
laparotomy can be carried out. If hemorrhage is 
occurring from both areas, two teams might operate 
simultaneously. It is not infrequent that two surgical 
teams operate on the abdomen and an extremity at 
the same time. The general condition of the patient 
and the further trauma of the operative procedure 
determine whether or not simultaneous operative 
procedures are warranted. In critically ill patients, 
the most-needed procedure is carried out first, and 
then, if the patient’s condition permits, a further 
operation may be performed as a subsequent pro¬ 
cedure. 

The use of prophylactic tetanus immunization 
and early administration of antibiotics should al¬ 
ways be considered. Wounds should be cleansed 
and properly debrided. Much loss of time and pos¬ 
sible infection will be alleviated if wounds can be 
cared for early. On the other hand, soft tissue 
wounds usually do not endanger life, and their 
treatment further increases the hypovolemia. Since 
soft tissue wounds can be handled at any time, it 
may be necessary to apply a dressing and care for 
them later. When burns are associated with 
mechanical injury, the systemic effect of the burn 
should be corrected early by administration of the 
appropriate fluids. As soon as the patient is pre¬ 
pared for operation, the mechanical injury can be 
treated. If fluid loss from the burn is being ade¬ 
quately replaced, the best time for the patient to 
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withstand operative procedures is during the first 
few hours. After treatment has been given to the 
accompanying injury, local therapy of the burn 
wound can be accomplished, but this should re¬ 
ceive lower priority. 

Emotional stress as well as physical discomfort 
must be alleviated as much as possible. The physi¬ 
ological stress from the injury is usually a tremen¬ 
dous one, and it is the physician’s responsibility to 
alleviate as much of the emotional stress as possible. 
If it is feasible, the physician should discuss the 
injuries with the patient and dispel any uncertain¬ 
ties that might have arisen in the patient’s mind. 
Above all, the physician should pay particular 
attention to keeping the family appropriately in¬ 
formed. This helps to establish better rapport with 
the patient, gain his confidence, and is an important 
facet of the physician’s art. 

Summary 

The patient with multiple injuries frequently re¬ 
ceives inadequate treatment, because physicians are 
poorly informed and there is improper organization 
for the patient’s care. The physician who first sees 
the patient with multiple injuries has a grave re¬ 
sponsibility. He must arrest the continuing effects 
of the wounds and start restoration of the patient’s 
condition. It is his responsibility to carry out the 
necessary resuscitative measures to prepare the pa¬ 
tient to withstand the further trauma of transporta¬ 
tion to the hospital. 

In the hospital one physician should take charge. 
He should direct tire over-all resuscitation and 
preparation for definitive care. Usually it is best if 
this physician is a general surgeon. He can call in 
the necessary specialists, but he must make the final 
decisions and assign priority of management. The 
secret to good definitive care is adequate prepara¬ 
tion for operation. In the initial hospital manage¬ 
ment, there should be a careful appraisal of all 
injuries followed by adequate preparation for 
definitive operative procedures. 
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ANTIMICROBIAL THERAPY IN INJURED PATIENTS 

William A. Altemeier, M.D. 
and 

John H. Wulsin, M.D., Cincinnati 


It is a well-established fact that hemorrhage, 
shock, impairment of respiration, and infection are 
the complications most dreaded in injured patients. 1 
Wounds of violence are particularly prone to de¬ 
velop infection because of their gross contamina¬ 
tion, the presence of large areas of devitalized 
tissue and retained foreign bodies (fig. 1), the in¬ 
volvement of regions particularly susceptible to 
infection, the frequent association of vascular in¬ 
juries, and delayed or fault)' surgical therapy." The 
development of infection in wounds increases the 
period of morbidity, produces further destruction 
of tissue, suppresses the process of healing, and may 
have a significant effect on mortality'. 3 Tissues de- 



Fig. 1.—Crushing injury of hip resulting from train acci¬ 
dent. Note traumatic disarticulation of head of femur, 
extensive damage of soft tissues, laceration of femoral arte¬ 
ries, and gross contamination, conditions which predispose 
to development of severe wound infection. 

strayed by bacterial invasion are usually replaced 
by scar tissue which may affect function as well as 
cosmetic appearance. 

From the Department of Surgery, University of Cincinnati College 
ot Medicine and the Cincinnati General Hospital. 


General Considerations 

Unfortunately, infection, the greatest enemy' of 
wound healing, continues to be a serious problem, 
aseptic technique and antibiotic therapy notwidi- 
standing. The primary' basis of this form of infec- 



Fig. 2.—Necrosis of tissue produced by severe infection 
developing in small wound of the leg. 


tion is the successful growth of micro-organisms 
within the wound itself and their invasion of die 
physiological interior of the body'. Experience has 
shown that bacteria may be present in a womid 
widiout producing clinical evidence of infection 
and that certain factors influence their growth and 
invasion. Normal tissues have a remarkable resist¬ 
ance to micro-organisms and their effects, whereas 
irritated or devitalized tissues have limited or little 
capacity’ of resistance. 4 Dead tissue remaining in a 
wound invites and supports the growth of virulent 
as well as relatively' nonvirulent or saprophytic 
organisms. 

The physical condition of die injured patient may' 
also be an important predisposing factor to infec¬ 
tion. General debility’, severe dehydration, pro¬ 
longed shock, malnutrition, exhaustion, metabolic 
disorders such as uncontrolled diabetes or cirrhosis, 
marked anemia, steroid therapy', leukemia, or recent 
and extensive x-ray irradiation may' lower his gen¬ 
eral or local resistance sufficiendy’ to permit bac¬ 
terial invasion. 3 

Thoughtful consideration of the foregoing facts 
leads to certain general conclusions. The develop¬ 
ment of local wound infection depends primarily 
on the altered physiological state of the wound. If 




528 


i 

devitalized tissue is nenniNwl h 

1,1 the wound, bacteria? a u° leniain or develop 

probable, i„ t ih.l£rf § •»* Median are 

bacterial therapy is nicety. f sumed anti- 
and of secondary importance ^ adju " ctive treatment 
operation. 0 1 0 eai y an d adequate 





^ . k) 


fK 


0,SmtiZ F fn JmTT a,, “ Cr 1 bic CeHulitis of abdominal wd! 

drainage were manda^ 


The chief benefit of antimicrobial therapy lies in 
die attenuation, limitation, or control of infection 
by residual micro-organisms in the wounds after 
debudement and operative repair, or in the localiza¬ 
tion of infection developing within wounds in 
which surgical treatment is necessarily inadequate, 
c clayed, or impossible. Clinical experience has re¬ 
peatedly shown that all of the various antibacterial 
agents must be used intelligently to obtain their full 
etteets. luulure to observe certain established prin¬ 
ciples in the management of injured patients with 
antimicrobial agents may result in incomplete or 
limited effects or even failure. The purpose of this 
discussion is to review these factors as well as the 
indications, methods, value, and limitations of prac¬ 
tical antibacterial therapy in wounded patients for 
P^vention or treatment of various infections 
which may complicate trauma. 

Special Considerations 
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Sensitivity pattern of S. aureus as 


Accurate and Complete Diagnosis .-The impor¬ 
tance of a correct clinical diagnosis ancl evaluation 
of the injured patient's condition is fundamental. 

areful examination should be done to determine 
pe cause, location, nature, extent, and duration of 
the injuries. The existence of shock and the pres¬ 
ence of special wounds such as crushing injuries, or 
penetrating wounds of the abdomen, chest, or cen¬ 
tral nervous system should be noted. General factors 
which might contribute to bacterial invasion such 
as diabetes mellitus or concomitant steroid therapy 


determined by 3 different sets of 
antibiotic discs 

Fig. 4.—Variations in sensitivity patterns to penicillin, 
- chloramphenicol, oxytetracycline, and tetracycline for hemo¬ 
lytic Staphylococcus pyogenes var. aureus as determined by 
commercial disk method. 

certain infections, such as gas gangrene, anaerobic 
cellulitis, and acute hemolytic streptococcic gan¬ 
grene, emergency surgical decompression by radical 
incision and drainage may be necessary (fig. 3). 
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Selection of Effective Antibacterial Agents .—The 
selection of the antibiotic agent should be made on 
the basis of its effect on the contaminating or infect¬ 
ing bacteria presumed or known to be present. 
When possible, one or two effective agents should 
be used instead of a “shotgun" mixture of three or 
more agents. Evidence indicates that the use of 
multiple agents will not prevent the development of 
infection by organisms such as the hemolytic 
Staphylococcus pyogenes var. aureus and the vari¬ 
ous gram-negative bacilli if the local conditions are 
favorable. Of more importance is the fact that 
infection emerging under the screen of multiple 
antibiotic therapy will be caused by bacteria re¬ 
sistant to the antibiotics used as well as to other 
related antibiotic agents. Antibiotic sensitivity tests 
are recommended in the selection of antibiotic 
agents for the treatment of serious or prolonged 
infections whenever possible. It is important, how¬ 
ever, to keep in mind the possibility of error in 
results of sensitivity tests done by the commercial 
disk method (fig. 4). 7 

Adequate Dosage .—The dose of the antibiotic 
agent chosen should be sufficiently large to produce 
antibacterial concentrations in the blood, tissues, 
and exudates at the sites of injury or infection. In 
addition, the duration of therapy should be suffi¬ 
ciently long to permit the natural defense mechan¬ 
isms of the body to dispose of the inhibited, but 
often still virulent, bacteria. Since most agents exert 
only a bacteriostatic effect, failure to continue treat¬ 
ment long enough may result in the delayed appear¬ 
ance or exacerbation of an infection. Experimental 
and clinical data also suggest that progressively 
larger doses of some of the antibiotics, notably 
penicillin, have an increasingly greater antimicro¬ 
bial effect (fig. 5). 8 

Method of Administration .—Wounds of violence 
are frequently associated with shock produced by 
one or more causes. This complication may affect 
the method chosen for the administration of anti¬ 
bacterial agents. If shock is present, absorption of 
antibiotic agents given by intramuscular or oral 
routes may be retarded, inadequate, or capricious. 9 
For this reason the intravenous route is recommend¬ 
ed until the shock has been adequately treated and 
controlled. The local application of chemothera¬ 
peutic agents to wounds is seldom indicated in the 
management of patients with acute injuries and is 
not recommended. 

Early Treatment .-The earlier that antibiotic 
therapy is started after injury the better its effects. 
Generally speaking, the antimicrobial agent selected 
should be administered intravenously promptly after 
the seriously injured patient is admitted to the hos¬ 
pital and before he is taken to the operating room. 
If infection has already developed, early therapy 
gives the best chance of obtaining rapid and prompt 
control of the invasiveness of the process, with either 
spontaneous resolution of the lesion or limitation 


of the bacterial slough to a minimum. 10 Delayed or 
late treatment usually is less effective, but it often 
permits localization of the process and indicated 
surgical procedures when the patient’s general con¬ 
dition has been restored to a normal or a near¬ 
normal state. 

Complications.—A variety of complications or un¬ 
toward reactions may develop in patients undergo¬ 
ing antibiotic therapy with any of the agents. 11 It is 
important for the clinician to be informed as to their 
nature and to be alert for their occurrence. Those 
complications caused directly by the antimicrobial 
agents include (1) toxic reactions related to the 
type and amount of drug given, (2) hypersensitivity 
reactions, and (3) idiosyncrasies. 12 Although toxicity 
of the various agents differs considerably, each of 
the drugs has been shown to be capable of produc¬ 
ing one or more types of reaction. Those produced 
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Concentration of penicillin in units per ml. by 
tuba dilution method 

Fig. 5.—Curve indicating increasing percentage of suscep¬ 
tibility of 4S strains of hemolytic Staphylococcus pyogenes 
var. aureus to progressive concentrations of penicillin, with 
85/0 being sensitive to 12.5 units of penicillin per cubic 
centimeter (ml.). 

by overdosage can be readily prevented or con¬ 
trolled, but the accumulation of high serum con-- 
centrations in aged or debilitated patients can be 
overlooked easily. Those secondary to hypersensiti¬ 
zation of the patient are becoming of increasing 
importance, particularly in the instance of penicillin. 
Fortunately, idiosyncrasies to these agents includ¬ 
ing chloramphenicol (Chloromycetin) are exceed¬ 
ingly rare. 

Another complication of increasing importance is 
tire secondary or superinfection caused by anti¬ 
biotic-resistant bacteria. The suppression of sensitive 
bacteria in mixed infections by antibiotics may be 
followed by a marked change of the bacterial flora 
in the wound or in the systemic tracts. Under these 
circumstances bacteria which are normally of lesser 
virulence may become invasive and may even in¬ 
vade the blood stream. Such infections have general¬ 
ly been produced by the hemolytic Staph, pyogenes 
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var aureus and gram-negative bacilli such as 
lioteus vulgaris Pseudomonas aeruginosa, Esche- 
licnia coli, and Aerobacter aerogenes. 

Another complication which may occur in the 
seriously injured patient is the masking of infection 
which develops in the vicinity of the wound or 
elsewhere in the body. This masking makes the 
recognition and localization of the infection difficult. 

Supportive Therapy.—In recent years the im¬ 
portance of adequate supportive treatment in in¬ 
jured patients undergoing antibiotic therapy has 
been emphasized. The full therapeutic effect of the 
antibacterial agent will not be obtained if serious 
derangements in local and general physiology are 
oveilooked or uncorrected. More recent evidence 
indicates that the effectiveness of certain antimicro¬ 
bial drugs, particularly chloramphenicol, can be 
significantly enhanced by the concomitant use of 
pooled immune serum globulin in case of over¬ 
whelming or serious long-standing infections. 

Prophylaxis in Acute Trauma 

Prophylactic antibacterial therapy is recom¬ 
mended promptly for all patients with serious 
wounds of violence such as major open soft tissue 
wounds, compound fractures, penetrating wounds 
of the abdomen, the chest, or both, penetrating 
wounds of the central nervous system, injuries in¬ 
volving the oral or pharyngeal cavities, and in¬ 
juries of the perineum. The antimicrobial therapy 
should be given systemically as soon after injury as 
possible and continued postoperatively. If the pa¬ 
tient is in shock, the chemotherapeutic agent should 
be administered intravenously for reasons described 
previously. 

Soft Tissue Wounds and Burns.— No antibiotic 
therapy is recommended for trivial or minor in¬ 
juries. The following agents are recommended for 
initial prophylaxis in serious or severe injuries: 1. 
Aqueous sodium penicillin G or potassium penicil¬ 
lin G (Dramcillin, Dropcillin, Penalev, Pentids, 
Potassium Penicillin G), 250,000 to 500,000 units, 
may be given intramuscularly or intravenously 
every six to eight hours for five days in patients 
who are not sensitive. Erythromycin (Ilotycin) 
ethyl carbonate or erythromycin (Erythrocin) 
lactobionate may be used as an alternate. It is 
questionable whether any significant additional 
protection can be obtained from the combined use 
of penicillin with a broad-spectrum antibiotic. 
Accumulative data indicate that invasive infections 
by beta-hemolytic streptococcus and pneumococcus 
can be successfully prevented by antibiotic prophy¬ 
laxis, but there is little or no similar evidence of 
successful prevention of infections by the hemolytic 
Staph, pyogenes var. aureus, Ps. aeruginosa, P. 
vulgaris, Esch. coli, and other gram-negative 
bacilli.' 2. If desired, one of the broad-spectrum 
antibiotics such as chloramphenicol, demethylchlor- 
tetracycline (Declomycin), tetracycline (Achromy- 
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cm Panmycin Polycycline, Steclin, TetracyM 
hydrochloride, chlortetracycline (Aureomycin) hy¬ 
drochloride or oxytetracycline (Terramycin) hydro- 
cblonde may be given systemically in doses of 500 
mg every eight hours, or 250 mg. every four hours 
and continued for three or four days. The need for 
such therapy , is then reconsidered and continued 
discontinued, or modified as indicated by the pres¬ 
ence or absence of infection. 3. For patients with 
less severe wounds, tire oral route may be used to 
advantage for the administration of either penicillin 
or the broad-spectrum agents. 

Compound Fractures.— The same general plan of 
prophylaxis as outlined in the preceding paragraph 
is generally useful. In patients with wounds exhibit¬ 
ing extensive tissue necrosis along with compound 
fractures, larger doses of penicillin, up to 1,000,000 
units of an aqueous soluble salt of penicillin G 
every three hours, may be indicated. 

Penetrating Wounds of Abdomen- There is con¬ 
siderable evidence that antimicrobial therapy is of 
great prophylactic value in preventing death from 
peritonitis and sepsis in patients with penetrating 
wounds of the abdomen. Adequate systemic anti¬ 
microbial therapy used in conjunction with early 
surgery has reduced the mortality in such patients 
from 40 to*. 60% to 9 to 11% and has minimized 
peritonitis as a cause of death. It is recommended 
that the antimicrobial therapy be given preopera- 
tively, intravenously, and as soon after the patient's 
admission to the hospital as possible in an effort to 
inhibit bacterial growth intraperitoneally and to 
provide an antibacterial concentration in the 
peritoneal fluid at the time of operation. 13 

The following plan has been used at the Cincin¬ 
nati General Hospital during the past 10 years: 
1. One million units of an aqueous soluble salt of 
penicillin G in sodium chloride injection or 5% 
dextrose in water for injection is administered intra¬ 
venously as soon after the patient’s admission to the 
receiving ward as possible and as part of his pre¬ 
operative resuscitation therapy. 2. At operation, no 
antimicrobial agents are instilled into the peritoneal 
cavity. 3. Postoperatively, 500 mg. of one of the 
tetracyclines or chloramphenicol is administered 
intravenously along with penicillin. 4. An aqueous 
soluble salt of penicillin G in doses of 250,000 to 
500,000 units is recommended every six hours intra¬ 
muscularly for five days. . . . 

One of the tetracyclines or chloramphenicol m 
doses of 500 mg. is given intravenously every 1- 
hours for four to six days. At the end of this period, 
antibiotic therapy is discontinued if there is no 
obvious infection, continued until the infection has 
been controlled, or modified as indicated by the 
emergent antibiotic-resistant infection. 

Penetrating Wounds of Chest- A plan of anti¬ 
bacterial prophylaxis similar to that described 
the section on penetrating wounds of the abdomen 

may be used. 
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Therapy of Established Infections 
in Acute Trauma 

Therapeutic antimicrobial therapy is of consider¬ 
able value in the control of established infections 
developing in the injured patient when started 
early and based on the various factors or principles 
discussed previously under special considerations. 

Local Infection.— For patients with slight or mod¬ 
erate local infection in whom no serious infection is 
anticipated, the same antimicrobial dosage schedule 
is recommended as that described for prophylactic 
use in soft tissue wounds. This plan should be 
modified on the basis of any demonstrated antibiotic 
resistance of the bacterial infections which emerge 
under the prophylactic antimicrobial treatment. 

Invasive Staphylococcic and Streptococcic Infec¬ 
tions.— In injuries with established invasive infec¬ 
tions localized to the tissue surrounding the 
wound, or the regional lymphatics and lymph 
nodes, antibiotic therapy should depend on the 
infecting bacteria. In hemolytic streptococcic or 
staphylococcic infections of moderate severity or 
regional invasiveness, the choice of the antibiotic 
treatment may be made from the following agents: 
(1) an aqueous soluble salt of penicillin G, 100,000 
to 500,000 units even' four to six hours intramus¬ 
cularly in the absence of patient sensitivity to 
penicillin; (2) for penicillin-resistant staphylococcic 
infections, chloramphenicol, demethylchlortetracyc- 
line, tetracycline, oxytetracycline, chlortetracycline, 
or erythromycin in doses of 250 mg. orally every' 
four hours, depending on the demonstrated sensi¬ 
tivity results; (3) an aqueous soluble salt of' penicil¬ 
lin G in large doses of 1,000,000 units every' three 
or four hours (fig. 5); (4) vancomy'dn (Vancocin) 
hydrochloride administered parenterally in doses of 
250 mg. every six hours; this agent is still in short 
supply and relatively expensive, however; and (5) 
continuation of adopted therapy until infection is 
under control and fever and white blood cell counts 
are normal for five to seven or more day's. 

In systemically invasive or fulminating streptococ¬ 
cic and staphylococcic infections, tire same plan may 
be adopted, with consideration of increasing the 
dosage, shortening the interval between doses, and 
administering by the preferential intravenous route. 

Mixed Bacterial Infections.— In severe infections 
caused by fecal bacteria, such as peritonitis, retro¬ 
peritoneal cellulitis, crepitant cellulitis, putrid 
empyema, and mixed infections of the buttocks, 
thigh, or perineum, essentially the same antimicro¬ 
bial agents may' be used as in prophylaxis of pene¬ 
trating wounds of the abdomen, plans 1, 2, and 3. 
The broad-spectrum antibiotic should be selected 
on the basis of demonstrated sensitivity' of the 
infecting bacteria and should be given in larger 
doses of 500 mg. every four to six hours. Chlor¬ 
amphenicol has been particularly' effective in our 


experience when used with penicillin and immune 
serum globulin given intramuscularly. The impor¬ 
tance of recognizing and draining intraperitoneal or 
retroperitoneal abscesses masked by' antibiotic 
therapy cannot be overemphasized. 

Clostridial Infections.— In established clostridial 
myositis or true gas gangrene, the choice of effective 
antibiotic therapy may' be made from the following 
regimens: 1. Chlortetracycline, oxytetracycline, 
tetracycline, or chloramphenicol may be given 
intravenously in doses of 500 mg. every six to eight 
hours. Both experimentally’ and clinically’, how'ever, 
the tetracyclines have been the drugs of choice in 
this serious infection. IJ 2. An aqueous soluble salt 
of penicillin G in doses of 1,000,000 units given 
intramuscularly every' three hours may also be 
effective. As seen in figure 6, it has been shown 



•——« controls - no penicillin 

_ 2,000 units per kilo per day 

_ 8,000 units per kilo per day 

_32,000 units per kilo per day 

-S6,000_ units per kilo per day 

Fig. 6.—Effect of immediate penicillin therapy on experi¬ 
mental gas gangrene. 

experimentally that increasingly large doses of 
penicillin G have a progressive effect in controlling 
experimental clostridial infections and in decreasing 
the incidence of death. 

For patients with clostridial cellulitis, the same 
two plans of antimicrobial treatment are used at the 
Cincinnati General Hospital. 

Tetanus.—' There is no scientific evidence to indi¬ 
cate that antibiotics have any effect on circulating 
tetanus toxin or toxin fixed in the central nervous 
sy’stem. There is also lack of evidence to indicate 
that antibiotic therapy can affect mortality except 
through the control of secondary’ infection, such as 
pneumonitis or associated bacterial infections of the 
wound. It is usually agreed that patients with 
tetanus should be given antibiotic therapy in an 
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cffoit to prevent or control the pneumonitis which 
irequently occurs as a result of the prolonged 
sedation, aspiration of the increased volume of secre¬ 
tions during convulsions, or impairment of respira¬ 
tion. 1 

Serious Pseudomonas (Pseudomonas aeruginosa) 
infections.— These infections may be treated with 
tlie following antibiotics: 1. Polymyxin B (Aero- 
spoi in) sulfate, 2.5 mg. per kilogram of body weight, 
may be given in 24 hours, the amount being divided 
into three or four doses which are administered 
undei close observation every six or eight hours for 
a period of five to seven days. Pain at the site of 
intramuscular injection may be appreciable, but it 
can be reduced by the addition of a 1% procaine 
solution as a diluent. Because of the toxicity of 
polymyxin B sulfate, a daily dose of 200 mg. should 
not be exceeded, and patients undergoing therapy 
should be observed closely for signs of renal or 
neurological toxicity. Few, if any, strains of Pseudo¬ 
monas are resistant to polymyxin B sulfate in 
concentrations of 12.5 meg. per cubic centi¬ 
meter. 2. Chloramphenicol, tetracycline, oxytetracy- 
cline, chlortetracycline, or demethylchlortetracy- 
cline may be used, but they are generally less 
effective. 
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because of the urgent need for a rapid chemothera 
peutic effect 3. Levarterenol (Levophed) bitartrate 
administered intravenously by drip, in a solution 
5% dextrose and water for injection, may be used to 
restore the blood pressure to a level of 80 mm. He 
or above. This is done in an effort to maintain the 
various physiological functions, particularly renal 
until the infection is brought under control. 4. Oxy¬ 
gen is administered continuously by nasal catheter 
or tent. 5. The foot of the bed is elevated 12 to 18 
inches. 6. An indwelling catheter should be used to 
measure the hourly urinary output, which is main¬ 
tained between 25 and 75 cc. per hour by the 
regulated administration of fluids and levarterenol. 
7. Cortisone (Cortisone, Cortogen, Cortone) ace¬ 
tate or hydrocortisone (Cortef, Cortril, Hycortole, 
Hydrocortone) is probably not indicated unless a 
blood pressue of 90 mm. Hg or more cannot be re¬ 
stored by the administration of fluids and levartere¬ 
nol. Under these circumstances, it has been our 
experience that hydrocortisone has been useful in 
extending the patient’s life until the severe infection 
could be controlled by intensive antibiotic therapy 
and any indicated surgical treatment. 8. Timed sur¬ 
gical intervention is recommended, when indicated 
and feasible. 


Septic Shock.— Occasionally, patients with injuries 
will develop a state of clinical shock not attributable 
to the usual causes, such as hemorrhage or trauma. 
This condition, when associated with proved serious 
infection, may be septic shock which characteristi¬ 
cally occurs two to five days after injury. In studies 
at the Cincinnati General Hospital, 13 it is interesting 
to note that acute diffuse peritonitis accounted for 
54% of the cases of septic shock and that large 
intra-abdominal abscesses with peritonitis were 
responsible for an additional 12%. Extensive soft 
tissue infection of the abdominal wall or perineum 
was another important cause. 

On the basis of our experimental work, the follow¬ 
ing plan of treatment has been evolved and used 
at the Cincinnati General Hospital during the past 
three years and is instituted as soon as a diagnosis 
of septic shock has been made: 1. Fluids are im¬ 
mediately infused by the intravenous route, par¬ 
ticularly normal human plasma or blood, in an 
attempt to correct any deficiency of the circulating 
blood volume without overloading the circulation 
and producing pulmonary edema. 2. Massive doses 
of antibiotics are administered by the intravenous 
route. The agents chosen for each case vary, and, 
in the absence of specific sensitivity data, the selec¬ 
tion of the antimicrobial agent necessarily must 
be made on an empirical basis. Antibiotic-sensitivity 
data, when available, are helpful for specific selec¬ 
tion of the antimicrobial agent. The existence of 
shock makes the intravenous route advisable and 
particularly important, not only because of the im¬ 
pairment of absorption from other routes but also 


Previous to the' adoption of this therapeutic 
regimen, the occurrence of circulatory failure in a 
patient with a, severe infection was usually followed 
by death within a matter of hours. Since its adop¬ 
tion, 36% of the patients with septic shock have 
been treated successfully at the Cincinnati General 
Hospital. 

Summary 

Infection continues to be a major problem in the 
treatment of patients with wounds of violence. 
Prophylactic antibacterial therapy has failed to de¬ 
crease significantly the incidence of infection as a 
complication of injury, except in the instances of 
those produced by beta-hemolytic streptococcus 
and pneumococcus and in penetrating wounds of 
the abdomen and chest. Nevertheless, prophylactic 
antimicrobial treatment is recommended, since there 
are data to indicate that many infections developing 
within wounds are localized or attenuated by these 


ats. 

in the other hand, antimicrobial treatment has 
a of considerable value in the control of estab- 
sd infections which complicate wounds, pro- 
>d use of these agents has been adjunctive to 
deal treatment and has been based on certain 
ved principles which have been discussed, 
s a consequence of the misuse of these anti- 
terial agents, a number of problems have been 
lte d one of which has been an increased ma¬ 
ce of emergent antibiotic-resistant bacterial in- 

ions. Such lesions are doubly serious and mo 
cu lt to control. It is recommended that mor 
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thoughtful and conservative use of antibiotics be 
adopted in the management of patients with in¬ 
juries, in an effort to avoid the allergic reactions, 
secondary or superimposed infections, emergent- 
resistant infections, and antibiotic toxicity from 
excessive doses of the broad-spectrum antibiotics. 
Clinical experience indicates that wound infections 
are, and will continue to be, a serious problem as 
long as their prevention and control are dependent 
primarily on the prophylactic use of antimicrobial 
agents and not on early and adequate surgery in 
association with their adjunctive use. 
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T HE ROLE OF GLUTEN IN IDIOPATHIC CELIAC DISEASE.-Celiac 
disease is thought to be a basic constitutional defect. . . . Gluten does not 
cause the symptoms, but may be one of the trigger mechanisms. Not every 
patient with normal pancreatic function and chronic steatorrhea responds to a low 
gluten diet in which wheat, rye, oats, and barley are omitted. . . . Some respond 
to a diet containing selected wheat products, i. e., melba toast, zwieback, angel 
food, or sponge cakes, if used in limited amounts. However, they' do not tolerate 
other wheat, rye, oat, or barley foods, . . . until they are near adolescence or 
beyond. . . . The fat tolerance in celiac disease is in direct proportion to the 
tolerance of gluten. The more highly unsaturated fats (corn, cottonseed, soybean, 
sesame, and olive oils) are used in limited amounts in the early' stage of the mild 
phase. Their quantity is gradually increased with improved appetite and clinical 
status. Following this, the polysaturated fats may be introduced. Hard fats of meat 
and bacon are usually poorly tolerated, as are foods prepared with excess fat. It is 
important to include a suggested meal plan when giving instructions to patients. 
Frequently parents cannot formulate such a plan w'hen given only a list of foods 
to allow and avoid. Also, parents should be alerted to read labels on all prepared 
foods carefully. . . .-E. M. Mike, B.S., Practical Dietary Management of Patients 
with the Celiac Syndrome, The American Journal of Clinical Nutrition , July- 
August, 1959. 
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CONTROL OF SUFFERING IN SEVERE TRAUMA 

USEFULNESS OF A QUANTITATIVE APPROACH 


Henry K. Beecher, M.D., Boston 


« ^. ^, av , c c ^ osen the word “suffering” instead of 
piun because it more accurately describes the 
problems to be considered here. In recent years it 
has been found possible and rewarding to deal with 
subjective 1 osponses—symptoms—in a quantitative 
manner. There is no time now to describe the 
technical approaches to these problems. In any 
case, such descriptions arc readily available, 1 
1 he problem of pain is doubtless as ancient as the 
human race, and, perhaps because it is so old, it 
seems to have gathered about it more folklore than 
anything else in medicine. In the present instance, 
the quantitative approach has made it possible to 
recognize and dispose of some unfounded tradi¬ 
tional statements. This might be called a negative 
benefit. There are positive ones as well. The neces¬ 
sary validation for the statements to be made can be 
found in the references already given. It might be 
well to mention for those who are not familiar with 
the work of recent years in this field that one can, 
so to speak, titrate the pain of postoperative wounds 
of a group with two series of solutions, each series 
containing different but unknown concentrations of 
morphine, and, using the approved double-blind 
technique, find, when the codes are broken, that one 
has equilibrated 10 mg. of morphine to 10.8 mg., an 
S% error. Sound mathematical usage requires that 
regression lines be calculated for the two curves 
involved, which adds 2% more, so one can work 
with a total error of 10%.' That is, I submit, about 
as accurately as one can make objective measure¬ 
ments, such as blood pressure determinations and 
red blood cell counts, in man. 

Reaction Factor 

One of the positive benefits of the quantitative 
approach has been the emergence of factual sup¬ 
port for a 65-year-o3d hypothesis. In 1894, Mar¬ 
shall :1 prepared the way for a crucial assumption 
first grasped by Strong 4 in 1895. In effect, Strong 
said that suffering has two major components: 
First, there is the original sensation, produced, in 
the case of pain, by stimulation of pain endings by 
some noxious agent. Second, there is the meaning 
of this sensation, called the reaction or processing 
component. 5 Strong must be credited with an im¬ 
portant working assumption. As far as one can tell 
now, this was one of those intuitive, almost clair¬ 
voyant, insights, for Strong had no clear factual 
data to support his assumption. Strong factual sup¬ 
port has been obtained for it.“ 

From the Anesthesia Laboratory, Harvard Medical School at the 
Massachusetts General Hospital. 


Since the factual supporting data are highly per ti. 
nent to our discussion, it will be well to summarize 
tnese tacts. The assumption can be restated to ad¬ 
vantage: The significance of the wound determines 
the suffering therefrom. Evidence for the existence 
and importance of the reaction component can be 
seen in the extraordinary effectiveness of placebos. 7 

Thirty-three per cent of persons with severe pain 
of pathological origin are satisfactorily relieved by 
placebos. (What constitutes satisfactory relief is, of 
course, carefully defined and standardized.) 

Only 3% of persons with pain as ordinarily con¬ 
trived experimentally have such pain relieved by 
placebos. 3 Thus, placebos seem to be more effective 
when the stress is great than when it is less. 

Even large doses of morphine will not depend¬ 
ably alter the experimental pain threshold as usu¬ 
ally produced, 13 yet a small dose of morphine will 
completely relieve the pain of a great wound. 

Of men severely wounded in battle, but men¬ 
tally clear, who were not in shock and who had not 
received morphine or other analgesic at all in many 
cases 'and in no case within four hours, only 25% 
stated, in response to a direct question, that they 
had enough pain to want anything done about it. 8 
Yet civilians with far smaller postoperative wounds 
have sufficient pain in over 80% of the cases to 
require medication for it. 10 This is true whether 
the operation has been for a long-wasting disease, 
as cup arthroplasty of the hip for degenerative 
arthritis, or whether it has been performed for the 
treatment of a fresh fracture. These two groups 
compared present strong evidence that the sig¬ 
nificance of the woimd determines the suffering 
therefrom. The soldiers mentioned were chiefly on 
the Anzio beachhead where the shelling never 
stopped day or night for months. The war was 
suddenly over for the person who was wounded. 
The wound was a ticket to the relative safety of the 
hospital and a ticket home. The wound was con¬ 
strued as a good thing. With civilians, however, the 
necessity for surgery is usually considered to be a 
disaster. It does indeed appear that the significance 
of the wound-the reaction component-was the 
crucial factor in the suffering experienced. 

I well remember a rainy night on the Anzio 
beachhead. The blackout canvas of the shock tent 
was suddenly thrust aside, and three litter bearers 
carried in a wounded soldier who was screanun f 
to «et off the litter. He thought he was lying on tus 
rifle. It was impossible to examine him m ns wiw 
state. A modest dose, 120 mg of amobart^ 
(Amytal) sodium was given intravenously, alter 
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which the patient became quiet and relaxed. He 
slept but could be easily aroused. He was not anes¬ 
thetized. It then became possible to undress and 
examine him. The “rifle” he had been lying on was, 
in fact, sensation from eight ribs cut in two by a 
shell fragment. One rib had punctured the dia¬ 
phragm and a kidney. This striking example was 
seen by many physicians. The effectiveness of a 
relatively small dose of barbiturate in handling the 
pain of some of the severely wounded was subse¬ 
quently widely confirmed. It is probable that bar¬ 
biturates are most effective when injuries are asso¬ 
ciated with great fear and anxiety. Whether tins 
explanation is correct is beside the immediate point: 
The foregoing types of information are evidence 
for the existence and importance of the reaction 
component. Indeed, it would be next to impossible 
to explain these observations on any other basis. It 
is perhaps not too strong a statement to say that 
they prove the existence and importance of the 
reaction factor. 

Shock and Suffering 

It is, of course, not possible to deal very long with 
severe trauma without encountering the problem of 
wound shock. In this connection I should like to 
make several points. 

Overusage of Analgesic Agents.—In the minds of 
too many physicians, the presence of a severe injury 
or bum is all tire indication needed for the injection 
of a large dose of morphine or other analgesic 
agent. This may not only be unnecessary but can 
be, in fact, a dangerous error. Let us consider 
several common situations. First, as I have indicated 
previously, there is no direct relationship between 
the extent of the wound and the suffering experi¬ 
enced from it. (You will recall that 75 % of the men 
wounded in battle and not in shock had no pain or 
so little they did not want anything done about it, 
whereas civilians with the comparatively small 
wounds of surgery required pain relief more than 
three times as often.) Second, it is curious that so 
many physicians have overlooked the fact that 
wounded soldiers in shock rarely complain of pain. 
I suppose this has been overlooked owing to the 
almost universal compulsion to give a large dose of 
morphine first to a wounded man and ask questions 
later. This procedure results from failure to under¬ 
stand that there is no direct relationship of extent 
of wound and suffering experienced. 

There are three principal reasons why this wrong 
assumption may be dangerous to the point of folly. 
1. The man in shock has probably lost much blood; 
such patients are exquisitely sensitive to the depres¬ 
sant effects of morphine. 2. The man in shock may 
have a pneumothorax, and even small doses of 
morphine can kill and have killed such men. 3. The 
peripheral circulation is hardly active in shock, so 
that absorption from subcutaneous or intramuscular 
deposits will occur exceedingly slowly or not at 


all. 11 In case the patient is one of the rather unusual 
ones who truly have pain, no pain relief will occur, 
and a second or even a third dose may be given, 
with the consequence that, when the man is resusci¬ 
tated and warmed up, with restoration of his 
peripheral circulation, all of the several deposits 
of morphine wall be absorbed at once, and pro¬ 
found morphine poisoning, even death, can occur. 12 
This is called delayed morphine poisoning and is 
inexcusable. If the man in shock truly has pain, 
one-third of the usual dose of morphine should 
be administered intravenously. Delayed absorption 
doubtless lies back of the tradition of giving large 
doses of morphine to those with extensive bums, 
chilled as such persons are by the fireman’s hose 
and sometimes in shock. It can easily be seen why 
the unsound practice of giving large doses of mor¬ 
phine to the burned has grown up, since the mor¬ 
phine is unlikely to be effective unless given intra¬ 
venously. 4. Less important than the aforementioned 
points, but still wnrth taking into account, is the 
fact that morphine can change a positive fluid 
balance of the wounded into a negative one through 
increased sweating and the induction of x'omiting, 
with fluid loss. 

Thirst—As indicated previously, wound pain in 
the man in shock may not be present. There is, 
however, a common cause of great suffering in the 
person in shock, and this is thirst. It is remarkable 
how neglected this important symptom often is. 
Even in warfare severe dehydration is rather un¬ 
common in the newly w’ounded, and it is not 
present in civilians as a rule; therefore, complaints 
of thirst are an ominous u'arning of deteriorating 
condition. It appears to be directly related to a 
sharply decreasing circulating blood volume. It is 
doubtful if mouth washes have any alleviating 
effect. The treatment is restoration of blood volume. 

Mechanical Factors .—The pain of the wounded 
can often be relieved by improved splinting of the 
w'ound. Fractures of the leg result in great distal 
swelling. The slitting of a tight shoe will release 
the swollen foot and often lessen, sometimes relieve, 
the pain of a fractured femur. 
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EARLY MANAGEMENT OF FRACTURES 


Oscar P. Hampton Jr., M.D., St. Louis 


The early management of fractures embraces 
both tiie temporary emergency management and 
the early definitive management of both open and 
closed fractures. The temporary emergency man¬ 
agement is nothing more than the emergency 
splinting for transportation to and within the hos¬ 
pital. This is a facet of management of fractures 
lacking in color, appeal, and, all too often, profes¬ 
sional interest. However, it remains an exceedingly 
important, albeit a frequently neglected, part of 
early management. Fractures of long bones, partic¬ 
ularly those of the lower extremities, must be splint¬ 
ed at the first opportunity if the best interests of 
the patient are to be served. 

Emergency Splinting 

The significance of effective emergency splinting 
must not be underevaluated. It prevents further 
damage to soft parts by sharp fragments. In so 
doing, it may prevent the catastrophe of laceration 
of a major blood vessel or a peripheral nerve or 
compounding of a closed fracture. It minimizes 
pain, contributes to resuscitation from shock or helps 
to prevent it, and makes the casualty transportable 
with increased safety. Indeed, the ultimate results 
of the most expert definitive management may be 
wholly or in part predetermined by the quality of 
emergency medical care rendered at the scene of 
the accident. 

Emergency splinting for transportation is prefer¬ 
ably applied at the scene of the accident by well- 
trained ambulance personnel or law-enforcement 
personnel. When a patient with a broken extremity 
arrives without a splint at an emergency room, how¬ 
ever, the obligation of the physician to provide ef¬ 
fective splinting immediately, before the patient is 
transported to the x-ray room or to his bed, is in¬ 
creased rather than diminished. Emergency splint¬ 
ing should he provided by the first person in 
attendance having the capability, whether profes¬ 
sional or subprofessional. 

If emergency splinting were a difficult proce¬ 
dure, its omission might occasionally be excused. 
It is, however, a simple, easy procedure. Emei'- 
gency splinting for fractures of the long bones of 
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the uppei extremity is particularly easy. Almost 
any kind of short board splint or even a magazine 
wrapped around the part will provide adequate 
splinting for fractures of the forearm. Fractures of 
the arm, including the shoulder, require only the 
support of the forearm in a sling and the bandag¬ 
ing of the entire extremity to the chest wall. Pa¬ 
tients with fractures of die long bones of the upper 
extremity are usually more comfortable when they 
are transported in the sitting rather than the re¬ 
cumbent position. 

Emergency splinting of fractures of the long 
bones of the lower extremity is a little more diffi¬ 
cult and' requires more material, but it remains a 
relatively easy procedure. For fractures of the fe¬ 
moral shaft, fixed-traction splinting in a Thomas or 
half-ring leg splint, with a traction hitch being 
used about the ankle, remains the preferable meth¬ 
od. Coaptation splinting with padded long boards, 
however, is also a highly effective method that is 
most acceptable. Such material can usually be ob¬ 
tained with little effort. For fractures of the femoral 
shaft, a long board should extend from the chest 
wall down the outer side of the extremity. Other 
short boards are placed along the medial and pos¬ 
terior surfaces of the injured extremity. All boards 
are bandaged firmly to the extremity, and the long 
board is also bandaged to the trunk. 

For fractures of the bones of the leg, coaptation 
splinting, with board splints or other comparable 
material, as previously described, is preferable to 
fixed-traction splinting. Of course, tire lateral board 
need extend only to tire upper thigh. A pillow 
bandaged firmly about the leg, with or without 
lateral boards, will provide effective transportation 

splinting. , , 

In open fractures, only a sterile or clean dress¬ 
ing of the wound is indicated. Protruding frag¬ 
ments should not be pulled back beneath the skin 
but, rather, should be covered with a dressing and 
left protruding until the patient reaches facilities 

for surgery. 


Definitive Management 

The first step in the definitive management of 
both open and closed fractures is a cho.ce of «£ 
;d of management by the treating physicu 
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methods of management of fractures may be classi¬ 
fied as (1) closed reduction, if necessary, and im¬ 
mobilization; (2) continuous traction, usually skele¬ 
tal; (3) open reduction, usually with internal fixa¬ 
tion; (4) external skeletal fixation, which includes 
multiple pins incorporated in a plaster cast; and 
(5) no immobilization or, at the most, only a band¬ 
age and sling. Each of the many varieties of treat¬ 
ment for fractures will fall within this classification. 
The physician must select and institute promptly 
the method likely to lead to the optimal result 
under the circumstances in that particular patient. 
The choice of method necessarily will depend, in 
part, on the skill and experience of the surgeon 
and the facilities and equipment available to him. 
He must make certain that the method selected is 
effective and adequate, otherwise it must be aban¬ 
doned in favor of another. Possibly the most com¬ 
mon error in the treatment of fractures is to blindly 
and stubbornly adhere to the method first selected 
(even though it is not effective) rather than to rec¬ 
ognize tliat another method must be instituted. 

Most fractures are best managed by one, and 
only one, of the five methods just described. Where¬ 
as most are best handled by method 1 (closed re¬ 
duction and a cast), with many fractures it would 
be doomed to failure. Some fractures should be 
recognized immediately as requiring the use of 
method 2 (continuous traction); a great many others, 
method 3 (the open-operative method); an occa¬ 
sional one, method 4 (multiple-pin fixation in plas¬ 
ter); and in a fair number, method 5 (the no-immo¬ 
bilization method). 

As examples, closed reduction in a plaster cast is 
indicated in practically every undisplaced fracture, 
most displaced fractures about the wrist, some dis¬ 
placed fractures about the ankle, all fractures of 
the shaft of long bones in children, except those in 
the femur, and stable fractures of the tibial shaft 
in adults. A stable fracture of tire tibial shaft is one 
with a contour usually transverse or near-transverse, 
which, after reduction, will not slip or override 
while in a plaster cast. Continuous traction is indi¬ 
cated' in most fractures of the femoral shaft in chil¬ 
dren and in those fractures in adults too com¬ 
minuted for intramedullary fixation, for some supra¬ 
condylar fractures of the humerus in children as 
either Dunlop’s skin traction or skeletal traction 
through the olecranon, and, in the form of a hang¬ 
ing cast, for most fractures of the shaft of the 
humerus. The open-operative method is immedi¬ 
ately indicated for fractures of the neck and tro¬ 
chanteric region of the femur, for fractures of the 
shaft of the femur if not too comminuted for intra¬ 
medullary nailing, for separated fractures of the 
patella and the olecranon, for most unstable frac¬ 
tures of the tibia, for many fracture-dislocations of 
the ankle, and for selected fractures about the el¬ 
bow in both adults and children. Occasionally, 
multiple-pin fixation in a plaster cast will be ad¬ 
vantageous for comminuted fractures of both bones 


of the leg. No immobilization and early active use 
are indicated in impacted fractures of the surgical 
neck of the humerus, many undisplaced fractures 
of metatarsals, and many fractures of the distal 
phalanges of the fingers. 

The timing for the application of each of these 
methods of management may be exceedingly im¬ 
portant. Closed reduction should be carried out as 
soon after injury as possible. The closed reduction 
of fractures is more likely to be successful if it 
is carried out while the hematoma is still liquid 
and before excessive swelling has developed. The 
bone fragments may be more easily palpated and 
manipulated and the plaster cast applied before 
excessive swelling takes place. By contrast, if efforts 
at closed reduction are delayed, the soft parts sur¬ 
rounding the fracture become infiltrated until the 
products of inflammation and are made inelastic 
and waterlogged, so that closed reduction becomes 
increasingly difficult 

The closed reduction of displaced fractures 
should be considered an emergency except in 
those situations in which general anesthesia is 
necessary but is contraindicated at the time. Such a 
situation can easily present itself when the patient is 
known to have a full stomach. Preferably, a general 
anesthetic is not administered to a patient who has 
eaten during the previous eight hours. For practical 
purposes, a general anesthetic should never be ad¬ 
ministered to a child for the closed reduction of a 
fracture unless the child’s stomach is known to be 
empty because the hazard of aspiration of vomitus, 
with its dire consequences, is too great. In some 
instances, such as in a displaced supracondylar 
fracture of the humerus in a child, when the pres¬ 
ence of a full stomach precludes administration of 
general anesthesia, the fracture may require con¬ 
tinuous traction, perhaps in the form of Dunlop’s 
traction, to be selected as the desirable method of 
management in preference to closed reduction and 
immobilization. 

The institution of the other methods of manage¬ 
ment is not so urgent, but the sooner the fracture 
is reduced the better for the fracture and the pa¬ 
tient. The sooner continuous traction is initiated, 
the better the chances for reduction. Open reduc¬ 
tion is often performed as an emergency, before 
excessive swelling takes place. For example, in 
fractiues about joints such as fracture-dislocations 
of the ankle, prompt open reduction as an emer¬ 
gency is usually advisable, barring contraindica¬ 
tions. To delay operation in tills injury only per¬ 
mits increased swelling, which, in itself, can further 
delay the surgery beyond the time when the opera¬ 
tion may be carried out with the anticipation of 
the optimal result. When incisions are made 
through badly swollen tissue, ischemia and necro¬ 
sis of sutured wound margins may follow. In frac¬ 
tures of die hip in aged patients, the best interests 
of die patient may be served by prompt operative 
fixation of die fractures. The severe, immobilizing 
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piomptly, thereby minimizing the danger of pul¬ 
monary complications and decubitus ulcers. As a 
general rule, fractures should be reduced as 
piomptly as possible by whatever method the 
physician considers is indicated, unless there are 
concurrent injuries or diseases which demand that 
definitive reduction of the fracture be postponed. 

Early and prompt institution of the indicated 
method of management is advisable and often man¬ 
datory for the best treatment of a fracture. Delays 
which me avoidable only complicate the problem 
and predispose to complications and inferior re¬ 
sults. 

Open Fractures 


Open fractures demand prompt definitive 
management as surgical emergencies. They de¬ 
serve investigation, appraisal, and treatment in a 
fully equipped operating room. General anesthesia 
is indicated, with few exceptions. Stomach lavage 
to remove gastric contents may be advisable to 
permit administration of general anesthesia, with 
less risk of vomiting and aspiration and their dire 
consequences. The fractured part should be sur¬ 
gically cleaned, prepared, and draped and the 
wound examined thoroughly. The indicated sur¬ 
gical procedure is determined by the amount of 
damaged tissue probably remaining in the wound 
and the degree of contamination. 

Hard and fast rules as to the extent of wound 
surgery in open fractures cannot be made. The 
situation varies with the magnitude and type of 
wound. The objectives of surgery in every wound, 
however, are the same: (1) to make it as free as 
possible of those things which predispose to infec- 
tion—that is, dirt, debris, dead and devitalized tis¬ 
sue, and massive blood clot; (2) to determine wheth¬ 
er the wound should remain open or be sutured; 
and (3) to determine how the fracture should be 
managed. 

In the technique of wound debridement, expo¬ 
sure of the depths of the wound must be adequate.. 
As a rule, the wound must be extended. The inci¬ 
sion through skin and fascia must be of adequate 
length to give free access to devitalized muscle, 
since its excision is a major objective of wound 
debridement. Healthy muscle is not discolored, 
bleeds freely, and contracts when pinched; muscle 
which does not meet these requirements should be 
excised. Foreign bodies and all dirt and deb)is 
should be removed. For thorough irrigation of the 
wound, saline solution is a valuable cleansing 
agent. Bleeding vessels should be ligated. Small 
fragments of bone completely devoid of soft tissue 
attachment should be removed, but bone which has 
some muscular or fascial attachment should be left 
in place as it is usually viable. 
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After debridement'of the-wound has -been com¬ 
pleted (and, perhaps, the fracture reduced) a dec! 
s)on must be made whether to close the wound or 
to leave rt open. When surgery has been performed 
withm die first six hours after injury, when cleans 
mg and debridement have been thorough, and 
when closure appears to be surgically feasible 
without excessive tension, closure of die wound bv 
suture is usually indicated. On the other hand if 
die surgeon cannot be reasonably certain that the 
wound has been rid of the pabulum of sepsis or if 
closure by suture would produce excessive tension 
on the sutured margins of the wound, either imme- 
iately or after postoperative swelling has taken 
place, then, an open wound is preferable. The error 
should be made on die side of leaving the wound 
open because delayed closure may be carried out 
with increased safety several days later. It seems 
reasonable to state that too many primary closures 
over open fractures are attempted, and die advan¬ 
tages of an open wound, with delayed closure, are 
too often overlooked. 

Insofar as the fracture is concerned, the same 
methods of management, in general, are applicable 
to open or closed fractures. In the former, however, 
the question of using internal fixation at die time 
of wound debridement often arises. Internal fixa¬ 
tion .of open fractures is a calculated risk which re¬ 
quires expert judgment, but die mediod is often 
indicated. Certainly, if internal fixation is to be 
used, the time-lag after injury should be short; the 
wound must have been debrided well; residual 
dead space in the wound must be at a minimum; 
and closure of the margins of the wound by suture 
must be feasible. If these requirements are not met, 
internal fixation is probably too hazardous. It 
would be preferable to use some other method ol 
management and to direct all efforts toward ob¬ 
taining wound healing, after which, open reduction 
and internal fixation, if indicated, may be carried 
out through an intact skin-envelope. 

Summary 

Open fractures demand prompt definitive man¬ 
agement as emergencies. The objective of manage¬ 
ment of the wound is to prevent infection. Unless 
the surgeon can be sure that the depths of the 
wound have not been contaminated and that all 
tissue within the wound is viable, enlargement of 
the wound and a thorough debridement are indi¬ 
cated. The choice of the method of management 
for the fracture requires expert judgment. 1 se 
fracture must not be ignored, and it must be re¬ 
duced. Reduction of the fracture minimizes dead 
space and actually predisposes to wound healing, 
Sout infection. A septic fracture is usrfy “ 
unreduced fracture. Because maintenancer of reduc 
tion of the fracture and immobilizations! the frag 
ire important deterrents to infection, internal 
SL often is indicated as a part of wound man- 
agement. 
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The complete effectiveness against tetanus of the 
active immunization of persons, as produced by a 
series of tetanus toxoid injections, was thoroughly 
established by the experience of the armed forces 
of the United States during World War II. The sole 
qualification which must be attached to this state¬ 
ment, however, is of the utmost importance today 
to tire practicing physician who must treat an acute¬ 
ly injured patient. In order to take advantage of 
this immunity', the physician must be certain that 
such a patient has previously been given an ade¬ 
quate course of toxoid injections. On the other hand, 
the protective value of tetanus antitoxin when ade¬ 
quate dosage is used has also been established by 
experience. The latter constitutes prophylaxis by 
means of passive immunization, but the method 
involves all the disadvantages and dangers of the 
administration of foreign protein. It is probably fair 
to say that there are few physicians who treat pa¬ 
tients for injuries who would not be gladdened to 
learn of a safe substitute for tetanus antitoxin. If 
tetanus were a contagious disease comparable to 
smallpox, it is likely that public opinion would 
make active immunization compulsory' for all per¬ 
sons. Only by a mass immunization program can 
the annual death toll from tetanus be wiped out. 
Despite the active efforts of many physicians to 
bring about mass immunization, they have not been 
successful; for the present, at least, the antitetanus 
measures must be suited to the person under¬ 
going treatment. 

Review of Causative Mechanism 
In order to better comprehend the rationale of 
present methods, it seems worthwhile to review the 
facts. The clinical manifestations of tetanus result 
from the effects on the peripheral and central 
nervous system of the powerful toxin produced by 
the living bacillus, Clostridium tetani. This or¬ 
ganism, a spore-bearing, strict anaerobe, is dis¬ 
tributed widely throughout the world. It is found 
commonly in the feces of barny'ard animals and 
birds (including pigeons), and it can also be found' 
in human feces, although to a lesser extent. Little 
or no inflammation attends the growth of the bac¬ 
teria in human tissues, and it appears that even tire 
most trivial injury to living tissues may result in 
enough local damage so that the spores can de¬ 
velop into bacilli, which then begin to manufac¬ 
ture toxin. Tetanus toxin reaches the central nerv¬ 
ous system either by way of a peripheral nerve 
trunk or through the bloodstream and has been 
demonstrated to be present in the blood 12 to 24 
hours before the symptoms of tetanus become ap¬ 
parent. Tetanus toxin becomes fixed in the tissues 
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of the central nervous system, after which such 
toxin can no longer be inactivated by antitoxin. 

Prophylaxis 

From these facts, it may be concluded that there 
could be, in theory', four entirely different methods 
of preventing clinical tetanus. The first and prob¬ 
ably the best of these is the prevention of injury'. 
The second method of prevention of tetanus is the 
proper treatment of the wound in order that 
anaerobic growth may not take place. The third 
theoretical prophylactic measure would he the use 
of agents, either chemotherapeutic or antibiotic, 
which prevent the growth and development of the 
bacilli. The fourdi prophylactic method is, of 
course, the use of some means to neutralize or in¬ 
activate tetanus toxin. The latter measure is the 
subject of this discourse. Accordingly, it should be 
emphasized that immunization against tetanus, 
whether active or passive, is directed against teta¬ 
nus toxin and not against the micro-organisms. If 
one remembers this point, it is easier to understand 
why immunization might fail to protect, since the 
bacilli might continue to grow and to produce 
toxin beyond the capacity of the immunizing sub¬ 
stance to inactivate it. 

It is of passing interest to mention that recovery 
from the disease does not produce immunity. There 
have been many reports of repeated attacks of 
tetanus in persons, and studies of the blood taken 
from patients who recovered did not show an anti¬ 
toxin titer after an interval sufficient to permit 
excretion of the antitoxin given the patient thera¬ 
peutically. The explanation for this probably lies 
in the fact that the amount of tetanus toxin which 
is lethal to a man is too small an amount to produce 
an immunity. 

Passive Immunization 

Tetanus antitoxin is prepared by injecting ani¬ 
mals, notably the horse, with sublethal doses of 
tetanus toxin prepared from broth cultures of Cl. 
tetani or with tetanus toxoid. Tetanus antitoxin is 
then prepared from the blood serum of the im¬ 
munized animal. One unit of tetanus antitoxin will 
protect a 350-Gm. guinea pig agaiist about 1,000 
lethal doses of tetanus toxin. It should be realized 
that it is not possible to state what constitutes a 
protective level of antitoxin in the human being 
because, obviously, the amount of toxin being pro¬ 
duced by’ the micro-organisms is the deciding factor. 
It is intriguing to consider the complacency with 
which most physicians have, until now, adminis¬ 
tered 1,500 units of tetanus antitoxin, believing that 
tire patient was thus protected. A single dose of 
1,500 units of tetanus antitoxin, as commercially 
obtainable, will, if given intramuscularly, produce 
a gradually' rising titer of antitoxin in the circulating 


1J5 


540 


COUNCIL ON DRUGS 


June 4, 1960 


blood which, by the fourth or fifth day, reaches a 
level of 0.1 unit of antitoxin per milliliter of serum. 
This level is maintained until about the 10th or 11th 
day when it begins to fall. By the end of the third 
week, there will usually be no demonstrable titer 
in the blood. 

Not long ago, the records of all of the patients 
treated for tetanus in the general hospitals of Balti¬ 
more during a 25-year period were reviewed. Teta¬ 
nus is not extremely common in Baltimore, as only 
seven or eight patients per year are treated. Records 
were found of 25 patients who had been given 1,500 
units of tetanus antitoxin at the time of treatment 
of their original injury but in whom the symptoms 
of tetanus appeared, nevertheless. Of this group, 13 
died of tetanus; thus, it would seem that these pa¬ 
tients, at least, were not afforded adequate protec¬ 
tion. It has been shown that an initial administra¬ 
tion of comparable amounts of tetanus antitoxin 
to laboratory animals is not protective when lethal 
doses of live spores are introduced. It is the feeling 
of the majority of physicians working in this field 
todav that any injured person who really needs 
tetanus antitoxin probably needs a larger dose than 

1,500 units. . „ ., 

It has been stated that the commercially avail¬ 
able tetanus antitoxin is, for the most part, pre¬ 
pared from the serum of the horse. Antitoxin pre- 
n ired from bovine serum, however, is also avail- 
able. A third and probably safer source of tetanus 
antitoxin is that obtainable from the blood of im¬ 
munized persons. This has not been made com¬ 
mercially available as yet but probably should be 
because the complications of the administration of 
r o om are disabling and dangerous It be- 
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Active Immunization 

Active immunization against tetanus was intro¬ 
duced by Ramon in 1925. As has already been 
mentioned, the biological perfection of this method 
was demonstrated during World War II, during 
which there was almost no occurrence of tetanus 
among the personnel of the armed forces of the 
United States. There was, however, a high inci¬ 
dence of this dread complication of injury among 
the troops of our enemies who were not actively 
immunized, especially in the islands of the Pacific. 
Although the authorities of the United States are 
not in full accord as to whether alum-precipitated 
toxoid or the fluid toxoid constitutes the most suit¬ 
able antigen for the production of active immunity, 
it is, nevertheless, certain that two or three monthly 
injections of either preparation, followed some 
months later by a booster dose, will produce a last¬ 
ing active immunity against tetanus toxin. It has 
been shown that this immunity persists for more 
than 10 years; high titers of antitoxin in the cir¬ 
culating blood are promptly recallable by a booster 
injection of toxoid. Hypersensitivity to tetanus 
toxoid is rare, although it does occur. Active im¬ 
munization in such hypersensitive persons can be 
accomplished by intracutaneous injection of small 
amounts of the toxoid, with minimal risk. It mus 
be pointed out, however, that there is an interval 
of at least 14 days between the first injection ot 
toxoid and the appearance of significant amounts 
of antitoxin in the circulating bloodstream. On t 
other hand, when the person has receivedJi pre¬ 
vious course of toxoid injections a booster do e 
produces a prompt recall and the level of ant 
toxin is demonstrable within three or foui d*y • 
Within seven days after such a boos** “ 

actively immunized person, the 
the circulating Wood will be quite higln Fur h 
more this level remains for more than a year r 
beyond the brief, temporary level produced by 
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reservoir in our population of persons who have 
had a basic course of active immunization but who 
have not had routine booster doses. Since 1950, 
many children in the United States have received 
tetanus toxoid, together with diphtheria toxoid, in 
infancy. There are also more than 15,000,000 per¬ 
sons in the nation who were immunized during 
their service in World War II, many of whom have 
probably had no booster dose subsequently. It 
should be possible in the next 5 to 10 years to 
gather a large body of information concerning the 
experience of these children and former armed 
services personnel for contrast with that of the rest 
of the population who are not immunized. This in¬ 
formation will serve to prove whether immunity to 
tetanus toxin is of a lasting nature and whether 
booster doses are necessary at the time of injury. 

Recent experimental work in the laboratory' has 
shown that, if the course of therapy is begun at the 
time of injury, penicillin and broad-spectrum anti¬ 
biotic agents such as tetracycline (Achromycin, Pan¬ 
mycin, Polycycline, Steclin, Tetracyn) hydrochlo¬ 
ride are more protective against tetanus than are 
ordinary doses of antitoxin. These antibiotic agents 
appear able to prevent sporulation and growth of 
the bacilli, and, thus, no toxin is produced. There 
are two obvious points to be made concerning the 
use of antibiotics in this connection. The first and 
most important of these is that antibiotic agents do 
not neutralize tetanus toxin and, therefore, cannot 
be relied on to protect a patient in whom toxin is 
already being produced. The second point con¬ 
cerns the treatment of a patient who has tetanus. 
Antibiotic agents are quite useful in controlling the 
growth of the tetanus bacillus and, therefore, in 
reducing and possibly eliminating the source of the 
toxin when the source cannot be controlled by 
direct surgical means. If antibiotic therapy is used 
for prophylaxis, full dosage should be given for five 
to seven days. 

There is, at the present time, a renewed interest 
in the subject of tetanus prophylaxis. This interest 
is due, in part, to the rather frequent occurrence of 
this complication of injury among patients in the 
southern states and to a growing abhorrence of the 
morbidity and mortality which are the conse¬ 
quences of widespread, routine use of tetanus anti¬ 
toxin. Undeniably, the ideal solution to the problem 
is mass immunization of the population. Numerous 
county and state medical societies are already ac¬ 
tively developing such programs. One of the un¬ 
solved problems of an immunization program con¬ 
cerns the identification of persons who have been 
immunized. It would seem to me that a good 
method for handling this problem would be to keep 
indexed immunization records of the population in 
state or county health departments so that a phone 
call or a telegram could produce the desired in¬ 
formation promptly. 


Summary and Conclusions 
Until the day arrives when all of us have had 
active immunization to tetanus, however, each phy¬ 
sician who treats injured patients must be ready to 
individualize tire prophylactic measures against 
tetanus. The following steps are suggested as a 
guide: 1. Careful selection of patients for antiteta¬ 
nus measures is necessary. 2. Thorough cleansing 
and debridement of tire wound must be done, in or¬ 
der to minimize the conditions favorable to an¬ 
aerobic growth. At times, in large wounds with 
crushed tissues, this may involve leaving tire wound 
open. 3. If the patient has been previously actively 
immunized (with a full course of tetanus toxoid), he 
should be given 0.5 cc. of fluid toxoid intramus¬ 
cularly. 4. If the patient has not been previously 
immunized, he should be tested for sensitivity to 
horse serum, after careful questioning about such 
matters as previous injection or other allergic mani¬ 
festations. Sensitivity testing is a medical responsi¬ 
bility and should not be delegated to nurses or 
other personnel. Both conjunctival and intracutane- 
ous tests are useful. If the sensitivity'tests are nega¬ 
tive and if the physician has determined that the 
wound is one which may be complicated by teta¬ 
nus, then tetanus antitoxin should be given; 5,000 
units constitutes an adequate dose. The previous 
standard of 1,500 units should not be relied on as 
adequate. 5. If the patient has previously had anti¬ 
toxin in horse serum or is sensitive to horse serum, 
bovine serum should be tried. There is still some 
controversy as to the virtues of administering anti¬ 
toxin to a hypersensitive person. Under such cir¬ 
cumstances, severe serum sickness is likely, and 
there is some doubt as to the duration of the passive 
immunity. If antitoxin is given to a hypersensitive 
person, it should be given carefully in graduated 
amounts and with the added precaution of having 
available epinephrine, antihistaminic drugs, corti¬ 
sone (Cortisone, Cortogen, Cortone) acetate, and 
the equipment needed for the intratracheal admin¬ 
istration of oxygen. Although this is generally called 
“desensitization,” it does not render the patient 
insensitive to horse serum. 6. The use of penicillin 
or broad-spectrum antibiotics is indicated in per¬ 
sons who are extremely hypersensitive to horse and 
bovine serums and who are treated within an hour 
or two after injury. Full dosage of the agent should 
be given for five to seven days. 7. The treatment of 
an injury is probably an excellent time to begin the 
immunizing course of tetanus toxoid in those who 
have not previously been immunized. If this is 
done, however, care must be taken not to mix the 
toxoid and antitoxin in the same syringe nor to in¬ 
ject them in the same extremity, because one will 
inactivate the other. Separate syringes and needles 
and separate extremities should be used for each 
agent. S. All physicians should take every oppor¬ 
tunity to extend as widely as possible the benefits 
conferred by active immunization against tetanus. 
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preliminary communication 


treatment of shoulder-hand syndrome with griseofulvin 

Abraham Cohen, M.D., Philadelphia, Joel Goldman, M.D., Johnstown, Richard Daniels MD 

and 5 

William Kanenson, M.D., Philadelphia 


\Vhen griseofulvin (Fulvicin) was made avail¬ 
able for the treatment of fungus diseases, there was 
some question whether it was fungistatic or fungi¬ 
cidal. This became evident when fungus infections 
of the finger or toe nails were treated. 1 The growth 
was apparently inhibited by continuous treatment 
for a number of months, while an old nail was 
replaced by a new one. If treatment was discon¬ 
tinued before the new nail had completely ap¬ 
peared, the fungus would start growing again and 
the prior condition would return. 

Since inflammation accompanying some fungus 
diseases of the skin 1 subsides rather abruptly, it 
was thought possible by us that griseofulvin might 
be another anti-inflammatory agent. Proceeding on 
this assumption, we decided to administer the drug 
to some of our patients with rheumatoid arthritis. 
Among the group of patients were a few with cases 
of shoulder-hand syndrome. The response in pa¬ 
tients with rheumatoid arthritis was negative, while 
in patients with shoulder-hand syndrome it was 
remarkable. 

According to Adams/ the shoulder-hand syn¬ 
drome may be defined as a reflex neurovascular 
dystrophy affecting the shoulder and upper ex¬ 
tremity, and provoked by a number of different 
causes. It is characterized by pain, tenderness, and 
limitation of motion of the shoulder, and usually 
aching, paresthesia, swelling, color changes, and 
limited mobility of the hands and fingers. Stiffness, 
weakness, muscular atrophy, and flexion deformity 
of the hand and fingers with trophic changes of the 
skin and subcutaneous tissues may develop in se¬ 
vere cases. Among the causes which are described 
are those which are predominantly vascular, such as 
Raynaud’s disease and thromboangiitis obliterans; 
predominantly neurological, such as postherpetic 
herpes zoster and late hemiplegia; and others rep¬ 
resenting a combination of the two, such as cervical 
rib and scalenus-anticus syndrome. In some cases 
the cause cannot be determined. The disturbance 
is occasionally seen after severe myocardial infarc¬ 
tion; here the mechanism is not understood. 


Director of Arthritis Clinic, Philadelphia General Hospital, and 
Department of Medicine, Jefferson Medical College (Dr. Cohen); As¬ 
sociate, Arthritis Clinic, Philadelphia General Hospital (Dr. Gojdmun); 
and medical residents, Philadelphia General Hospital (Drs. Daniels and 


Kanenson). 


After the clinical diagnosis of shoulder-hand 
syndrome had been made according to the above 
criteria, it was decided to administer 250 mg. of 
griseofulvin orally four times daily. With the dis¬ 
covery that the improvement was so dramatic, it 
was decided to substitute administration of place¬ 
bos to help substantiate our findings. Accordingly, 
a placebo was made up to include all the markings 
and to look exactly like the original griseofulvin. 
At first the placebo was substituted. When there 
was a return of symptoms griseofulvin was again 
administered. Later, however, we believed that 
perhaps we might first administer the placebo for 
one week and then substitute the griseofulvin. Tin's 
has since been done, with good results. 


Report of Cases 


Case 1 .— The patient was a 59-year-old woman 
with no antecedent history of cardiovascular acci¬ 
dent or acute myocardial infarction. She first com¬ 
plained of pain in the right shoulder and hand in 
February, 1959. The onset was gradual. She was 
seen in the orthopedic clinic in April of the same 
year, when the diagnosis of bicipital tendinitis 
was made. Treatment at one to two-week intervals 
consisted of local injections of procaine and hydro¬ 
cortisone with only temporary and variable success. 
Phenylbutazone had been given without benefit. 

In November, 1959, the patient was referred to 
the arthritis clinic. The examination revealed a 


patient with pain and swelling in the right hand 
and pain and limitation of motion of the right 
shoulder. She was unable to abduct the arm beyond 
the level of the shoulder without excruciating pain. 
Forward motion was more limited. The hand was 
swollen, and the fingers could not be flexed to more 
than 50% of normal. It was tender and forced flexion 
caused severe pain. Pain radiated up to the right 
side of the neck and down the entire right arm. It 
was particularly annoying, so that the patient suf¬ 
fered many sleepless nights. . . , 

Griseofulvin, 250 mg., was orally administered 
every six hours day and night. Improvement was 
marked after the second day. At the end of two 
weeks, the patient was able to move the arm m a( 
directions, but the hand, while its condition ^ 
much improved, still had some limitation of motion 
and swelling. Sleep was now uninterrupted. 
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For the second week of therapy, a placebo was 
substituted for griseofulvin. At the end of this 
period, the patient was still feeling fairly well. She 
could move the arm in all directions without dis¬ 
comfort, and the condition of the hand was about 
die same as it had been the previous week. The 
placebo therapy was continued. 

At the next visit, the patient stated that during 
die week, the pain had begun to return in the 
shoulder and hand. Sleep was again interrupted 
because of pain and, while she was not as distressed 
as she had been before treatment, she felt that all 
her symptoms were returning. Griseofulvin was 
again administered, and, after another week of this 
therapy, there was again marked improvement. 
Administration of the drug was continued and, 
at this writing, the patient is asymptomatic except 
for slight limitation of motion and slight swelling 
in the fingers. 

Case 2,—A 7S-year-oId male patient was known 
to have had gouty arthritis for at least- five years. 
He also was known to have osteoarthritis of the 
knees and hips. There was a history of myocardial 
infarction some years previously. The patient was 
sent to the arthritis clinic for evaluation. 

In addition to the above findings, there was the 
complaint of continuous pain in the left shoulder 
radiating down the arm to the left hand. The hand 
was swollen, and motion in the fingers was limited. 
Any attempt to raise the left arm was painful and 
its motion was limited. The patient stated that he 
thought that he had had a stroke. He had com¬ 
plained of pain in the left arm for more than six 
months. Reflexes were normal. 

Blood uric acid levels were above 6 mg.%. Ad¬ 
ministration of colchicine in therapeutic doses was 
of no avail. Three electrocardiograms, taken from 
April, 1958, to the present, confirmed the presence 
of an old anteroseptal myocardial infarction. 

Griseofulvin, 250 mg. every six hours, was ad¬ 
ministered orally. After one week’s medication, the 
patient returned to the clinic to state that the pain 
in the arm and hand had disappeared and that the 
swelling in the hand was reduced by about 50%. He 
bad a great deal of motion in the arm, which had not 
been previously present. Administration of a place¬ 
bo, to be taken every six hours, was substituted for 
one week. At the next visit to the clinic one week 
later, there was some return of pain and swelling in 
the hand. Pain was also returning in the shoulder 
and arm, and there was evidence of lessened mo¬ 
tion in the arm to extension and abduction. Contin¬ 
uation of griseofulvin therapy again brought relief. 
After a few weeks of therapy, the patient was free 
from discomfort in the shoulder and hand. Swelling 
gradually disappeared from the hand, and finger 
movement gradually returned to normal. Admin¬ 
istration of griseofulvin has had no effect on the 
osteoarthritis of the knees or hips. 


Case 3—A 50-year-old male patient’s chief com¬ 
plaint was that of pain in the right shoulder radiat¬ 
ing down the arm, with pain and swelling in the 
hand. The condition had developed gradually about 
one year previously. He had had numerous injec¬ 
tions of dexamethasone around the shoulder joint, 
without success. 

Examination showed swelling of the right hand, 
with limitation of motion in tire fingers. Active 
movement of the arm was limited and caused con¬ 
siderable discomfort. On Jan. 8, 1960, the patient 
was given griseofulvin-plaeebo to be taken every 
six hours day and night. This therapy was contin¬ 
ued for three weeks without improvement in the 
patient’s condition. On Jan. 29, medication was 
changed to griseofulvin every six hours. There was 
improvement in a few days, and at each visit the 
patient stated that his arm and hand gradually were 
returning to normal. On one occasion, a placebo 
was substituted for one week, with a gradual re¬ 
turn of signs and symptoms. The patient now takes 
griseofulvin in the dosage stated above and, at this 
writing, his condition is markedly improved. 

Thus far, we have treated only 12 patients whose 
symptoms were in the category of shoulder-hand 
syndrome. There were six patients whose disease 
could have been idiopathic, three postcoronary 
and three posthemiplegic. 

Comment 

We are unable to give a scientific explanation 
for our findings. The consistency with which the 
improvement occurs is indeed unusual. We do not 
believe that griseofulvin is an anti-inflammatory 
agent. We have attempted to determine whether 
it is a uricosuric agent; in our series of cases, it has 
failed to reduce the blood uric acid level in a 
number of patients with hyperuricemia. 

Summary and Conclusions 

Twelve patients, whose disease, according to our 
interpretation, was in the category of shoulder- 
hand syndrome were benefited by the administra¬ 
tion of griseofulvin (Fulvicin). Placebos, made to 
look identical to griseofulvin tablets, were substi¬ 
tuted at varying intervals. These cases included 
postcoronary, posthemiplegic, and idiopathic shoul¬ 
der-hand syndrome. This is a preliminary report 
in the hope that others might use this method to 
either confirm or refute our findings. 

269 19th St. (3) (Dr. Cohen). 

The griseofulvin used in this study was supplied as Fulvicin 
by the Schering Corporation, Bloomfield, X. J., through Drs. 
George Babcock and G. K. Hawkins. 
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NEWER CONCEPTS IN BACTERIOLOGY 


T 


HE presence of unusual forms in bacterial 
cultures has been recognized for many 
years. Such organisms, which were called 
pleuropneumonia-like (PPL), were the 
center of considerable controversy and were thought 
at one time to be causal agents in various diseases. 
Morphologically, these organisms differed so strik¬ 
ingly from bacteria that they were classified as an 
independent order or even in an independent class. 1 
In 1935 Klieneberger' isolated from cultures of 
Streptobacillus moniliformis organisms which re¬ 
sembled bovine pleuropneumoniae and designated 
them as L 1. Originally it was thought that such 
organisms were distinct from S. moniliformis and 
lived in symbiosis with this organism. 

In recent years the error of this view has been 
recognized, since similar forms of many micro-or¬ 
ganisms have been identified. It is now known that 
culture of many micro-organisms under various con¬ 
ditions, such as in the presence of antibiotics, other 
bacteriostatic chemicals, phage, and antibodies, re¬ 
sults in the formation of L forms. Since the original 
observations it has been repeatedly shown that 
culture of a number of gram-negative and gram- 
positive bacteria in the presence of penicillin results 
in the formation of organisms similar to L forms and 
protoplasts. 

1. (a) Klifiicborgcr-Nobcl, E.: Fihcrnble Forms oE Bacteria, Bact. 
Rev. 15:77-103 (June) 1951. (b) Dienes, L., ami Weinberger, 
U. J.: L Forms of Bacteria, Bact. Rev. 15:215-288 (Dec.) 1951. 

■2. Klieneberger, E.: Natural Occurrence of Pleuropneumonia-like 
Organisms in Apparent Symbiosis with Streptobacillus moniliformis 
ami Other Bacteria, J. Path. & Bact. 10:93-105 (Jan.) 1935. 

3. Weibull, C.: Bacterial Protoplasts, Ann. Uev. Microbiol. 13:1-26, 
1958. 

•1. Masted, W. It.: Active Agent in Nascent Phage Lysis of Strepto¬ 
cocci, J. Gen. Microbiol. 1(1:584-595 (June) 1957. 

5. Krause, It. M.: Studies on Bacteriophages of Hemolytic Strepto¬ 
cocci: I. Factors Influencing Interaction of Phage and Susceptible Host 
Cell, J. Exper. Med. 100:365-384 (Sept.) 1957. . 

0. Freimer, E. II.; Krause, It. M.; und McCarty, M.: Studies of 
L Forms and Protoplasts of Group A Streptococci: I. Isolation, Growth 
and Bactcriologic Characteristics, J. Expor. Med. 110:853-874 

(Dec.) 1959. , . 

7. Park, J. T.: Uridine-5'-Pyrophosphate Derivatives: I. Isolation 
from Staphylococcus aureus; II. Structure Common to Three L^orivatives; 
III Amino Acid-Containing Derivatives, J. Biol. Chem. 10-1 :s<7-»»4, 
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The understanding of this phenomenon has come 
about as a result of several independent lines 0 f 

Se of SaTto T al inve , sti S ations > Particularly 

those of Salton and co-workers, have been eon 

ce rwaUs It h/ r iCa ‘ “ mtrasition of 
cell walls. It has become apparent that bacteria 

contain a cell membrane, now called the protoplast 
membrane, comparable to mammalian cells. How 
ever, the resistance of bacteria to osmotic chants 
and mechanical stress depends on the fact that this 
membrane is encased in a more rigid cell wall ma¬ 
terial. The composition of cell wall material is 
unique in that .it contains a limited number of 
amino acids, including D-forms of several amino 
acids, a-e-diaminopimelic acid and a lactic arid 
ether of N-acteylglucosamine (muramic acid) as well 
as acetylglucosamine. In gram-negative organisms 
the structure is more complex. Some organisms also 
contain polyalcohol phosphates. In certain bacteria 
other substances appear to be part of the cell wall 
structure. It is notable that in streptococci the 
group-specific polysaccharide makes up a major 
portion of the cell wall. 

The interrelationship between bacterial L-forms, 
PPL organisms, and the parent micro-organisms 
has been clarified by the observations of Weibull 3 
that treatment of Bacillus megatherium cells with 
lysozyme in a suitable medium produces spherical 
forms which have been called bacterial protoplasts. 
Such forms are . readily lysed by osmotic shock 
Since chemical and morphologic evidence indicates 
that lysozyme acts by dissolution of cell wall sub¬ 
stance, it becomes apparent that bacterial proto¬ 
plasts may be regarded as bacterial cells denuded 
of cell wall material. Chemical analyses have also 
shown that L forms are deficient in cell wall ma¬ 
terial. In view of their known osmotic fragility, the 
close relationship between L forms and protoplasts 
seems apparent. In the case of L forms synthesis of 
cell wall material is inhibited, while treatment with 
lysozyme results in removal of preexisting cell wall 
material. It has been suggested that the term proto¬ 
plast be reserved for forms in which the absence of 
all cell wall material has been demonstrated. 

Recent studies have made considerable progress 
in the elucidation of the physiology of protoplasts 
derived from group A streptococci. Maxted 1 and 
Krause 5 found that an enzyme induced by phage 
in group C streptococci removes the cell wall of 
group A streptococci. Freimer and co-workers’ 
showed that under special conditions the resultant 
osmotically sensitive protoplasts may be culture 
in the presence of penicillin and high salt concen 
tration. Such protoplasts are capable of synthesizing 
M protein, the type-specific antigen of g r0 “P 
streptococci. When such protoplasts are culture 
in the absence of penicillin, reversion to the jwen 
organism occurs, a phenomenon well known f 
L forms of a number of micro-organisms. 
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Elucidation of the action of penicillin has re¬ 
sulted from the original observations of Park 7 who 
discovered that culture of staphylococci in the 
presence of penicillin results in the accumulation 
of a series of uridine nucleotides. It has been dem¬ 
onstrated that these contain muramic acid and a 
limited number of amino acids. More recently, 
Strominger and co-workers 8 showed that the amino 
acid composition of one of these nucleotides corre¬ 
sponds to that of die cell walls of staphylococci. It 
was concluded diat penicillin acts by blocking the 
synthesis of cell wall. 

Although much remains to be learned about the 
chemistry and biosynthesis of bacterial cell walls, 
a pattern of considerable significance seems to 
emerge from all of diese studies. It is apparent 
that bacterial forms widi various aberrations of or 
absence of cell walls may be obtained. Such forms 
resemble animal cells in their sensitivity to osmotic 
changes. For this reason they are not readily cul¬ 
tured under the usual conditions of bacterial tech¬ 
niques. The role of such forms in human disease is 
worthy of reexamination. The possibility exists that 
such bacterial forms may be present in tissues and 
go unrecognized by conventional culture tech¬ 
niques. 

ANTIBIOTIC-RESISTANT STAPHYLOCOCCI 

Studies in many parts of the world revealed 
several years ago that more than half the strains of 
Staphylococcus aureus isolated from hospitalized 
patients were resistant to penicillin, streptomycin, 
and the tetracyclines. This led to the fear that 
staphylococcic infections would become untreat- 
able because of the development of resistance to 
each new antibiotic as it appeared. The relationship 
between use of various antibiotics and the amount 
of resistance that would develop was not known, 
and studies along this line have been awaited with 
interest. 

In an article in this issue, Bauer and co-workers 
have reported definite differences in resistance of 
staphylococci to commonly used antibiotics in re¬ 
lation to the number of kilograms consumed per 
year in a general hospital. Particularly striking was 
the fact that a relatively small percentage of strains 
develop resistance to chloramphenicol, despite the 
consumption of large amounts of this antibiotic. 
Similar results have recently been reported by 
Fisher. 1 The failure to develop a higher percentage 
of chloramphenicol-resistant staphylococci is due in 
part to the emergence of fewer resistant mutants 
to this antibiotic, but it may also be attributable to 
rapid back-mutation of resistant strains to suscep¬ 
tibility and to the replacement of resistant bacteria 
by sensitive strains. Chloramphenicol-resistant 
strains would appear to be genetically unstable, 
with a decreased ability to survive when competing 
with other strains in the absence of the drug. 


Administration of two antibiotics simultaneously 
has been widely practiced in the treatment of 
staphylococcic infections, in an attempt to prevent 
the emergence of drug-resistant organisms. Chlo¬ 
ramphenicol and erythromycin represent the most 
widely used combination in the hospital where 
the studies of Bauer and co-workers were carried 
out. Despite the use of large amounts of these two 
drugs in combination, it is of interest that the in¬ 
cidence of resistant staphylococci has gradually 
increased to only 20% for chloramphenicol and 30% 
for erythromycin. Only 16% of strains were resist¬ 
ant to both antibiotics and almost all of these 
strains were also resistant to penicillin, tetracy¬ 
clines, and streptomycin. Barber and co-workers, 2 
in England, observed what they interpreted to be 
cross-resistance between erythromycin and chlo¬ 
ramphenicol and no longer advocate use of this 
combination. The results of Bauer and co-workers 
do not support the concept that cross-resistance 
occurs commonly between these two antibiotics. 

The other principal method used to combat the 
development of antibiotic-resistant staphylococci 
has been an attempt to restrict antibiotic usage, 
and specifically to withhold certain antibiotics al¬ 
together except under special circumstances. In a 
recent study reported by Barber and co-workers, 3 
restriction of penicillin led to a reduction in the 
incidence of hospital-acquired infections due to re¬ 
sistant staphylococci and an increase in the number 
of infections due to penicillin-susceptible strains. 
Studies of this sort are of great interest but do not 
settle the question whether restriction of various 
antibiotics should be a routine policy in hospitals. 
It is rather doubtful whether, aside from use of anti¬ 
biotics only where they are actually indicated, the 
restriction of any one or a group of antibiotics is 
necessary at present. When the infecting organisms 
are resistant to penicillin, streptomycin, and the 
tetracyclines, as they commonly are, the physician 
still has the following agents to choose from: van¬ 
comycin, ristocetin, erythromycin, chlorampheni¬ 
col, kanamycin, novobiocin, triacetyloleandomycin, 
and furaltadone. For milder infections, it should 
always be possible to select two antibiotics which 
can be taken simultaneously by mouth with mini¬ 
mal difficult)'. For tire more serious infections, van¬ 
comycin 4 given alone by the intravenous route has 
proved effective. To date, after it has been used on 
a fairly large scale for more than three years, strains 
of staphylococci resistant to vancomycin have not 
been encountered. 


1. Fisher, M. W.: Susceptibility of Staphylococci to Chloramphenicol, 
A. M. A. Arch- lot. Med. 103:413-423 (March) 1960. 

2. Barber, M.; Csillag, A.; and Medway, A. J.: Stapbjlococcal In¬ 
fection Resistant to Chloramphenicol, Erythromycin, and No\obiocin, 
Brit. M.J. 2:1377-13S0 (Dec. 6) 1953. 
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4. Kirby, W. M. M.; Peny, D. M.; and Bauer, A. W.: Treatment 
of Staphylococcal Septicemia with Vancomycin. Xew England J. Med. 
262:49-55 (Jan. 14) 1960. 
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EDITORIALS 


ARABIC MEDICINE 


Although Islamic culture dominated the eastern 
and western worlds for more than 10 centuries 
there was a paucity of medical literature prepared 
during this long span of history. One is not justi- 
hed, however, in drawing the obvious conclusion 
that this implies a sterility of medical culture or an 
impoverishment of the art of medicine; quite the 
contrary. Many important observations were made 
in the medical sciences; the physicians of the Mid¬ 
dle Ages bridged the gap in medicine between the 
classical period and the Renaissance as effectively 
as did the leaders in other intellectual disciplines. 
The Arabs translated the Greek texts into their 
language and pursued independent scientific in¬ 
vestigations. 

Since few Arabic words or roots remain in mod¬ 
ern medical usage, medical history allocates pro¬ 
portionately little emphasis to the writings and 
achievements of this thousand-year period. One 
small step to correct this deficiency has been taken 
by Prof. M. Z. Siddiqi of Calcutta University, who 
has, at long last, published his “Studies in Arabic 
and Persian Medical Literature.” 1 The manuscript 
was essentially completed and ready for publica¬ 
tion in 1925, according to the author. 

The preeminent physician of the most productive 
era of Arabic medicine was 'Ah ben Rabban. He 
was born not later than S10 A.D. His famous medi¬ 
cal compendium Firduusu 'l Hikmat (The Paradise 
of Wisdom) was completed before he reached the 
age of -10 years. Of the four copies of Finlausu ’l 
Hikmat that are extant, it may be unnecessary to 
note, one is in the British Museum. 

Arabic medical literature preserved the achieve¬ 
ments of the Greeks and correlated them with the 
writing and texts of the Egyptians, Persians, Chi¬ 
nese, and Asiatic Indians, cultures which were 
mingled with the Arabic over the long span of 
time. The Arabic physicians taught by means of 
the case system. Their individual experiences in 
hospitals and consulting rooms were collected 
throughout the Moslem world from Algeria to In¬ 
dia. Several case histories are given in Siddiqi s 
appendix that date from the ninth century. The 
physical findings on a man with a substernal an¬ 
eurysm are recounted. There are two instances of 
epilepsy and at least one example of tuberculosis 
of the hip. 

Several notable contributions to the progress of 
medicine may be documented. The three ossicles of 
the ear were described and assumed to be respon¬ 
sible for the sense of hearing. Sugar was recognized 
as a constituent of blood. The three structural lay¬ 
ers that make up the wall of blood vessels were 

1. Siddiqi, M. Z-: Studies in Avabic and Frisian Medical Literature, 
Calcutta University, 1959. 
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' described. The fabric of the brain was thought to 
be similar to that of peripheral nervous tissue The 
germ theory of disease and the suggSon Sat 
close contact might spread contagion was record 
ed. The association of exophthalmos and goiter was 
lecounted m a document in the 12th Centurv. An 
other remarkable physician, ar-Razi (865 A.D.) is 
believed by Siddiqi to be a strong contender for 
the honorific, Father of Pediatrics.” He anticipated 
the conditioned reflex theory of Sherrington. Ara¬ 
bian physicians used the stomach tube for the treat¬ 
ment of poisoning and prescribed whole liver for 
the treatment of diseases of liver. The application 
of cautery for hemorrhage was practiced as well 
as tracheotomy. Lenses were provided for defec¬ 
tive vision, while cataracts were attributed to opac¬ 
ity of the lens. 

Hospitals were among the great glories of Islam¬ 
ic culture. These included permanent hospitals and 
mobile hospitals, with physicians, surgeons, and 
assistants in attendance. The first large hospital 
was constructed in 707 A.D. More than 60 hospitals 
were reported in one community in 1160 A.D. 
When a poor patient was discharged from the hos¬ 
pital he was given money enough to provide him 
with food for a time. Medical schools were at¬ 
tached to some of the hospitals. The earliest mobile 
hospital was organized in 942 A.D. 

Siddiqi provides a list of medicaments and dis¬ 
eases in the appendix. The Arabic term for gout is 
al-Niqras. I suspect that Colchicum, which was a 
recognized drug for the treatment of gout in the 
12th century, may be the Arabic al-’Uryqul-Sufr, or 
Curcumae Longae Radix. 

No center of Moslem medicine persists in Asia 
Minor today. The influence, nevertheless, of the 
culture that flourished for a longer time than any 
recorded is so diffused that for most of us the im¬ 
portance and magnitude of the contributions may 
be noted with profit. 

EARLY MANAGEMENT OF ACUTE TRAUMA 

The objectives of treatment in trauma are to save 
life, to save limb, and to promote healing so that 
with or without reconstructive surgery at an elec¬ 
tive time the patient will resume his normal activi¬ 
ties without handicap and with minimum loss o 
time. In this issue of The Journal is a symposium 
on the early management of acute trauma. Carehil 
study of the individual papers will provide the 
physician with certain fundamental principles to 
•mide him in reaching the stated objectives. 

° At the outset, it is well to warn that even so- 
called basic principles are subject to change, an 
the minute details of treatment certainly change * 
new knowledge displaces the old. Therefor , 
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meet Ins obligations, the physician must keep 
abreast of advances in our understanding, of the 
problems of trauma and of improvements in the 
methods of treatment. Indeed, this is the central 
problem of medical education. One cannot teach 
principles and details of medicine which are to last 
a lifetime. In a successful, curriculum tire student 
and physician will have learned that his is the 
responsibility to acquire new facts, to discard out¬ 
moded ones, to modify his “basic” concepts, and to 
learn new techniques. 

In keeping with these, thoughts, the Council on 
Drugs of the American Medical Association spon¬ 
sored this symposium to be held in close collabora¬ 
tion with a medical school arrd with the local medi¬ 
cal organizations which play an important part in 
the postgraduate education of the physician. The 
participants in tire symposium consider the man¬ 
agement of the patient who has incurred trauma 
from several points of view. Beecher emphasizes 
the nice distinction between “suffering” and “pain,” 
a matter of practical importance, for despite the 
lessons learned in World War II, morphine is still - 
injudiciously used in trauma. The size and appear¬ 
ance of a wound bears little relation to tire severity' 
of the pain it can produce. The “suffering” which a 
patient experiences as the result of injury' is an 
interpretative phenomenon and can be relieved 
much less dangerously by a sedative than by a 
narcotic. The administration of morphine can be 
both useless and life-endangering, especially for 
the injured patient in shock. 

Hemorrhage and lesions which interfere with 
pulmonary ventilation must be treated as emer¬ 
gencies which threaten life itself. The lacerated 
and obstructed trachea and bronchus, the massive 
atelectasis, the simple and the tension pneumo¬ 
thorax must be recognized and treated aggressively. 
Bleeding into certain areas has particular signifi¬ 
cance, such as that from the middle meningeal 
artery' or within the pericardium. These require 
prompt recognition and urgent treatment. The 
hemorrhage of ordinary trauma is not such a dire 
emergency as these, but it results in progressive 
hypotension, inadequate perfusion of tissues and 
vital organs, and increasing deterioration of the 
organism if the hemorrhage is not stopped and the 
deficit in circulating blood volume corrected. These 
problems are well discussed by Howard, by Artz, 
and by Seeley. The biological effects of oligemia 
are dynamic rather than static. In trauma, they are 
usually' best reversed by the administration of 
whole blood. In the symposium are described 
exceptions to this general rule, and the use and 
abuse of substances other than whole blood are 
discussed. 

The early management of burns has been under 
close scrutiny during the past two decades. It is 
recognized that at least a part of the reallocation 


of body fluid which takes place immediately after 
a severe bum has been incurred is transitory'. Thus, 
when this acute phase is over, tire patient must 
handle not only the later effects of the bum but 
also the material used in treating tire early' phase 
of the injury’. With this as a thesis, Wilson and 
Stirman state that “the essence of safe treatment 
for shock that attends bums is the replacement of 
the extracellular fluid losses. A balanced salt solu¬ 
tion resembling the ionic composition of extracellu¬ 
lar fluid can be given by mouth or by veins.” Blood 
and colloidal solutions are reserved for very special 
indications. The reader will find careful study of 
this paper both exciting and rewarding. 

A common, and often disastrous, error com¬ 
mitted in tire management of open wounds is the 
practice of sealing devitalized tissue, foreign bodies, 
and bacteria beneath nicely sutured skin. The pa¬ 
tient goes elsewhere for treatment of the infected 
sutured wound or to die of tetanus. The approach 
to the management of the open wound is clearly 
described in this symposium. It should further be 
emphasized that, especially in the case of the 
explosive wound, it is impossible to sterilize it and 
to be certain that the remaining tissue is viable. 
Four to six days after the debridement, however, 
the infected or nonviable tissue can be clearly rec¬ 
ognized and excised before the wound is closed. 

Altemeier and Wulsin present in detail the man¬ 
ner in which antibiotics can serve as adjuvants in 
the treatment of wounds of violence. They discuss 
the role of these agents in the prevention of infec¬ 
tion in contaminated tissue and in the treatment of 
established infection, including “septic shock.” It is 
worth emphasizing that, while these substances 
have been of inestimable value in the treatment of 
injury' and disease, no amount, kind, or combination 
of antibacterial agents can take the place of sound 
surgical judgment. 

Altemeier and Wulsin also clarify’ the role anti¬ 
biotics can play in die prevention and treatment of 
clostridial infections. The experience with wounds 
during World War II demonstrated beyond doubt 
the effectiveness of active immunization wadi toxoid. 
Interestingly, persons who have recovered from 
tetanus are not immune to die disease. On the 
contrary', high titers of antibody are obtainable in 
actively' immunized human subjects, and more 
thought should be given to the preparation of 
antitoxin from the serums of such persons. Stafford 
presents a guide for questions of immunization 
against tetanus when dealing with accidental 
wounds. In general, the formerly recommended 
dose of antitoxin for passive immunization is too 
small. If needed at all, it would be better to ad¬ 
minister 5,000 units, ratiier tiian 1,500, and even 
higher doses for more extensive and serious wounds. 
When the patient’s status with regard to immuniza- 
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on is not known, passive immunization is admin¬ 
istered along with a first injection of toxoid to serve 
as a booster m case the patient had been pre- 
yious ly immunized. The same procedure can be 
followed for the patient known to have had no 
immunization. These substances must be adminis¬ 
tered through separate syringes and at different 
sites. Universal active immunization would solve 
many of the problems the physician must face in 
treating accidental injuries. 

Wounds associated with fractures present certain 
special problems because of the peculiarities of 
bone and the manner in which it heals, but the 
general principles of wound management remain 
the same. These are clearly described by Hampton 
in his essay. Wisely, he stresses the importance of 
early reduction and fixation of fractures-as early 
as is consistent with the general principles of 
wound management. Quite rightly, he also stresses 
the importance of emergency splinting in fractures 
of the long bones. Not only is pain relieved thereby, 
but also the bone fragments cease inflicting addi¬ 
tional injury by their motion during transportation. 

The transportation of the injured prior to emer¬ 
gency surgery is well described by Artz, by Seeley, 
and by Hampton. It is well for doctors to consider 
problems of transportation after as well as before 
surgery. The inadvisability of transporting the pa¬ 
tient with a severe wound of the extremity before 
the 5th to 7th postoperative day, or the patient who 
has had laparotomy for serious visceral injury be¬ 
fore the 7th to 10th postoperative day, is well 
known. This practice, of course, cannot always be 
followed, but examples of the dire results of having 
to break this policy are numerous. 

The responsibility for the welfare of the patient 
who has incurred trauma should be in the hands 
of a surgeon whose background and interests per¬ 
mit him to look on the patient as a whole person 
instead of a “fractured femur.” Artz has made a 
point of this in his paper. Patients who have been 
injured often have multiple injuries. The surgeon 
in charge must determine the relative importance 
of the various injuries and assign priorities for their 
treatment. He must obtain the help of specialists 
for solving problems which lie outside his own 
field of competence. Pie must have sufficient experi¬ 
ence with the behavior of patients who have been 
injured to recognize that occult problems may exist 
when things are not going well, and he should 
aggressively seek them out. In fact, an injured 
person may have only a solitary injury but he may 
have other problems of equal or greater impor¬ 
tance, such as obstruction to the outlet of the 
bladder or carcinoma of the gastrointestinal tract. 
Thus, the surgeon in charge should be a good 
doctor; he could well be a specialist. 
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THE SOPORIFIC SPONGE AND SUBLIMATES 

The composition of a savour to be made bv 
surgeons, according to Master Hugo, is as follows'- 
take of opium, and the juice of unripe mulberrv 
hyoscyamus, the juice of spurge flax, the juice of 
leaves of mandragora, juice of ivy, juice of climbing 
ivy, of lettuce seed, and of the seed of the lapathum 
which has hard, round berries; and of the shrub 
hemlock, one ounce of each. Mix these all together 
m a brazen vessel, and then put into it a new 
sponge. Boil all together out under the sun duriiw 
the dog days, until all is consumed and cooked 
down into the sponge. As often as there is need, 
you may put this sponge into hot water for an hour,’ 
and apply it to the nostrils until the subject for 
operation falls asleep. Then the surgery may be 
performed and when it is completed, in order to 
wake him up, soak another sponge in vinegar and 
pass it frequently under his nostrils.-The Surgery 
of Theodoric, vol. 2, books 3 and 4, translated by 
E. Campbell, M.D., and J. Colton, M.A., New 
York, Appleton-Century-Crofts, Inc., 1960, nn. 212- 
213. 


THE CORRECT WORD 

Whatever be the thing one wishes to say, there 
is only one noun to express it, only one verb to 
give it life, only one adjective to qualify it. We 
must search, then, till that noun, that verb, that ad¬ 
jective, are discovered; never be content with an 
approximation, never resort to tricks, however hap¬ 
py, or to buffooneries of language, to avoid a diffi¬ 
culty . . . There is no need of the eccentric, com¬ 
plicated, multifarious sort of Chinese vocabulary, 
which is inflicted on us at the present day under 
the name of artistic writing, to enable us to de¬ 
scribe every shade of thought; but it is necessary 
to discern, with the utmost lucidity, all the modifi¬ 
cations of the value of a word according to the 
position it occupies. Let us have fewer nouns, 
verbs, and adjectives with almost incomprehensible 
meanings, and more varied phrases, differently con¬ 
structed, ingeniously turned, sonorous and full of 
skilful rhythms. Let us endeavor to be excellent 
stylists, rather than collectors of rare terms. 

It- is, in fact, more difficult to turn a phrase to 
suit ones self, to make it say everything (even 
that which it does not express), to fill it with hid¬ 
den meanings, and with secret suggestions which 
are not formulated, than to invent new expressions 
or to seek in the depths of old forgotten books all 
those that are obsolete and have lost their signii- 
crnce and for us are only dead words.-U. d 
Miuonssant Pierre and Jean, Translations, Critical 
and 1 Interpretative Essays by Alfred de Sumichras, 
"nd Adolphe Cohn M.A., LLJ3 New York, 
A. L? Burt Company, 1917, pages 16-17. 
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COLORADO 

Dr. White to Head Preventive Medicine Depart¬ 
ment.—Dr. Kerr Lachlan White, associate professor 
of preventive medicine at the University of North 
Carolina School of Medicine, Chapel Hill, will 
become professor and head of the department of 
preventive medicine at the University of Colorado 
School of Medicine, Denver, on July 1. Dr. White 
received his M.D. degree from McGill University 
Medical School in 1949. He joined the faculty of 
the University of North Carolina Medical School as 
assistant professor of preventive medicine in 1953 
and was made associate professor in 1957. Under 
Dr. White’s leadership, it was announced, it is 
expected that the C. U. department of preventive 
medicine will be reorganized, both in respect to its 
teaching and research programs. 

Personal.—John J. Conger, Ph.D., head of the divi¬ 
sion of clinical psychology. University of Colorado 
School of Medicine, Denver, was appointed to a 
three-year term as chairman of the research com¬ 
mittee of tile President’s Committee on Traffic- 
Safety.—Dr. C. Wesley Eisele, assistant dean in 
charge of postgraduate medical education for the 
University of Colorado School of Medicine, Denver, 
is the new president of the Commission on Profes¬ 
sional and Hospital Activities, Inc., a service organi¬ 
zation for hospital staffs which provides member 
hospitals with information for improving treatment 
and care. Headquarters of the organization are at 
Ann Arbor, Mich. The organization has 137 mem¬ 
ber hospitals, and is sponsored by the American 
College of Physicians, American College of Sur¬ 
geons, and American Hospital Association. 

Program for Students on Readiness for Medicine.— 
“Preparation for Medicine” was the theme of a 
one-day program for more than 150 college and 
university students from the Rocky Mountain area 
who were guests of the faculty of the University of 
Colorado School of Medicine on Saturday, May 14. 
Premedical students from Colorado and neighbor¬ 
ing states, with their faculty advisors, met on the 
Medical Center campus for the affair, held annually 
to provide counseling for collegians planning ca¬ 
reers in medicine. The visitors were welcomed by 
Dr. Robert J. Glaser, vice-president for medical 
affairs and dean of the school, and by Dr. Reginald 
H. Fitz, associate dean. A lecture and demonstra¬ 
tion period, luncheon with members of the faculty', 
a panel discussion on the requirements for admis- 

Physicians are invited to send to this department items of news of 
ficneraL interest, for example, those relating to society activities, pew 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


sion to medical school, and a tour of the School of 
Medicine and Colorado General Hospital com¬ 
prised the program. 

DISTRICT OF COLUMBLA 
Meeting of Former Hospital Staff Members.—The 
first William Alonza Warfield Award for distin¬ 
guished service b>' a former intern or resident of 
Freedmen’s Hospital wall be presented to Dr. Peter 
Marshall Murray', New York surgeon and member 
of the Howard University' board of trustees for 36 
years, at the 38th annual meeting of the Association 
of Former Internes and Residents of Freedmens 
Hospital to be held at the Howard University Col¬ 
lege of Medicine, June 7-9. On June 6 a golf tourna¬ 
ment is planned. Dr. William Earle Matory, chief 
resident in surgery' at the hospital, will he pre¬ 
sented the first Darnel Hale Williams Award for 
“outstanding achievement during the past year.” 
One of the founders and the fourth president of 
die association. Dr. Murray' is a past-president of 
die National Medical Association. Dr. Luther O. 
Baumgardner, Cleveland, will be installed as the 
39di president at the close of die three-dav meet¬ 
ing. 

ILLINOIS 

Institute for Rehabilitation Personnel in Carbon- 
dale.—An Institute for Rehabilitation Personnel 
will be offered by the Rehabilitation Institute of 
Southern Illinois University' June 19-July 1 in Car- 
bondale. The institute is designed for workers 
engaged in either rendering direct service to die 
handicapped or in organizing die community to 
recognize and assume its responsibility for the 
handicapped. Special emphasis will be placed on a 
coordinated approach in the rehabilitation process. 
The program is arranged under the following gen¬ 
eral headings: 

General Orientation 

Scope of Rehabilitation 

Theory and Dynamics of Behavior 

The Reliabilitation Process 

Problems of the Handicapped 

Professional Responsibilities in Rehabilitation 

Sequences of Rehabilitation Services (two days) 

Pertinent Therapeutic Approaches in Rehabilitation 
Organizing Communities for Rehabilitation 

The institute is partially supported by a train¬ 
ing grant provided by the Office of Vocational Re¬ 
habilitation, Department of Health, Education, and 
Welfare, Washington, D. C. For information, write 
the coordinator for the institute, Guy A. Renzaglia, 
Ph.D., Director, Rehabilitation Institute, Soudiem 
Illinois University', Carbondale, Ill. 
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Chicago 

Hospital Expansion Program.-On May 2, die South 
Uncago Community Hospital broke ground for a 
--nulUon-dollar expansion program. The financing 
ot a <--bcd addition lias been consummated and 
construction will be planned for occupancy by 
Dec. 31, 1961. Dr. Antonio G. Cesare, president of 
the medical staff, and Dr. Yngve Joranson, chief of 
staff, participated in the ceremonies. The hospital, 
opened in 1905, will have a total of over 300 beds! 

■kb. Bauer to Receive Honorary Degree.—Announce¬ 
ment has been made that Dr. William W. Bauer, 
Director, Department of Health Education, Ameri¬ 
can Medical Association, and former editor of 
Todays Health, will receive an honorary doctor’s 
degree “in recognition of his long and distinguished 
service in the fields of health and medicine as well 
as other constructive enterprises.” The degree is to 
be conferred by the George Williams College of 
Chicago at its Commencement on Sunday, June 5. 
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V f iIj T? ad ’ de P artment bf ophthalmology 
Northwestern University Medical School. The 

entation was made by Dr. Leslie C. Drews, a meat 
ber of the executive committee of the Lighthouse 
for the Blind and the St. Louis Society for the Blind 
at a dinner which was jointly sponsored with the 
St. Louis Ophthalmological Society in St. Louis 
The Leslie Dana Award is the symbol of “highest 
achievement for an individual whose efforts have 
contributed to mankind’s struggle against the causes 
of blindness.” Dr. Vail becomes the 34th recipient 
of the award since it was established in 1925 by the 
late Leslie Dana, businessman of St. Louis. A 
member of the board of directors of the Illinois 
Society for the Prevention of Blindness, Dr. Vail is 
the holder of the Outstanding Contribution Medal, 
Section on Ophthalmology,- American Medical As¬ 
sociation, 1956, and the Doyne Lecture and Medal, 
Oxford Ophthalmological Congress, 1957. 

KANSAS 


Hospital Alumni Meeting.—The Michael Reese 
Hospital Alumni reunion will be held on Friday, 
June 10. There will be a luncheon and open house 
throughout the day at Michael Reese Hospital, and 
a banquet at the Furniture Club in the evening 
(cocktail party at 6:30 p. m., dinner at 7 p. m.). 
Former house staff and present attending staff 
members arc urged to make their reservations at 
once. Write to Michael Reese Hospital Alumni 
Association, 29th Street and Ellis Avenue, Chicago 
16. 

Exhibit for Hospital Month.—A new exhibit opened 
May S at the International College of Surgeons’ 
Hall of Fame, 1524 Lake Shore Drive. Called The 
Functional Hospital,” it will be on view for a month 
to coincide with National Hospital Month. After 
that, the exhibit will go on a tour of member na¬ 
tions of the society. The exhibit is open to the 
public. Features include a hospital room of the 
future; a table model of the unique “survival com¬ 
plex” of the Southwest Texas Methodist Hospital, 
San Antonio; table model of St. Joseph’s Hospital, 
Belvidere, Ill.; exterior and floor plan paintings of 
the Hotel Dieu Hospital addition, New Orleans, 
which incorporates a new circular operating room 
arrangement; photographs and blueprints of the 
new Mount Sinai Hospital, Milwaukee; paintings 
and floor plans of the new oriental “hospital in the 
desert” in Jerusalem, Jordan; and the modern ex¬ 
tensions to Little Company of Mary Hospital, Ever¬ 
green Park, Ill. 

Dr. Vail Receives Sight Conservation Award.-The 
Leslie Dana Gold Medal Award for “meritorious 
work in the field of sight conservation and preven¬ 
tion of blindness” was presented. May 5 to Dr. Der- 


Traveling Professorship in Pathology Established. 
—A traveling professorship in geographical pathol¬ 
ogy has been established for Dr. John F. Higgin- 
son, of the department of pathology and oncology, 
University of Kansas Medical Center, Kansas City. 
Designated the Lewis and Hubbard Traveling Pro¬ 
fessorship of Geographical Pathology, in honor of 
two benefactors of the University of Kansas, the 
appointment is effective July 1. Prior to joining the 
University of Kansas faculty in March, 1958, Dr. 
Higginson was head of the geographical pathology 
unit of the South African Institute for Medical 
Research in Johannesburg. He is a consultant 
pathologist in the World Health Organization, and 
a member of the geographical pathology commit¬ 
tee of the International Union Against Cancer. 
Dr. Higginson will continue his teaching and re¬ 
search interests on campus but also will be respon¬ 
sible for developing cooperative research in geo¬ 
graphical pathology between the University of 
Kansas and medical institutions abroad. 


DRYLAND 

Rich Awarded Trudeau Medal.-Dr. Arnold 
;e Rich, emeritus professor of pathology, Johns 
ipkins University School of Medicine, Baltimore, 
s awarded the Trudeau Medal of the National 
berculosis Association May 16. The medal is 
arded annually for distinguished service in the 
d of chest diseases. Author of “The Pathogenesis 
Tuberculosis,” Dr. Rich obtained his medical 
gree in 1919 from Johns Hopkins, with which he 
s been associated throughout his professional life 
. was named Baxley Professor and direc orof t 
mrtment of pathology of Hopkins in 1947 and 
vedTn .hat capacity until 1958. when he became 
leritus professor. 
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MASSACHUSETTS 

Dr. Lennox to Be Honored.—Dr. William G. Len¬ 
nox is to be honored at a dinner in Boston on Sun- 
dav evening, June 12, 7:15 p. m., at the Harvard 
Club. The occasion, called “An Evening with 
Dr. Lennox,” commemorates his 38 years of prac¬ 
tice and research in the field of epilepsy, and co¬ 
incides with the publication of his new two volume 
work, “Epilepsy and Related Disorders.” There will 
be a cocktail hour from 6 p. m. to 7 p. m., immedi¬ 
ately preceding the dinner. The American Epilepsy 
Federation is sponsoring this event. 

Plan Building for Nutritional Research.—Informal 
ground-breaking ceremonies at the site of a new 
three-level nutritional research building to be 
erected by the Harvard School of Public Health 
were held May 9 at Huntington Ave. and Wiggles- 
worth St., Boston. Construction is expected to start 
in the fall. The new nutritional research building, 
where biological and medical sciences will be ap¬ 
plied to human nourishment and its relation to 
heart disease, obesity, and other health functions, 
was made possible through a gift of 8102,600 a year 
for 10 years from the General Foods Corporation. 
An additional grant from the National Institutes of 
Health (U. S. Department of Health, Education 
and Welfare), Research Facilities Branch, in the 
amount of $529,000 has been awarded for financing 
tile construction of the building. The nutritional 
research building will be erected adjacent to a 
second new research structure, to house the school’s 
newly created division of environmental hygiene 
which includes the Guggenheim Center for Avia¬ 
tion Health and Safety. 

Institute on Emotionally Disturbed.—A two-week 
Institute on the Rehabilitation of the Emotionally 
Disturbed will be conducted by Boston University’s 
School of Education, beginning Monday, June 20, 
during the university’s summer session, according 
to an announcement by Julian S. Myers, Pb.D., 
coordinator of rehabilitation counseling and asso¬ 
ciate professor of education. The role of the voca¬ 
tional counselor in the psychiatric setting, including 
his relationship to other professional personnel and 
various state administrations, will be the focal point 
of the institute. Practical aspects of setting up a 
closer working relationship between state hospitals 
and state divisions of vocational rehabilitation will 
also be stressed. The university’s third annual Insti¬ 
tute on the Rehabilitation of the Emotionally Dis¬ 
turbed will be offered as a three-credit course open 
to individuals employed in psychiatric rehabilita¬ 
tion. Professionals within this area include coun¬ 
selors, psychiatric social workers, psychologists, 
psychiatric nurses, educators, physicians, and ad¬ 
ministrators in the psychiatric setting. A limited 
number of stipends covering costs relative to the 


institute are available. The institute is being spon¬ 
sored by the United States Office of Vocational 
Rehabilitation. Requests for application forms 
should be addressed to Dr. Julian S. Myers, School 
of Education, 332 Bay State Road, Boston. 

MICHIGAN 

National Survey of Families.—Future growth of 
American families will be studied by the Univer¬ 
sity of Michigan Survey Research Center in 3,800 
interviews across the U. S. during May, June, and 
July. The second in a series of studies sponsored by 
the Scripps Foundation for Research in Population 
Problems, the study is supported by a grant from 
the Rockefeller Foundation. The interviews are 
expected to provide “better understanding of cer¬ 
tain problems concerning maternal health, family 
planning, and child bearing.” Information gained 
from the interviews will help make forecasts of 
population trends. Wives selected for interviews 
represent a “carefully chosen sample” of married 
women in their child-bearing years. Each will 
receive an introductory letter from the Survey 
Research Center prior to the interviews, which will 
be conducted in the cities of Baltimore, Boston, 
Chicago, Cleveland, Detroit, Los Angeles, New 
York, Philadelphia, Pittsburgh, San Francisco, 
St. Louis, and Washington and their suburbs. Other 
cities and rural areas covered are scattered through 
the United States. 

MISSOURI 

Student Wins Medical History Contest.—Warren A. 
Heffron, Marshall, a second-year student in the 
University of Missouri School of Medicine, on 
May 6 was presented the first annual prize in the 
recently-established Arthur Rochford McComas 
Medical History' Essay Contest for students in the 
School of Medicine. The title of Mr. Hefffon’s essay 
was “Dr. Sappington’s Anti-Fever Pills” and related 
to Dr. John Sappington, an Arrow Rock physician 
of the mid-nineteenth century who was among the 
first to use quinine. The award, which carries a 
prize of $100, was presented to Mr, Heffron by 
Dr. Vernon E. Wilson, dean of the school, at a 
dinner in Memorial Student Union. Dr. McComas, 
who died in 1956, was an alumnus of tire university 
and practiced in Sturgeon for more than 50 years. 
He was president of the Missouri State Medical 
Association in 1922-1923. 

NEW MEXICO 

Plan New Two-Year Medical School.—A $l,0S2,30O 
grant from the W. K. Kellogg Foundation to the 
University of New Mexico will assist the university 
over a five-year period to establish a school of the 
basic medical sciences which will encompass the 
first two years of the medical curriculum and then 
transfer the students to traditional four-year medi- 
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cal schools for their junior and senior years. In 
addUion to serving the State of New Mexico, the 
new school of the basic medical sciences will be 
regional m character and reportedly should attract 
students from many of the Wests 13 states, 8 of 
which do not have a medical school, A joint com¬ 
mittee riom the American Medical Association and 
the Association of American Medical Colleges will 
counsel the university in this pi'ot venture an¬ 
ticipated to provide an economical and practical 
method of increasing the supply of physicians, 
l'urther to develop this new two-year idea, the 
foundation will aid the establishment of at least 
one additional school of the basic medical sciences 
at a location yet to be announced. More than half 
of the initial grant will be used toward the planning 
phases of the new venture and the first five years 
of the school’s operational budget including the 
salaries of administrative and instructional person¬ 
nel. The remainder will be allocated toward the 
construction of a medical school facility on the 
Albuquerque campus, with the university financing 
the other two-thirds of such building cost. The new 
school at Albuquerque will be located in a metro¬ 
politan area of 235,000 inhabitants, having within 
its environs 14 licensed hospitals. 


NORTH CAROLINA 

University Appointments.—Dr. Harold D. Green 
was named Gordon Gray Professor of Physiology 
and Norman M. Sulkin, Ph.D., the William Neal 
Reynolds Professor of Anatomy at the Bowman 
Gray School of Medicine, Winston-Salem. Their 
appointments fill two of three named professorships 
in basic medical sciences. The professorships were 
recently established through a 8500,000 grant from 
Mrs. Anne Reynolds Tate, of Pinehurst, and Mrs. 
Nathalie Gray Bernard, of Winston-Salem. A third 
professorship* the Odus M. Mull Professorship of 
Biochemistry, is expected to be filled in the near 
future. Dr. Green, prior to joining the faculty of 
Bowman Gray, served as instructor in physiology at 
the Western Reserve University School of Medi¬ 
cine and Yale University Medical School. A former 
president of the North Carolina Heart Association, 
he is a member of the editorial board of Annual 
Review of Physiology, American Journal of Physi¬ 
ology, and the Journal of Applied Physiology. Dr. 
Sulkin joined the Bowman Gray faculty in 1952 as 
an associate professor of anatomy. He is chairman 
of the section on biological sciences of the Geron¬ 
tological Society and is a member of the editorial 
board of the Journal of Gerontology and Geron¬ 
tological Newsletter. 

PUERTO RICO 

Report on Poliomyelitis.—The weekly report, Mor¬ 
bidity and Mortality,” of the Public Health Service 
for May 13 stated that 14 cases of paralytic polio- 
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myelitis were reported in Puerto Rico for the week 
ended May 7 These were scattered in eight com¬ 
munities with five cases being reported^ in San 
Juan A late report for the week ended April 30 
included 12 paralytic cases-5 in Rio Piedras, near 
San Juan and the rest scattered. The cumulative 
total number of paralytic cases in Puerto Rico k 
now 92. 


TEXAS 

Dr. Blocker Named Department Chairman.-Dr. 
Truman G. Blocker Jr. will become chairman of 
the department of surgery of the University of 
Texas Medical Branch, Galveston, effective July 1, 
succeeding Dr. Robert M. Moore, who has ex¬ 
pressed a desire to reduce his administrative re¬ 
sponsibilities. Dr. Blocker will be the fourth man 
to occupy the position in the 70-year-old history of 
the Medical Branch. The first was Dr. James E. 
Thompson, one of the team of English doctors who 
came to Galveston to help organize the original 
faculty in 1891. He was succeeded by the late 
Dr. Albert O. Singleton, who held the post from 
1926 until his death in 19 46. Dr. Blocker has been 
chief of the Medical Branch’s division of Plastic 
and Maxillofacial Surgery since 1945 following 10 
years of assistant and associate professorships in 
general surgery under Dr. Singleton. He is a gov¬ 
ernor of the American College of Surgeons and 
chairman of the American Board of Plastic Surgery 
and of the Public Health Surgery Study Section. 
Dr. Moore, who will continue to serve as an active, 
full professor in the department of surgery, is a 
representative of the Council on Medical Education 
and Hospitals of the American Medical Association, 
on the Conference Committee on Graduate Train¬ 
ing in Surgery, and has served six years on the 
American Board of Surgery. 


Medical Writing Fellowship Honors Late Editor.- 
The Texas Medical Association announced that 
Harriet Cunningham, managing editor of the Texas 
State Journal of Medicine and a member of the staff 
of the Texas Medical Association since 1945, passed 
away on Sunday, May 8. As a tribute, friends and 
associates are establishing the Harriet Cunningham 
Memorial Graduate Fellowship in Medical Writ¬ 
ing at the University of Texas. A graduate fellow¬ 
ship in journalism for a student interested in medi¬ 
cal writing, it will provide an opportunity for a 
“young person of exceptional ability to gam a 
background for medical writing and to secure some 
experience in this field as a part of the educational 
urogram.” The student who is admitted into th 
University of Texas Graduate School to work to¬ 
ward a master’s degree in journalism is require 
take 30 semester hours of courses. He may en 
in a research or work-project conference course 
engaging in a project which would be planned 
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cooperation with the Texas Medical Association. 
For the work on his thesis (sLx hours credit), the 
recipient of the fellowship would be expected to 
select a research area connected with medical writ¬ 
ing. Requirements for holder of the Graduate Fel¬ 
lowship would be agreed upon through conference 
between representatives of the Texas Medical Asso¬ 
ciation and the Scholarship Committee of the Uni¬ 
versity of Texas School of Journalism. Preference 
likely would be given to candidates with one or 
more years of professional journalism experience, or 
to students who have demonstrated proficiency in 
science or science writing. The fellowship will be 
administered by the board of trustees of that asso¬ 
ciation. For information, write the Texas Medical 
Association, 1801 N. Lamar Blvd., Austin, Texas. 

WEST VIRGINIA 

Survey of Medical Facilities.—The West Virginia 
State Medical Association’s Rural Health Commit¬ 
tee has authorized the chairman. Dr. Earl L. Fisher, 
of Gassaway, to conduct a statewide survey con¬ 
cerning medical, hospital, and nursing facilities 
available in the various towns over the state with 
a population of 700 or over. Dr. Fisher asked the 
secretaries of the numerous Lions Clubs over the 
state to assist in the survey. The State Medical 
Association annually awards a scholarship to a 
member of the freshman class of the School of 
Medicine of West Virginia University. The selec¬ 
tion is made by the Association’s Committee on 
Medical Education and Scholarships, and the re¬ 
cipient agrees, upon the completion of his four 
years in medical school and internship, to practice 
for four years in a Rural Community selected by 
the committee after consultation with the Commit¬ 
tee on Rural Health. The information obtained by 
the Rural Health Committee as the result of ques¬ 
tionnaires returned by secretaries of Lions Clubs 
will at the proper time be made available to the 
Committee on Medical Education and Scholarships. 

•Society News.—Dr. John A. B. Holt, of Charleston, 
was elevated to the presidency of the West Vir¬ 
ginia Academy of Ophthalmology and Otolaryng¬ 
ology during the 13th annual meeting of that 
organization April 10-12. Dr. Holt succeeds Dr. 
Nime K. Joseph, of Wheeling, the retiring president. 
Other new officers elected are as follows: Dr. 
Albert C. Esposito, Huntington, president-elect; 
Dr. William K. Marple, Huntington, vice-president; 
Dr. Worthy W. McKinney, Beckley, secretary- 
treasurer; and Dr. R. Alan Fawcett, Wheeling, 
director (two-year term).—At the annual meeting 
of the West Virginia Chapter, American College of 
Surgeons, April 1-2, Dr. Ray E. Burger, of Welch, 
was installed as president for the coming year. He 
succeeds Dr. Kenneth G. MacDonald, of Charles¬ 
ton. Dr. Victor S. Skaff, Charleston, was elected 


vice-president, and Dr. Jack C. Morgan, Fairmont, 
was named secretary-treasurer. Elected as council¬ 
lors were Drs. John O. Rankin and Charles D. 
Hershey, of Wheeling, and Kenneth G. Mac¬ 
Donald and William D. McClung, of Charleston. 

GENERAL 

Annual Golf Tournament.—The 44th annual tourna¬ 
ment of the American Medical Golf Association will 
be held at the Diplomat Country Club, Hollywood- 
by-the-Sea, Fla., on Monday, June 13. The fee of 
$25 includes greens fees, luncheon, cocktails, and 
dinner. USGA rules will govern all play. For regis¬ 
tration and information, write Dr. C. Howard Mc- 
Devitt Jr., 320 Alhambra Circle, Coral Gables, Fla. 
Dr. John A. Growdon, Kansas City, Mo., is presi¬ 
dent of the association. 

Postconvention Meeting in Bahamas.—A postcon¬ 
vention meeting in Nassau will be conducted by 
Bahamas Conferences June 18-25 following the 
A.M.A. meeting in Miami Beach. Papers will be 
presented each morning from 9:30 a. m. to noon 
and in the evening from 6 to 7 p. m. The Emerald 
Beach Hotel is the headquarters for this conference. 
The registration fee is $15. For information, write 
Mr. Irvin M. Wechsler, Executive Director, Baha¬ 
mas Conferences, P. O. Box 1454, Nassau, Bahamas. 

Surgeons Visit Russia.—The Ministry of Health of 
the Russian government invited three U. S. sur¬ 
geons to Moscow as guests of the U. S. S. R. to 
participate in the 27th Congress of Surgeons of the 
U. S. S. R. Dr. Henry Swan II, head, department 
of surgery. University of Colorado School of Medi¬ 
cine, Denver, Dr. Waltman Walters, senior surgeon, 
Mayo Clinic, Rochester, Minn., and Dr. Isidor S. 
Ravdin, vice-chancellor. University of Pennsylvania, 
were guests at the congress. This was reported to 
be the first time the Russians had invited a group 
of U. S. surgeons to one of their meetings. 

Editorial Appointments for World Journal.—'The 
headquarters secretariat of the World Medical 
Association announced the appointment of Dr. J. 
Gosset, editor of Concoitrs Medical, of Paris, 
France, to the position of associate editor of World 
Medical Journal, official publication of the associa¬ 
tion. Dr. Stanley S. B. Gilder, formerly editor of the 
Journal of the Canadian Medical Association is the 
executive editor of World Medical Journal. The 
members of the editorial board include the execu¬ 
tive and associate editor, the business manager, and 
three members of council, namely: Dr. A. Fernan¬ 
dez Conde (Cuba); Dr. Hugh Clegg (United 
Kingdom); and Dr. M. Poumailloux (France). 

Convention of Biological Psychiatry.—Twenty-five 
formal papers are scheduled to be presented at the 
15th annual convention of the Society of Biological 
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\r •*» y ’ / U pf at ^ le Deauville Hotel, 

Miami Beach, Fla. A symposium on methodology in 
treatment is planned for the afternoon of June 11. 
The Academic Lecture, “The Bole of Biological 
treatment.in Comprehensive Psychiatric Manage¬ 
ment, will be given by Dr. Hans Hoff, Vienna, 
Austria, the morning of June 12, and the presi¬ 
dential address will be given by Dr. Paul PI. Iloch, 
i\ew York City, that afternoon. For information,' 
write Dr. George N. Thompson, 2010 Wilshire 
Blvd,, Los Angeles 57, Secretary-Treasurer. 


Annual Meeting of Medical Women.—The 1960 
annual meeting of the American Medical Women’s 
Association will be held June 9-12 at the Carillon 
Hotel, Miami Beach, Fla., under the presidency of 
Dr. Jessie Laird Brodie, Portland, Ore. Dr. Leonard 
W. Larson, Bismarck, N. D., Chairman, Board of 
Trustees, American Medical Association, will be 
the featured speaker at the dinner June 10, 8:30 
p. m. A debate, “Should the Older Person Live 
with His Children?,” will be held the afternoon of 
June 11. That evening at the inaugural banquet, Dr. 
Claire F. Ryder, Alexandria, Va., will present “A 
Modern Day Challenge—Disability” as the in¬ 
augural address. On June 12, a panel discussion, 
"Prevention and Control of Disability,” is scheduled. 
For information, write Miss Lillian T. Majally, 1790 
Broadway, New York 19, Executive Secretary. 


Meeting on Investigative Dermatology.—The 21st 
annual meeting of the Society for Investigative 
Dermatology, Inc., will be held June 13-15 at the 
Hotel Delido, Miami Beach, Fla. Dr. Thomas B. 
Fitzpatrick, Boston, will present “Clinical and Bi¬ 
ochemical Studies of Human Albinism’ as the 
presidential address to open the scientific session. 
Papers which include Canadian authors are The 
Capillary Responses in Psoriatic Skin,” Drs. Paul 
Telner and Zoltan Fekete, Montreal, and “Studies 
in Vascular Permeability of the Human Skin Using 
Coomassie Blue as Indicator,” Dr. Frederick G. 
Kalz and Dr. Fekete, Montreal. The program in¬ 
cludes a total of 35 papers. A dinner is planned for 
7 p. m., June 13. For information, write Dr. Her¬ 
man Beerman, 255 S. 17th St., Philadelphia 3, Sec¬ 
retary-Treasurer. 

Meeting of Therapeutic Society.—The American 
Therapeutic Society will hold its 61st annual meet¬ 
ing June 9-12 in Miami Beach, Fla., with head¬ 
quarters at the Barcelona Hotel. The president of 
the society, Dr. Charles L. Leedham, Cleveland, will 
serve as chairman of the opening session. The lecture 
for the sixth Oscar B. Hunter Memorial Award in 
Therapeutics, “Paradoxical Renal Hemodynamic 
Responses to Blood Pressure Reduction Comparing 
Acute and Long Term Observations,” will he given 
by Dr. John H. Moyer, chairman, department ot 
internal medicine, Hahnemann Medical College 
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and Hospital Ph iIadel p hia . The ninth annual 
Lewis Harvm Taylor Lectureship will be given by 
Dr. Hugh R. Butt, Rochester, Minn., titled “Cham: 
mg Concepts of Bilirubin Metabolism.” A total of 
44 papers will be presented. For information, write 
Dr. Oscar B. Hunter Jr., 915-19th St., N W Wash 
ington, D. C., Secretary. ” h ‘ 


High Incidence of Respiratory Diseases.-In 1959 
for the third successive year, diseases of the respir¬ 
atory system ranked first among the causes of 
disability lasting eight days or more among em¬ 
ployees of the Metropolitan Life Insurance ^Com¬ 
pany, it is reported by the company’s statisticians. 
The incidence rate of such diasability-157 per 
1,000 personnel—was about the same as in 195S, 
but somewhat lower than that for 1957. The rela¬ 
tively high incidence of disability in the past three 
years is ascribed to the widespread prevalence of 
influenza in the late months of 1957 and in the early 
months of 1958 and 1959. Disability rates were 
more than 1% times as high for women as for men 
under age 25, about three times as high at ages 
25-44, and slightly over twice as high at ages 45 
and over. Diseases of the digestive system ranked 
second to respiratory disease as a cause of dis¬ 
ability in both men and women. Accidental in¬ 
juries ranked third among women and fourth 
among men. Diseases of the circulatory system- 
including heart disease—ranked third among men, 
but well down the list for women. 


Meeting of Diabetes Group.—The American Dia¬ 
betes Association, Inc., will meet at the Deauville 
Hotel, Miami Beach, Fla., June 11-12. Thirty-nine 
papers are scheduled for presentation. The Bant¬ 
ing Memorial Lecture, “Childhood Diabetes—Its 
Course, and Influence upon the Second and Third 
Generations,” will be given at the opening scientific 
session the morning of June 11 by Dr. Priscilla 
White, assistant professor of pediatrics, Tufts Uni¬ 
versity Medical School, Boston. At the banquet that 
evening, Dr. Francis D. W. Lukens, Philadelphia, 
president of the association, will present an address, 
after which the Lilly Award will be presented to 
Dr. Albert E. Renold, assistant professor of medi¬ 
cine Harvard Medical School, Boston; Banting 
medals will be received by Dr. White and Dr. J. B. 
Collip, dean of medicine, Faculty of Medicine, 
University of Western Ontario, London Ont. Can¬ 
ada- and a citation will be awarded to Miss Editl 
Tenkins of the Indianapolis Diabetes Association. 
Discussions will follow the formal ptamtahemof 
oapers. For information, write Mr. J. Richard Con 
!X 1 E- 4Sth St.. New York 17, Executrve Dim* 

tor. 

Cardiovascular Meeting in Miami Beach.-Thejn- 
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June 11 at the DeLido Hotel, Miami Beach, Fla. 
Dr. Henry Haimovici, of New York City, will pre¬ 
side over die opening session and will present the 
presidential address at die afternoon session. The 
guest lecturer at the meeting will be Dr. W. Stanley 
Hartroft, Mallinckrodt Professor and chairman, de¬ 
partment of pathology, Washington University 
School of Medicine, St. Louis. A total of IS papers 
are scheduled for presentation. The informal din¬ 
ner will be followed by a plethysmographic con¬ 
ference which will include the following papers: 

Applications of Rheoplethysmography, Dr. George E. Burch, 
New Orleans. 

Clinical Plethysmography in Specific Vascular Diseases, Dr. 

Robert J. H. Coetz, New York City. 

Arteriosclerosis Obliterans of the Upper Extremities: A 
Plethysmographic Appraisal, Dr. Haimovici and Enrique 
Spiegler, New York City. 

Plethysmographic Observations in Systemic Disease State, 
Dr. David I. Abramson, Chicago. 

Application of Plethysmography to the Study of Veins in 
Health and Disease, Dr. Travis Winsor, Los Angeles. 

For information write Dr. Paul T. DeCamp, 3503 
Prvtania St., New Orleans 15, Secretary. 

Shift Dates for Conference on Physicians and 
Schools.—The time and place of the 1961 National 
Conference on Physicians and Schools will be 
shifted from its customary October date in sub¬ 
urban Highland Park (III.) to March 9-11 in Chi¬ 
cago. The new locale of the conference will be die 
Sheraton Towers Hotel on North Michigan Avenue. 
The eighth national conference was advanced to 
this date so that it could follow immediately after 
the half-century birdiday celebration of the Joint 
Committee on Health Problems in Education of die 
National Education Association and die American 
Medical Association, Wednesday, March 8. The 
new location provides hotel meeting facilities con¬ 
venient to die headquarters office of the A. M. A. 
at 535 N. Dearborn St. The general objectives of 
the conference—to foster interprofessional agree¬ 
ment on ways and means to improve health and 
fitness programs for school-age youth—will remain 
the same. Representatives of state departments of 
health, state departments of education, and state 
medical societies will be invited to send delegates 
to the conference. Additional representation will 
he drawn from national voluntary agencies with a 
major interest in healdi problems of school-age 
children. Leaders in the school health field, from 
medicine, education, and public health, will serve 
as consultants. 

Physician and Student Share Exhibit Honors.—Dr. 
Robert C. Reeder, a resident at St. Francis Memorial 
Hospital in San Francisco, and Rod C. Perkins, a 
junior medical student at Indiana University, shared 
top honors as scientific exhibitors at dm 10th an¬ 
nual meeting of the Student American Medical 


Association. Dr. Reeder and Mr. Perkins were 
named winners of the first place prizes in the third 
annual competition for the SAMA-Lakeside 
Awards. Each received a S500 prize and an expense- 
free trip to the American Medical Association con¬ 
vention in Miami Beach, where they will display 
their exhibits again. Dr. Reeder’s prize winning 
scientific exhibit is tided “Fractures of die Facial 
Skeleton.” Mr. Perkins’ exhibit is tided “Disk 
Oxygen-Thermal Exchanger.” The SAMA-Lakeside 
Awards are designed to encourage a greater use of 
scientific exhibits as a medium of professional com¬ 
munication. Second place winners of die 1960 
award are Dr. Richard F. McLauchlin Jr., a resident 
at St. Mary’s Hospital, San Francisco, for the 
exhibit “A Study of the Subgross Pulmonary 
Anatomy in Various Mammals and Man” and Mr. 
Robert W. Begley, a medical student at Indiana 
University, for “Neuropharmacology of the Gamma 
Loop.” Second place consists of an award certificate 
and S250. Third place winners are Dr. Arnold K. 
Brenman, a resident at Temple University 7 School 
of Medicine, for the exhibit “Photography in 
Otologic Microsurgery” and Mr. Charles F. John¬ 
son, a medical student at the University of Cali¬ 
fornia School of Medicine at Los Angeles, for 
"Tumors of Viral Etiology.” Third place prize con¬ 
sists of an award certificate and $100. 

New Society for Nutrition Formed.—The formation 
of the American Society for Clinical Nutrition was 
announced during the meetings of the American 
Society for Clinical Investigation and the American 
Federation for Clinical Research May 1. Arrange¬ 
ments are being made to affiliate the ASCN with 
the American Institute for Nutrition. Dr. Richard 
W. Vilter, chairman, department of medicine. Uni¬ 
versity of Cincinnati College of Medicine, was 
elected president of the ASCN by the charter mem¬ 
bers at the organization’s first meeting. Other offi¬ 
cers of the new society include president-elect, Dr. 
Robert E. Olson, head, department of biochemistry 
and nutrition. University' of Pittsburgh Graduate 
School of Public Health, and secretary'-treasurer. 
Dr. Robert E. Hodges, associate professor of medi¬ 
cine, University of Iowa School of Medicine, Iowa 
City 7 . A four-point list of objectives adopted at the 
first meeting states that the ASCN shall: 

1. Foster high standards for research on human nutrition. 

2. Promote undergraduate and graduate education in human 

nutrition. 

3. Provide a place and opportunity for research workers in 

problems of human nutrition to present and discuss 

their research activities and results. 

4. Provide a journal for the publication of meritorious work 

on human nutrition. 

The new society has been incorporated under the 
laws of the state of New York, and will have its 
headquarters at the office of the secretary-treasurer. 
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It voted to hold its first annual meeting in 1961 in 
conjunction with those of the American Society for 
ChnicaHnyestigation and the American Federation 
or Clinical Research. The organizing group plans 
to adopt The American Journal of Clinical Nutrition 
as its official publication. Membership in the ASCN 
is by nomination and will include physicians and 
other biological scientists actively engaged in re¬ 
seat eh and teaching in the areas of human nutrition 
and metabolism. 


Medical Examiners for Pilot Applicants.-Effective 
June 15, the Federal Aviation Agency will require 
all applicants for a student or private pilot (Class 3} 
medical certificate to take their medical examina¬ 
tions solely from designated aviation medical 
examiners. The regulations currently require appli¬ 
cants for Airline Transport Pilot (Class 1) and Com¬ 
mercial Pilot (Class 2) medical certificates to be 
examined by designated medical examiners. The 
change reestablishes the previous practice which 
required applicants for all three classes of airman 
medical certificates to take their medical examina¬ 
tions only from designated medical examiners. Be¬ 
fore adopting the change, FAA provided information 
about the proposal to interested parties for com¬ 
ment and held a public hearing. The American 
Medical Association, Aerospace Medical Associa¬ 
tion, the Flying Physicians Association, the Civil 
Aviation Medical Association, and a majority of 
individual doctors who commented, supported the 
proposal. Opposition was registered by the Aircraft 
Owners and Pilots Association, other groups, some 
physicians and private individuals. An agency sur¬ 
vey showed that of the airmen examined by non- 
designated examiners, 84% of those who did not 
meet the standards were nevertheless given certifi¬ 
cates by the examining physicians. 

FAA now has about 2,000 designated medical 
examiners and over 25% of the 240,000 Class 3 
pilots currently select doctors from this group when 
seeking their medical examinations. The Civil Air 
Surgeon announced that he will welcome an appli¬ 
cation for designation from any physician who 
wishes to join in the agency’s efforts in support of 
air safety. Designated examiners will have respon¬ 
sibility for maintaining detailed knowledge of a 
manual of instruction, published standards, and 
periodic directives issued by the agency. In addi¬ 
tion, they must possess the equipment and facilities 
necessary to carry out the prescribed examinations. 
Airmen holding Class 3 medical certificates are 
required to be examined every two years. For 
information, write the Federal Aviation Agency, 
Washington, D. C. 

Program for Students to Study Abroad.-A fellow¬ 
ship program designed to further medical educa¬ 
tion by sending future physicians to remote areas 


J.A.M.A., June 4 , I960 

of the world was announced by the Association of 
American Medical Colleges. The three-year pro - 
gram established under a $180,000 grant from 
Smith Kline & French Laboratories, is open to afi 
medical students who have completed their third 
year of study. Scheduled to begin this summer, the 
program will permit an average of 30 students to 
participate each year. Eligible students prepared 
to spend an average of 12 weeks working in foreign 
locales are "urged to submit applications to their 
respective deans for review. Following initial 
screening, up to three applications from each 
school will be forwarded to a panel of physicians 
who will make up the selection committee for the 
SK&F foreign fellowships. Awards will be made on 
the basis of the applicant’s ability and objectives 
with special consideration given to those programs 
which cannot be realized in the United States and 
through which die student can bring back “valuable 
knowledge” to this country. The cash award for 
the fellowship will be made on an individual basis. 
In some cases, a contribution will be made for the 
student’s spouse if this seems desirable in terms of 
the objectives of die trip. After completion of the 
fellowship, each student will be required to submit 
a written report on his experiences to die selection 
committee. Applications by the students must con¬ 
tain a letter detailing the proposed trip as well as 
a complete estimate of the expenses to be incurred 
and the total amount of the fellowship requested. 
The letter must include the location to be visited, 
purpose of the trip, personal reasons for wishing to 
undertake the program, and the amount of time 
that will be involved. All odier pertinent data that 
will aid the deans and selection committee also 
should be included. In addition, a personal history 
of the applicant and a letter of acceptance from the 
foreign sponsor with whom the student will work 
abroad also are required. 

CANADA 

Meeting of Biological Societies.--The third annual 
meeting of the Canadian Federation of Biological 
Societies will be held June 8-10 at the University 
of Manitoba, Winnipeg. Special council meetings 
will precede the formal discussions June 6 and 7. 
The program is divided under the following section 
headings: Blood, Cancer, Kidney and Electrolytes, 
Neurochemistry, Biochemistry, Endocrinology, Nu¬ 
trition, Pharmacology, Biochemistry and Physiol¬ 
ogy, Circulation and Respiration, Nervous; Sy ten. 

and Muscle, Catecholamines Enzymes Histology 

and Embryology, Mast Cells. The annual federahoa 
dinner will be held the evening of June 9. A pro 
gram of exhibits is planned. For information 

Dr. Edward H. Bensley Montreal General Hb 

pital, 1650 Cedar Ave., Montreal -5, P.Q., 
ary Secretary. 
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FOREIGN 

New Journal of Gastroenterology.—The British So¬ 
ciety of Gastroenterology and the British Medical 
Association are joining forces to produce the new 
quarterly journal, GUT. The object of GUT is to 
publish original papers and reviews concerned with 
practice and research in gastroenterology, including 
alimentary, hepatic, or pancreatic disease, and 
papers may cover the medical, surgical, radiological, 
or historical aspects. They may also deal with the 
basic sciences concerned with the alimentary tract, 
including experimental work. Reports of single cases 
which are of interest in relation to a wider field of 
research will be published from time to time. A 
section will be devoted to short papers on labora¬ 
tory and surgical techniques and methods of in¬ 
vestigation where these are not part of a larger 
survey. The first issue will contain about S6 pages 
of text, quarto in format, and will be illustrated. 
The journal will appear in March, June, September, 
and December of every year. Postpaid price is $10, 
U. S. and Canada. For information, write British 
Medical Association Publications, Medical Market 
Research, Inc., East Washington Square, Phila¬ 
delphia 5. 

CORRECTION 

Date of Death for Dr. Grubbe.—On page 193 of the 
May 14 issue of The Journal, the last line of 
the obituary on Dr. Emil Herman Grubbe, giving 
the date of Dr. Grubbe’s death, should have read 
“March 26, aged So, of cancer of the lungs.” 

EXAMINATIONS 

AND 

LICENSURE 

MEDICAL SPECL4LTY BOARDS 

American- Board of Anesthesiology: Written. Various 
locations, June 24. Final date for filing applicaU'on was 
January 10. Sec., Dr. Forrest E. Leffingwell, 217 Farm¬ 
ington Ave., Hartford 5, Conn. 

American Board of Dermatology - : Final date for filing 
applications of candidates completing training by October 
13, 1960 is March 1, 1961. Written. Several cities, June 5, 
1961. Oral. Philadelphia, Oct. 13-16, 1961. Sec., Dr. 
Maurice J. Costello, One Haven Avenue, New York 32, 
New York. 

Ameiucan Board of Internal Medicine: New York City, 
Nov. 14-17. Closing date for filing application is July 1. 
Written. Oct. 17. Closing date for filing application was 
May 1. Schedule for 1961. Written Examination, October 
16. Oral Examinations. New Orleans, Jan. 30-Feb. 2; Chi¬ 
cago, April 4-7; Los Angeles, Sept. 26-29; New York City, 
Nov. 7-10. Closing date for acceptance of applications for 
die January and April examinations is October 1, 1960, 
and for the September and November examinations is June 
1, 1961. Sec.-Treas., Dr. William A. Werrell, One West 
Main St., Madison 3, Wis. 


American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at 
least sly months before the examination time. Oral. New 
Haven, Nov. 6-9. Sec., Dr. Donald D. Matson, 300 Long- 
wood Ave., Boston, Mass. 

American Board of Obstetrics and Gynecology: Appli¬ 
cations for certification in Part I, new and reopened, are 
now being accepted. Deadline for receipt of applications 
is August 1, 1960. Oral Examination , Part II. Chicago, 
April 7-14, 1961. Final date for filing application is August 
1, 1960. After July 1, 1962, a minimum of three years of 
approved progressive residency training will be required. 
Training by preeeptorship will no longer be acceptable. 
The initiation of preceptorships will not be approved after 
July 1, 1960. Sec., Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6. 

American Board of Ophthalmology-. Written. Jan. 23, 
1961. Deadline for filing applications is July 1. Oral. 
Chicago, Oct. 3-7. Sec., Dr. Merrill J. King, Box 236 Cape 
Cottage Branch, Portland, Maine. 

American Board of Orthopaedic Surgery: Oral and 
Written, Part II. Miami Beach, Jan. 3-5, 1961. Final date 
for filing application is July 1. Sec., Dr. Sam W. Banks, 
116 South Michigan Ave., Chicago 3. 

American Bo.ard of Otolaryngology: Oral. Chicago, Oct. 
3-6. Final date for filing application was April 1. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

American Board of Pedlatrics: Written. New York City, 
January 1961. Final date for filing application is Dec. 1. 
Administrative Sec., Mrs. Eleanor J. Mitchell, Boscmont, 
Pa. 

American* Board of Physical Medicine and Rehabilita¬ 
tion: Oral and Written. New Y’ork, June 17-18. Sec., Dr. 
Earl C. Elkins, Mayo Clinic, Rochester, Minn. 

American Bo.ard of Proctolocy: Oral and Written, Parts 
I and 111. Philadelphia, Sept. 24. Final date for filing 
application is June 30. Sec., Dr. Stuart T. Ross, 520 
Franklin A\-e., Garden City, N. Y'. 

American Board of Psychlatry and Neurology: New 
York, New Y’ork, Dec. 12-13, New Orleans, Mar. 20-21, 
1961. Sec., David A. Boyd, Jr., 102-110 Second Ave., 
S.W., Rochester, Minn. 

American Board of Radiolocy: Examination. Cincinnati, 
June 6-10; Dec. 10-13. Deadline for filing applications for 
the June examination was Jan. 1. Filing deadline for the 
December examination is July 1. A special examination 
in Nuclear Medicine (for those diplomates in Radiology 
or Therapeutic Radiology) will be offered provided there 
are sufficient applications. Sec., Dr. H. Dabney Kerr, 
Kahler Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Written. (Part 1), Various 
Centers, Dec. 7. Candidates are urged to apply several 
months before completion of training requirements. The 
closing date for filing applications is August 1. Those com¬ 
pleting training requirements after September 30 cannot be 
considered for the December Part I examination of the same 
year. Oral. (Part II)—New Haven, Sept. 26-27; Indian¬ 
apolis, Oct. 24-25; Buffalo, Nov. 14-16; Nashville, Dec. 
12-13; Philadelphia, Jan. 16-17; Houston, Feb. 13-14; 
Columbus, Ohio, Mar. 13-14; New Y’ork City, April 19- 
20; Portland, Ore., May 15-16; San Francisco, May 18-19. 
No examinations- will be held in June, July or August. 
Sec.-Treas., Dr. John B. Flick, 1617 Pennsylvania Bl\d., 
Philadelphia 3. 

Board of Thoilacic Surgery: Written. VarioiLs centers 
throughout the country. Sept. 9. Final date for filing appli¬ 
cation is July 1 . Oral. Oct. 1960. Final date for filing 
application is July 1. Sec., Dr. YVm. M. Tuttle, 1151 
Taylor Ave., Detroit 2. 

American Board of Urology: Written. December. Oral- 
Clinical. Chicago, February 1961. E\ec. Sec., Mrs. liuhv 
L. Griggs, 30 WestAvood Road, Minneapolis 26. 
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GOVERNMENT SERVICES 


VETERANS ADMINISTRATION 

Data Processing.—A data processing staff was es¬ 
tablished in the department of medicine and sur¬ 
gery, Washington, D. C. The director of the staff, 
is Di. Milton I. Schwalbe, who was transferred 
from the position of director of professional serv¬ 
ices of the Manhattan VA hospital in New York 
City. The staff, directly responsible to the VA 
chief medical director, will plan, develop, and 
coordinate integrated automatic data processing 
applications involving administrative activities for 
the department of medicine and surgery and on a 
nationwide basis. The VA chief medical director. 
Dr. William S. Middleton, believes there is a high 
potential for application of automatic data process¬ 
ing to medical research and clinical evaluation. 

Personal.—Dr. Oreon K. Timm, area medical direc¬ 
tor for the Veterans Administration in St. Paul, 
Minn., since January, 1958, was appointed deputy 
to the VA assistant chief medical director for oper¬ 
ations in Washington, D. C. Dr. Timm will assist 
in directing operations of the VA’s 170 hospitals, 
91 outpatient clinics, and 18 domiciliary homes. He 
succeeds Dr. Horace B. Cupp, who is retiring after 
30 years of VA medical service.—Dr. Charles P. 
Henke, formerly manager of the Veterans Adminis¬ 
tration’s general medical and surgical hospital in 
Pittsburgh, was named director of domiciliary 
facilities for the VA with headquarters in Washing¬ 
ton, D. C. In his new position, Dr. Henke directs 
the operations of the VA’s 18 domiciliary homes. 
He succeeds Dr. M. IT. Travers, who retired from 
government service. 

o 

PUBLIC HEALTH SERVICE 

Radiation Health Data.-A new monthly technical 
publication. Radiation Health Data, gives levels of 
radioactivity in air, water, and milk. Among the 
contents of the first issue are data on radioactive 
strontium (Sr uo ) in milk collected during Novem¬ 
ber, 1959, at 12 locations in the United States by 
the Public Health Service; milk collected during 
the same month at 3 locations by the Atomic 
Energy Commission; and monthly milk collections 
for the year ended August, 1959, at 6 locations in 
Minnesota as reported by the health department 
of that state. 

Radioactivity in air samples collected at 44 points 
in the United States during November, 1959, by 
the Public Health Service and at 12 Latin Ameri¬ 
can and 6 United States points along the 80th 
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withi aI “ Laborat0r y « cooperation 
with the Atomic Energy Commission is also re¬ 
ported. Radioactivity in surface water samples 
collected during October, 1959, by the Public 
Health Service at 61 points throughout the United 
States and Sr 90 levels in New York City tap water 

for September, 1959, are among the other tabula¬ 
tions. 


Most of the radiation measurements that will be 
carried by the new publication will be in the form 
of raw data which are not immediately susceptible 
to meaningful analyses or interpretation, but as 
these data accumulate and as more knowledge of 
the biological effects of radiation begins to come 
out of laboratory, clinical, and epidemiologic re¬ 
search by federal, state, and local agencies, by 
universities, and by industry, such analyses and 
interpretations will become more feasible. The 
price of the publication is 50 cents per single issue 
and $3.00 for a six-month subscription, from the 
Office of Technical Services, U. S. Department of 
Commerce, Washington 25, D. C. 


Personal.—Dr. Robert L. Zobel was appointed med¬ 
ical officer in charge of the Indian Health Area 
office at Albuquerque, N. Mex., effective July 1. He 
succeeds Dr. Charles R. Mallary, recently named 
deputy chief of the Public Health Service’s bureau 
of medical services. Dr. Zobel will administer 
health and medical care services provided by the 
Public Plealth Service for about 100,000 Indians on 
all federal Indian reservations in New Mexico and 
Colorado, and on the Navajo reservation in Arizona 
and Utah. Since 1958, he has directed Indian 
health services in Idaho, Oregon, Washington, 
Montana, and Wyoming. 


1LECTIVE SERVICE SYSTEM 

actor Draft.-The Armed Forces continue to re¬ 
tire the services of most physicians liable for 
ilitary service under the Universal Military Train- 
y and Service Act. All reserve officers deferred 
r residency in most specialties will be called, 
tortages exist and will continue in certain special- 
;s and in the group of officers who have not 
ecialized. The Department of Defense has found 
unnecessary to requisition physicians through the 
elective Service System since early m mi. 
s been so only because sufficient numbers o 
lysicians sought reserve commissions and thu 
ade themselves available for the call to active 
rty. There is a continuing need for applies ioi 
r ^he residency program, as well as for rese 
Liriiission, and active duty a, the conclusion of 

ternship. 
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DEATHS 


Ciancimino, Charles Joseph ® Brooklyn; Univer¬ 
sity and Bellevue Hospital Medical College, New 
York City, 1924; fellow of the International College 
of Surgeons; member of the hoard of governors 
and treasurer of the Kings County Physicians 
Guild; member of the medical board and attending 
surgeon at the St. Johns Long Island City Hospital 
in Long Island City; associate surgeon at Kings 
County Hospital; died Feb. 17, aged 60, of coronary 
thrombosis. 

Clinton, James Francis ® Menlo Park, N. J.; 
Hahnemann Medical College and Hospital of Phila¬ 
delphia, 1939; interned at the Bridgeport (Conn.) 
Hospital; served a residency at the New Jersey State 
Hospital in Marlboro, where he was acting clinical 
director 1954-1955; staff officer of the U. S. Coast 
Guard 1948-1949; member of the American Psy¬ 
chiatric Association; associated with the New Jersey 
State Diagnostic Center; from 1941 to 1948 asso¬ 
ciated with the E. I. Du Pont Company; died in 
New York City March 20, aged 44, of coronary 
thrombosis. 

Cochran, Williams ® Aubumdale, Mass.; Harvard 
Medical School, Boston, 1929; for many years 
served in North China as a medical missionary 
under the auspices of the Presbyterian Board of 
Missions ; certified by the National Board of Med¬ 
ical Examiners; served on the faculty of his alma 
mater; on the staff of the Massachusetts General 
Hospital in Boston; died March 29, aged 56, of 
coronary disease. 

Cohn, Edwin Arthur, Chicago; Illinois Medical 
College, Chicago, 1909; died March 20, aged 83, 
of cerebral thrombosis. 

Cooper, Maurice D. ® Winnebago, Minn.; Univer¬ 
sity of Minnesota College of Medicine and Surgery, 
Minneapolis, 1907; member of the American Acad¬ 
emy of General Practice; on tire staff of the Com¬ 
munity Memorial Hospital; died in the Methodist 
Hospital, St. Louis Park, March 25, aged 78, of 
coronary occlusion. 

Dinsmore, Andrew Jackson, Decatur, Ala.; Chicago 
College.of Medicine and Surgery, 1916; veteran of 
World War I; on the staff of Decatur General Hos¬ 
pital; died March 19, aged 70, of myocardial in¬ 
farction. 

Donahue, Matthew Thomas ® Cleveland; Univer¬ 
sity of Cincinnati College of Medicine, 1920; died 
in the Evangelical Deaconess Hospital March 12, 
aged 63. 

® Indicates Member of the American Medical Association. 


Dutton, Harry Horace, Tacoma, Wash.; University 
of Vermont College of Medicine, Burlington, 1914; 
specialist certified by the American Board of Psy¬ 
chiatry and Neurology; veteran of World War I; 
served as superintendent of the Northern State 
Hospital in Sedro Woolley; at one time assistant 
superintendent of the Western State Hospital in 
Fort Steilacoom; died in the Tacoma General Hos¬ 
pital March 20, aged 70, of myocardial infarction 
and coronary thrombosis. 

Economou, Michael G., Canton, Ohio; National 
University of Athens School of Medicine, Greece, 
1S99; died in the Mercy Hospital March 11, aged 
83, of cerebral hemorrhage, monocytic leukemia, 
and arteriosclerotic heart disease. 

Ellis, Melvin, Sacramento, Calif.; University of 
Southern California Medical Department, Los 
Angeles, 1909; died in St. Vincent’s Hospital March 
31, aged 78, of multiple pulmonary' emboli. 

Elsey, James Ralph, Glenwood, Minn.; Washington 
University School of Medicine, St. Louis, 1S9S; vet¬ 
eran of World War I; formerly mayor; served on 
the staff of the Glenwood Community Hospital, 
where he died March 20, aged SS. 

Fentin, Edward, Quincy', Mass.; Middlesex Uni¬ 
versity School of Medicine, Waltham, 1932; died 
in the New England Deaconess Hospital, Boston, 
Feb. 23, aged 51, of uremia due to lyrnphocytoma 
with renal involvement. 

Filice, Francesco E., Long Branch, N. J.; Univer- 
sita degli Studi di Roma. Facolta di Medicina e 
Chirurgia, Italy, 1905; died March 22, aged S2. 

Flanders, John Aiken, Chicago; Loyola University 
School of Medicine, Chicago, 1917; died in the 
Chicago State Hospital March 29, aged 77, of 
arteriosclerotic cardiovascular disease. 

Forman, Isador ® Philadelphia; Temple University 
School of Medicine, Philadelphia, 1926; specialist 
certified by the American Board of Obstetrics and 
Gynecology; clinical professor of obstetrics and 
gynecology’ at his alma mater; on the staff of the 
Philadelphia General Hospital; died April 10, aged 
57, of myocardial infarction. 

Friedman, Joseph, Brooklyn; Long Island College 
Hospital, Brooklyn, 1906; served on the staff of 
the Beth Moses Hospital; died April 4, aged 75, 
of acute myocardial infarction. 
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lu \ h Wenzel, Denver; University of Colorado 
School of Medicine, Denver, 1927; member of the 
Inc ustinU Medical Association; a member of the 
stuit at bt. Lukes Hospital, where he died April % 
ageci 5J, of chronic glomerulonephritis. 

Fullilove, Robert Elliott Sr., Yazoo City, Miss.; 
Meharry Medical College, Nashville, Tenn., 1907' 
died March 17, aged S3. 
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Hendricks, Henning VitaUs, Kalkaska. Mich - Hlr 

Zc ™ d, f Cal . Sch00i ,- 1 0ston ’ l909 i « £'ch 18 

aged 78, of intestinal obstruction. 

Herrin, Charles Edward ® CuUman, Ala- Chat 

Medical CoI!ege > 1902; specialist 
certified by the American Board of Otolaryngology, 
associated with the Cullman Hospital; died March 
-0, aged 84. 


Glosser, Herbert Hartman, Wellsville, N, Y. ; Uni¬ 
versity of Pennsylvania Department of Medicine, 
1 hiladelphia, 1899; specialist certified by the Amer¬ 
ican Board of Ophthalmology; member of the 
American Academy of Ophthalmology and Oto¬ 
laryngology; formerly practiced in Buffalo, N. Y.; 
died March 11, aged S3, of acute coronary disease. 


Hillas, William Joseph ® Tucson, Ariz.. Chatta- 
nooga (Tenn.) Medical College, 1910; veteran of 
World War I and was decorated by three kings for 
his work with the Red Cross European relief pro¬ 
gram after the war; for many years practiced in 
Chattanooga, Tenn.; died in St. Mary’s Hospital 
March 26, aged 81, of congestive cardiac failure. 


Graham, Allison Tower ® Oklahoma City, Okla.; 
Memphis (Tenn.) Hospital Medical College, 1913; 
veteran of World War I; died in the Capitol Hill 
General Hospital March 28, aged 68, of gastric 
ulcer with hemorrhage. 

Gutch, Thomas Ernst, Albia, Iowa; Barnes Med¬ 
ical College, St. Louis, 1898; fellow of the Amer¬ 
ican College of Surgeons; served as health officer; 
associated with the Bituminous Casualty Corpora¬ 
tion of Rock Island, Ill.; on the staff of the Mercy 
Hospital in Des Moines and the Monroe County 
Hospital; died March IS, aged 85. 


Hillman, C. Van Kirk ® Seattle; Northwestern Uni¬ 
versity Medical School, Chicago, 1942; interned at 
the King County Hospital, where he served a resi¬ 
dency; fellow of the American College of Surgeons; 
specialist certified by the American Board of Sur¬ 
gery; veteran of World War II; clinical associate 
in surgery and anatomy at the University of Wash¬ 
ington School of Medicine; associated with the 
Swedish, Doctors, and Providence hospitals; on the 
courtesy staffs of the Maynard, Columbus, and 
Seattle General hospitals; died in the University 
of Washington Infirmary March 22, aged 43, of 
nephritis with hypertensive cardiovascular disease. 


Hall, Arche Carl, Detroit; College of Physicians 
•and Surgeons, Baltimore, 1911; fellow of tire Ameri¬ 
can College of Surgeons; associated with the Har¬ 
per Hospital; died in the Veterans Administration 
Hospital in Allen Park, Mich., March 30, aged 78, 
of pneumonia. 

Handy, Stafford Odell © Lynchburg, Va.; Medical 
College of Virginia, Richmond, 1928; specialist 
certified by the American Board of Radiology; past- 
president of the Lynchburg Academy of Medicine; 
associated with the Virginia Baptist, Marshall 
Lodge Memorial, and Lynchburg General hos¬ 
pitals; died in the Medical College of Virginia, 
Hospital Division, Richmond, March 26, aged 55, 
of burns received Feb. 18, when his bed caught fire. 

Harned, Ezra Clayborne, Louisville, Ky.; Univer¬ 
sity of Louisville Medical Department, 1892; died 
March 25, aged 91, of arteriosclerotic heart disease. 

Hayward, George Earnest ® Meadville, Pa.; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1910; past-president of the Crawford County 
Medical Society; for many years a member of the 
board of health of Meadville; served as chairman 
of the Meadville Civil Service Commission; for¬ 
merly mayor; associated with the Meadville City 
Hospital, where he died March 22, aged 74, of 
cerebral hemorrhage. 


Howell, Donald MacLean ® Saginaw, Mich.- 
Detroit College of Medicine and Surgery, 1919; 
specialist certified by the American Board of Oto¬ 
laryngology; member of the American Academy 
of Ophthalmology and Otolaryngology; fellow of 
the American College of Surgeons; died in the 
Ford Hospital, Detroit, April 2, aged 71. 


Hudgel, Charles R., Boise, Idaho; Baltimore Med¬ 
ical College, 1893; died March 23, aged 90. 


Hudson, Eugene Henry, Anderson, Ind.; Meharry 
Medical College, Nashville, Tenn., 1917; died in 
the Cleveland Clinic, Cleveland, March 21, aged 
74, of carcinomatosis. 


Jaffe, Jacob Karl ® Philadelphia; Medico-Chirurgi- 
cal College of Philadelphia, 1905; formerly on the 
faculty of the University of Pennsylvania Graduate 
School of Medicine; served as medical director of 
the Workmen s Circle Home for the Aged in Media 
and the International Ladies Garment Workers 
Union Health Center; died in the Graduate Hos¬ 
pital of the University of Pennsylvania April /, 
aged 78, of heart disease. 


, Baxter Schooley, Washington, D. C; Umve*- 
:rf Maryland School of Medicine and College 
lysicians and Surgeons, Baltimore, 19-1, as 
d with the Doctors Hospital; died in EagW 
f Fla , March 4, aged 66, of coronary occlusion. 
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Johnson, Lester Sheldon ® Chicago; Loyola Uni¬ 
versity School of Medicine, Chicago, 1921; staff 
member of the Norwegian American Hospital; vet¬ 
eran of World War II; died in the Veterans Ad¬ 
ministration Hospital, Hines, Ill., April 3, aged 70, 
of cerebral hemorrhage. 

Jordan, Stanley Youngs, Ames, Iowa; Washington 
University School of Medicine, St. Louis, 1948; 
interned at the Presbyterian Hospital in Chicago; 
served a residency in pathology at St. Louis County 
Hospital in Clayton, Mo., and a fellowship in 
internal medicine at the Mayo Foundation in 
Rochester, Minn.; staff physician at the Iowa State 
University health service; an officer in the medical 
corps of the U. S. Army Reserve from September, 
1949, to September, 1951; died in the Iowa State 
College Hospital March 26, aged 35. 

Kowalski, Joseph Vincent ® Ware, Mass.; Middle¬ 
sex College of Medicine and Surgery, Waltham, 
1933; member of the American Academy of Gen¬ 
eral Practice; veteran of World War II; associated 
with the Mary Lane Hospital, where he died March 
23, aged 51, of myocardial infarction. 

Lewis, Sigma Van, Garner, N. C.; Medical College 
of Virginia, Richmond, 1916; veteran of World 
War I; for many years associated with the North 
Carolina State Hoard of Health and the U. S. Public 
Healtli Sendee; died March 17, aged 68. 

Lewis, Ulysses Simpson ® East Dubuque, Ill.; Rush 
Medical College, Chicago, 1896; served as mayor; 
for many years surgeon for tire Illinois Central and 
Chicago, Burlington and Quincy railroads; on the 
staffs of Finley Hospital and St. Joseph Mercy Hos¬ 
pital, Dubuque, Iowa, where he died March 20, 
aged 93, of coronary occlusion. 

Leyden, Horace Alma, Anniston, Ala.; University 
of Tennessee College of Medicine, Memphis, 1909; 
veteran of World War I; member of the Anniston 
Chamber of Commerce; associated with the Annis¬ 
ton Memorial Hospital, where he died March 26, 
aged 73, of cerebrovascular accident. 

Litton, Louis ® Chicago; University of Illinois 
College of Medicine, Chicago, 1924; on the staff of 
the Louis A. Weiss Memorial Hospital; died in the 
Mount Sinai Hospital April 10, aged 65, of acute 
myocardial infarction. 

Lloyd, Claude Allen ® Washington, Ind.; Rush 
Medical College, Chicago, 1901; for many years 
local physician for the Baltimore and Ohio Rail¬ 
road; died March 19, aged 84, of carcinomatosis of 
the sigmoid colon. 

Logan, Leslie ® Barbourville, Ky.; Louisville and 
Hospital Medical College, Louisville, Ky., 190S; 
died in St. Joseph Infirmary, Louisville, April 1, 
aged 79, of cerebral thrombosis. 


McCord, James Robert ® Ocala, Fla.; born in 
Conyers, Ga., Aug. 27, 1884; Jefferson Medical 
College of Philadelphia, 1909; specialist certified 
by the American Board of Obstetrics and Gynecol¬ 
ogy; member of the American Gynecological So¬ 
ciety; fellow of the American College of Surgeons; 
past-president of the American Association of Ob¬ 
stetricians and Gynecologists; first president of the 
South Atlanta Association of Obstetricians and 
Gynecologists, which he helped found; secretary 
of the Section on Obstetrics, Cyn ecology and Ab¬ 
dominal Surgery, American Medical Association, 
from 1931 to 1934 when he became chairman, 
serving until 1935; fellow of the American College 
of Surgeons; formerly professor of gynecology and 
obstetrics at Emory University School of Medicine 
in Atlanta; for several years conducted extension 
courses in obstetrics throughout the United States 
in his capacity as senior medical officer and special 
representative of the Children’s Bureau of the 
U. S. Department of Labor; veteran of World 
War I; in 1946 awarded an honorary doctor of sci¬ 
ence degree by Emory University and in 1959 was 
honored by die Medical Alumni Association of 
Emory for his contributions to medical education; 
died in the Munroe Memorial Hospital March 26, 
aged 75, of heart failure and arteriosclerotic heart 
disease. 

McCulloch, Ernest Chester, De Land, Fla.; Ohio- 
Miami Medical College of the University of Cin¬ 
cinnati, 1910; in 1922 retired from the regular Army 
as a lieutenant colonel; physician to the Procter 
and Gamble Company at Staten Island, N. Y., 
until 1951; died April 2, aged 73, of pulmonary 
emphysema. 

MacDonald, Ranald Forrest HI @ Montvale, N. J.; 
St. Louis University School of Medicine, 1952; in¬ 
terned at the Hackensack (N. J.) Hospital, where 
he was a member of the staff; died in New York 
City March 23, aged 32. 

McWilliams, Charles Terrell, Springhill, La.; Uni¬ 
versity of Louisville (Ky.) Medical Department, 
1910; died March 24, aged 75, of a heart attack. 

Martin, Gideon Micajah, Meridian, Miss.; Missis¬ 
sippi Medical College, Meridian, 190S; died March 
23, aged 82. 

Martin, Robert Edwin ® Providence, R. I.; Cornell 
University Medical College, New York City, 1946; 
interned at the Rhode Island Hospital, where he 
served a residency; served a residency at the Provi¬ 
dence Lying-In Hospital; specialist certified by the 
American Board of Obstetrics and Gynecology; 
certified by the National Board of Medical Ex¬ 
aminers; served in the medical corps of the U. S. 
Naval Reserve; formerly associated with the Vet¬ 
erans Administration Hospital; died in Sebring, 
Fla., March 23, aged 37, of coronary’ thrombosis. 
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Mascnhimer, Harry Walter, Lakewood, Ohio; Johns 
flopkms University School of Medicine, Baltimore, 
1>X)8; associated with the Lakewood (Ohio) Hos¬ 
pital and the Fairview Park (Ohio) Hospital, where 

ie died March -3, aged 77, of cerebral arterio¬ 
sclerosis. 

MHos Mart™ Bernard, Boulder, Colo.; University 
or Colorado School of Medicine, Denver, 1931; 
fellow of the American College of Surgeons; vet¬ 
eran of World War II; past-president of the Boulder 
County Medical Society; associated with the Com¬ 
munity and County of Boulder General hospitals; 
died March 15, aged 56, of carcinomatosis and 
bronchogenic carcinoma. 

Moe, Leonard Nicholas, Jacksonville, Fla.; Univer¬ 
sity of Nebraska College of Medicine, Omaha, 
1925; member of the American Academy of General 
Practice; interned at St. Luke’s Hospital in Jack¬ 
sonville; chief surgeon for the Seaboard Air Line 
Railroad; died March 25, aged 60. 

Mosely, Mack Joseph Jr. ® Galveston, Texas; 
Meharry Medical College, Nashville, Tenn., 1944; 
interned at the Homer G. Phillips Hospital in St. 
Louis, where lie served a residency; staff member 
of St. Mary’s Infirmary; recent recipient of the Eli 
Lilly Medical Research Laboratory Award; died in 
the John Sealy Hospital March 23, aged 37, of 
uremia. 

Mulvany, Thomas Anthony, San Francisco; Mar¬ 
quette University School of Medicine, Milwaukee, 
1943; interned at St. Mary’s Hospital in San Fran¬ 
cisco; died March 26, aged 44. 

Neafie, Charles Allen ® Pontiac, Mich.; born in 
1SS2; University of Maryland School of Medicine, 
Baltimore, 1909; specialist certified by the Amer¬ 
ican Board of Preventive Medicine; past-president 
of the Oakland County Medical Society and in 1956 
received its seventh annual award for “distin¬ 
guished service to medicine”; served as treasurer of 
the Michigan Health Officers’ Association; for many 
years health officer of Pontiac; for eight months in 
1933 deputy director of the Maine Department of 
Health and Welfare; in 1912 resident physician at 
the Pontiac State Hospital; served on the staff of 
the Pontiac General Hospital, where he was med¬ 
ical director for three years; died March 23, 
aged 77. 

Pelzig, Alfred, Forest Hills, N. Y.; Middlesex Uni¬ 
versity School of Medicine, Waltham, Mass., 1943; 
certified by the National Board of Medical Ex¬ 
aminers; specialist certified by the American Board 
of Dermatology and Syphilology; instructor of clin¬ 
ical dermatology and syphilology. New York Uni¬ 
versity Post-Graduate Medical School; assistant 
surgeon in the U. S. Public Health Service Re¬ 
serve, 1945-1946, and later- served in the Korean 
War;’associate attending dermatologist at the Uni- 
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Beiss Henry ® New York City, Colombia Univer- 

and Sorgeom ’ Ne ' v Yo * 
City 1900; died m Miami Beach, Fla., March 10 
aged 82. 1 

Richardson, James Lee, Ashland, Ky.; Eclectic Med- 
ical Institute, Cincinnati, 1899; on the honorary 
staff, Kings Daughters’ Hospital, where he died 
March 23, aged 88, of obstruction to the common 
bile duct. 

Roessler, Harry Keer ® Ambler, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1905- 
for many years on the staff of St. Luke’s and Chil¬ 
dren’s Medical Center in Philadelphia; died in the 
Abington (Pa.) Memorial Hospital; died March 28, 
aged 79, of retroperitoneal hemorrhage. 

Rosenfeld, Arthur Samuel ® Portland, Ore.; Johns 
Hopkins University School of Medicine, Baltimore, 
1911; veteran of World War I; interned at the 
Mount Sinai Hospital in New York City; for many 
years on.the faculty of the University of Oregon 
Medical School; staff member of the Good Samari¬ 
tan Hospital; died March 20, aged 74, of coronary 
occlusion. 

Rothrock, Francis Blake ® Colorado Springs, Colo.; 
Missouri Medical College, St. Louis, 1899; died 
in St. Francis Hospital March 19, aged 84, of 
coronary thrombosis. 

Rysanek, William J., Baltimore; born Sept. 28, 
1883; Maryland Medical College, Baltimore, 1905; 
in 1955 at a dinner honoring his 50th anniversary 
of general practice, received special greetings from 
Mayor D’Alesandro, who designated him as “an 
honored and outstanding citizen of Baltimore," and 
Dr. Huntington Williams, commissioner of health, 
who wrote "Such a splendid life of unselfish devo¬ 
tion to the many fortunate persons who have come 
under your care during these many years is an 
inspiration to all of us and is a cause for rejoicing 
on the part of the city of Baltimore”; served on the 
staffs of Franklin Square Hospital, St. Joseph Hos¬ 
pital, and Church Home and Hospital, where he 
died March 28, aged 76, of uremia. 

Samostie, Joseph M., Long Beach, N. Y.; Univer 
sity of Moscow Faculty of Medicine, Russia, IJid 

Friedrich-Wilhelms-Universitat Medizimsche Fa- 

kultiit, Berlin, Prussia, Germany, 1923; died re . 
22, aged 67, of coronary occlusion. 

Sanchez Castano, Fructuoso ® Santurce P 
Georgetown University School1 of Medicane IW 
inp ton D. C., 1923; member of the House of Uete 
crates of the American Medical Association from 
1949 through 1957 and in 1959; died March aged 
62, of cancer. 
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Sar^eaut. Stanley Constantine. Crowusville. Md.; 
Howard University College of Mediciuo. Washing¬ 
ton D. C.. 1947; interned at the Harlem Hospital 
in Xew York City; served a residency at the Nor¬ 
wich (Conn.) State Hospital and served a fellowship 
at the Freedmetis Hospital in Washington. D. C: 
attached to the staff of Crownsville (Md.) State 
Hospital; died March IS. aged 38- 

Settiiio. Joseph J.. Pittsburgh; Loyola University 
School of Medicine. Chicago. 1931; served as phy¬ 
sician for the Sloarpsbiurg public schools; retired 
as phvsieian for the Baltimore and Oliio Railroad; 
staff physician at St. Francis General Hospital, 
where he died March 17, aged 55, of acute dissect¬ 
ing thoracic aortic aneurysm. 

Shapiro, William Mordecai, Toledo, Ohio; Univer¬ 
sity of Wooster Medical Department, Cleveland, 
1913; specialist certified by the American Board of 
Radiology; veteran of World Wars I and II; for¬ 
merly county" coroner; on the staff of St. Vincent s 
Hospital, where he died March 21, aged 69, of right 
cerebral vascular accident. 


Shearer. Floyd Eugene ® Edgerton, Wis.; Mar¬ 
quette University School of Medicine, Milwaukee, 
1913; veteran of World War 1; vice-president and 
chairman of the board of the Tobacco Exchange 
Bank; on the staff of St. Mary’s Hospital in Co¬ 
lumbus and the Memorial Community Hospital, 
where he died March 25, aged 70, of acute coronary 
insufficiency. 


Shorts, William Francis, Wishram, Wash.; Mary¬ 
land Medical College, Baltimore, 1911; also a 
pharmacist; died in Spokane Feb. 27, aged 76, of 
cancer of tire prostate with metastases. 

Stein, Emil ® Elizabeth, N. J-; University and 
Bellevue Hospital Medical College, New York City, 
1906; fellow of the American College of Surgeons; 
formerly member of the board of education and m 
1934 served as vice-president; served as presi ent 
of the board of health; associated with the Alexian 
Brothers Hospital, St. Elizabeth Hospital, and the 
Elizabeth General Hospital, where he died March 
-6, aged 76. 


Stem, Frederick D. ® New York City; bo mm 
Wiesbaden, Germany, Feb. 27, 1S97; Ju im i - 
milians-Universitat Medizinische ‘ a ' u J > 
burg, Bavaria, Germany, 1924; served a residency 
at the Montefiore Hospital for Chrome D s «s, 

speciaUst certified by the A^ nc; "J ^ Ame rican 
cluatry and Neurology; member ‘ A 

Academy of Neurology, American 

sociation, and the Association for LSC ‘ j 0 f 

Columbia University Colltg ^ regfonal o{fice 
Surgeons; chief of nemolog) 


of the Veterans Administration; associate attending 
physician, division of neurology. Montefiore Hos¬ 
pital. where he died April 3, aged 63. 

Straehstein. Abraham. New York City; Cornell 
University Medical College. New York City, 1903; 
member of the American Urological Association; 
served on the faculty of his alma mater and the 
Columbia University College of Physicians and 
Surgeons; associated with the Beth Israel Hospital, 
where he died April 3. aged 79. of heart failure. 

Turner, William Barron, Kershaw, S. C.; Medical 
College of the State of South Carolina, Charleston. 
1912; Kershaw County superintendent of education 
for two terms. 1904-1908; for many years trustee 
of the Kershaw County Board and trustee of the 
city schools; died in the Camden (S. C.) Hospital 
March IS, aged S9. 

Walker, Scioto Pierce, Huntington, W. Va.; Mary¬ 
land Medical College, Baltimore, 1911; served on 
the medical board of St. Mary’s Hospital; died 
March 26. aged S2. of probable coronary occlusion. 

Ware, Thomas Hendrix, Seminole. Okla.; Memphis 
(Tenn.) Hospital Medical College. 1912; died in the 
Baylor University Center, Dallas, Texas, March 7, 
aged 74, of chronic pyelonephritis and uremia. 

Wessell, John Charles ® Wilmington, N. C.; born 
in Wilmington Sept. 19, 1S77; University of Mary¬ 
land School of Medicine, Baltimore. 1900; formerly 
associated with the U. S. Public Health Service: 
consulting physician and surgeon for the Atlantic 
Coast Line Railroad Company; a director of the 
North Carolina Tuberculosis Association; recipient 
of a bronze medallion issued by the National 
Tuberculosis Association; member emeritus of the 
Consolidated Board of Health, of which he was an 
active member for many years; associated with the 
James Walker Memorial Hospital; for six years 
served on the board of trustees of the Community 
Hospital; died March 20, aged S2, of cancer of the 
prostate. 

West, Davenport ® New York City; Columbia 
University College of Physicians anil Surgeons, 
New York City, 1909; for many years associated 
with the Roosevelt Hospital; veteran of World 
War l; an examining physician for selective service 
boards during World War 11; died in Nassau, 
Bahamas, March 30, aged 77. 

Wood, John Raymond, Wadena, Iowa; the Hahne¬ 
mann Medical College and Hospital, Chicago, 
1911; served as county coroner; died in the Veterans 
Administration Hospital, Iowa City, March 11, 
aged 72, of lobular pneumonia. 

Youngs, Amos Sylvester ijp Kalamazoo, Midi.; Mich¬ 
igan College of Medicine and Surgery, Detroit, 
IS96; died March 26. aged 89. 
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Plasma Volume in Malnourished Patients.—The in¬ 
crease in plasma volume in patients not affected by 
diseases associated with hypervolemia (congestive 
heart failure, renal insufficiency, hyperthyroidism, 
and hepatic cirrhosis) has not been widely studied.' 
Dr. F. Paulino (Rev. brasil. med. 16:842, 1959) 
analyzed a series of 300 surgical patients with ma¬ 
lignant tumors, chronic infection, and malnutrition. 
1 his study led to the recognition of two types of 
abnormal volemia: that in which blood volume is 
reduced due to a reduction of cells and plasma and 
that which has dissociated volemia with decreased 
or normal cell volume and increased plasma vol¬ 
ume. The latter type is not rare and was observed 
by the author in 20 to 35% of patients with cancer 
of the stomach, esophagus, colon, and lungs. 

Several emaciated and malnourished patients 
with malignant tumor or chronic infection had 
anemia manifested by decreased cell volume and 
increased plasma volume. The mechanism of this 
increase is not known. The author observed a pro¬ 
gressive decrease of the plasma volume after blood 
transfusions given with such other preoperative 
measures as adequate diet, rest, and antibiotics. 
During treatment, beside the marked fall in the 
plasma volume, an increase of the diuresis, a loss 
of weight, and an improvement in general condition 
were observed. The serine level, in general low, 
increased during treatment, so that it was not con¬ 
venient to give blood cell transfusions to these 
patients. 

The author emphasized that the increase in 
plasma volume had no relationship to the fall in 
the number of blood cells, since in patients with 
malignancies and continuous hemorrhage the ane¬ 
mia persisted and the plasma volume was progres¬ 
sively reduced. This last fact seemed to favor the 
hypothesis that the expansion of the vascular space, 
caused by the increase in plasma volume, depended 
on general factors unrelated to the anemia. The 
author believed that expanded plasma volume 
might not be related to hypoglobulinemia but to an 
alarm reaction to the disease itself. 

Changes in Body Weight After Partial Gastrectomy. 
—Dr. D. P. Neves and co-workers (Rev. Hosp. clin. 
14:434, 1959) studied a series of 618 patients who 
had had a partial gastrectomy. In this study the 
body weight after the operation was expressed as 
a percentage in relation to the preoperative weight 
with the admission that a 5% increase or decrease 

Tho items in these letters are contributed by regular correspondents 
In tho various foreign countries. 


was without significance. All patients were classi¬ 
fied as (A) being clinically well or without symp¬ 
toms after meals; (B) having postprandial nausea 
pam, vomiting, heartburn, belching, tachycardia’ 
dizziness, or meteorism; or (C) having only diar¬ 
rhea. Group A consisted of 233 patients (37.8%) 
group B of 355 (57.4%), and group C of 30 (4.8%)' 

.,A ! oss of wei § ht was observed in 303 patients 
(49.0%), in 100 (16.2%) there was an increase in 
weight, and 215 (34.8%) showed no change. Trying 
to correlate the changes in weight with the symp¬ 
toms, the authors found that of the patients in 
group A, 75 (32.2%) had an increase in weight, 
43 (18.4%) had a decrease, and 115 (49.4%) had no 
change. Of the patients in group B, 19 (5.3%) 
showed an increase in weight, 248 (69.9%) showed 
a decrease in weight, and 88 (24.8%) showed no 
change. In group C, 6 patients (20%) showed an 
increase in weight, 12 (40%) showed a decrease in 
weight, and 12 (40%) showed no change. The 
authors, therefore, concluded that the loss of weight 
was more closely related to postprandial symptoms 
than to diarrhea. 


Nylon Graft in Abdominal Wall.—Montoro and 
Gentil (Rev. Paulista med. [Jan.] 1960) used nylon 
grafts in three patients in the repair of the abdomi¬ 
nal wall after radical resection for neoplastic dis¬ 
eases. In two patients the graft was used after 
herniation occurred. In the third patient it was 
used immediately after resection of the abdominal 
wall. In all three patients good results were ob¬ 
tained; there was no recurrence of the hernia¬ 
tion, nor was there any wound infection. The only 
postoperative complication was a moderate amount 
of serous drainage. The nylon graft appeared to be 
as good as tantalum, and it had the advantage of 
being easily obtainable. 


3NMARK 

iatica.—Dr. E. S. Staffeldt (Ugesk. laeger, Feb. 25, 
B0) compared two groups of patients, each num- 
rincr 100, who suffered from sciatica and who 
reived different kinds of treatment at different 
les at the same hospital. The first group was 
mitted to the medical side of the Aarhus general 
spital during the period 1938 to 1942. Therapy 
nsisted of prolonged, strictly enforced rest in 
d, warmth, and massage, but no exercises. 1 
’d group was admitted to hospital during the 
riod September, 1949, to April 1M. ^ 
file there bad been a radical change m tre 
jnt, the second group undergoing m 
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active measures. After a week of confinement to 
bed, to an extent largely determined by the degree 
of Lasegue’s sign and the severity of other symp¬ 
toms, the patients were given exercises designed 
to relax the muscles involved without any strain 
being imposed on the spine. Respiratory' exercises 
were also prescribed with a view to promoting 
costoabdominal respiration. 

To combat myositis of the lumbar and gluteal 
muscles, warmth was applied in the form of elec¬ 
tric pads for a half-hour twice daily. Before dis¬ 
charge from hospital, the patients were taught how 
to work and lift most effectively'. The two groups 
were compared according to the duration of then- 
stay in hospital (50 days for the recipients of con¬ 
servative treatment and 30 day's for the active 
group) and according to their condition on dis¬ 
charge. Though the two groups may not have been 
strictly comparable, they resembled each other 
closely enough to warrant the conclusion that pro¬ 
longed rest in bed should not be the standard 
method of treatment for the sciatica syndrome. 

Dipsomania.—The successes achieved with disul- 
firam in the treatment of dipsomania led, in 1950, 
to the creation of an ambulatorium in which the 
drug could be administered. Since then this insti¬ 
tution has treated 1,185 patients. According to 
Dr. H. Elder (Ugesk. laeger, Feb. IS, 1960) its staff 
of one physician, one social worker, and two volun¬ 
teer assistants is so busy that it can hardly cope 
with the 100 or more patients coming to it yearly'. 
The early enthusiasm over disulfiram has waned. 
The dosage has been reduced and a more sober 
but still appreciative attitude to it has been adopted. 
This reduction of dosage to 500 mg. twice a week, 
in tablet or mixture form, has led to the cessation 
of the side-effects provoked by the earlier, more 
heroic dosages. Chlorpromazine and Serpasil have 
been superseded by perphenazine administered in 
1959 to 36 patients in doses of 4 to 8 mg. daily for 
periods never exceeding 45 days at a time. It has 
proved remarkably effective in combating the psy¬ 
chopathic dy'sphoria to which many dipsomaniacs 
are prone. 

Much of the success achieved by physician- 
patient dialogues- hinged on the physician’s ap¬ 
proach and the patient’s reaction on the first occa¬ 
sion, and experience has taught the former to 
leave the initiative as much as possible to the lat¬ 
ter. Ehlers has little enthusiasm for the constitution 
of groups among his patients, because the tone of 
conversations within such groups is not always 
wholesome. 

Soybean Oil and Serum Cholesterol.—Dr. T. Geill 
and co-workers (Ugesk. laeger, Feb. IS, 1960) 
studied the influence of a diet low in fat but rich 
in soybean oil on the serum cholesterol level of the 
inmates of a home for elderly' persons. Without 


any' noticeable inconvenience to 24 women and IS 
men aged 62 to 94 y'ears, their ordinary' hospital 
diet was changed so that it contained only' 20 Gm. 
of animal fat, while 50 Gm. of a soybean oil was 
given, mainly as margarine. A soybean oil milk was 
prepared as an emulsion in skimmed milk. The 
total serum cholesterol content was then deter¬ 
mined. This experiment lasted eight weeks. Before 
it was started, the mean serum cholesterol level was 
232 mg. per 100 ml. for women and 175 mg. per 
100 ml. for men. At first there was a rapid, and 
later a slower, fall of the serum cholesterol level, 
which returned to normal on the resumption of the 
original diet. 

Iproniazid for Psychiatric Ailments.—Jensen and 
Kodahl ( Nord. med. March 10, 1960) gave ipronia¬ 
zid to two different categories of patients. The first 
group included 27 patients admitted to the psy¬ 
chiatric department of the Copenhagen City Hos¬ 
pital who were given this drug for more than a 
month. In addition to 9 patients with endogenous 
mental depression there were 2 with depressive 
neurosis, 12 with senile or presenile depression, 
and 4 who had arteriosclerotic dementia with de¬ 
pression. The dosage was 100 to 200 mg. daily. Tins 
was increased in a few patients to 300 mg. daily'. In 
13 patients the improvement observed was com¬ 
pletely satisfactory and in 3 others only moderately 
so. In 11 no improvement was noted. The second 
category' included 20 ambulant patients who were 
also given iproniazid for a month or more. Apart 
from two neurotic patients on whom the drug 
seemed to have no effect, the reactions to it were 
encouraging, and in a pseudoneurotic schizophrenic 
patient with severe and persistent depression the 
symptoms vanished after the drug had been admin¬ 
istered for two day's. The reactions were of 
two types: they might be prompt, within 2 or 3 
days, or delayed and gradual, after 10 to 15 days. 
There were only' a few side-effects, such as slight 
giddiness, constipation, and headache. The im¬ 
provement the drug could effect was often so great 
that it compared well with electroshock at its most 
successful. 

Renal Function and Chronic Polyarthritis.—Dr. 
A. W. S. Sorensen (Ugesk. laeger, March 17, 1960) 
investigated the renal functions of 153 patients 
with chronic polyarthritis. Serving as controls were 
200 patients with other diseases. The ages of the 
polyarthritie group were 15 to S2 years, and the 
mean duration of their polyarthritis was 11 years. 
The ages of the control group were 17 to S3 years. 
Many of the polyarthritie patients had been treated 
with gold, steroids, ACTH, phenylbutazone, or 
acetophenetidin over long periods. The renal func¬ 
tion was tested by the three-dav creatinin clear¬ 
ance method, and the average figures obtained for 
the control group were regarded ;ls normal. While 
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onl) 10.5/O of the controls showed reduced renal 
function, this reduction was observed in 33.3% of 
the polyarthritic group and the incidence of the 
condition rose markedly with the severity of the 
polyarthritis. No correlation could be established 
between the reduction of renal function and treat¬ 
ment with steroids, ACTH, gold, phenylbutazone, 
or acetophenetidin. 


J.A.M.A., June. 4, I960 


S '? !' Tle imp0rtance of enz yme studies 
should be borne m mind each time a new dnw is 

levet f Valuation of a ^olase and transaminase 
levels during a given treatment will permit appre 
ciation of its usefulness. A specificdrug£d 
reduce enzymatic elimination, but this criterion is 
of value only if the treatment is given early in the 
course of the disease. 


FRANCE 

Hepatosplenomegaly,—Payot and Armengaud 
(Preuse mad. 67:2128, 1959) studied a series of 
Africans who had hepatosplenomegaly due to 

(1) tuberculosis, typhoid, cardiac disease, or hemop- 
athy that regressed following specific therapy; 

(2) malaria, schistosomiasis, or syphilis; (3) an un¬ 
known origin such as an unrecognized cause of 
nutritional imbalance or infection. (A number of 
such patients might have had malaria, schistoso¬ 
miasis, or. trypanosomiasis in childhood.) Hepato¬ 
splenomegaly seemed always to be associated with 
diseases predominantly involving the reticuloendo¬ 
thelial system. Experiments on animals have shown 
that the blocking of the reticuloendothelial system 
produces round cell infiltrations with alteration of 
the electrophoretic pattern indicative of the pres¬ 
ence in the blood of macromolecules of exogenous 
or endogenous origin. The hepatic aspect of this 
condition has been exaggerated at the expense of 
the reticuloendothelial aspect. Hepatosplenomegaly 
may disappear spontaneously or as a result of treat¬ 
ment, or it may be irreversible. In patients with the 
irreversible type splenectomy must be considered. 


Streptomycin and Hydrostreptomycin Methionates. 
—Almeida and Almeida (Presse med. 67:2337, 1959) 
stated that 20% mixtures of streptomycin methionate 
and hydrostreptomycin methionate with sulfates 
(M 20) were less toxic than the 20 or 50% mixtures 
of pantothenates of these antibiotics. M 20 has the 
advantages that it is cheaper than the pantothenates 
and is better tolerated locally. 

Secondary Hyperaldosteronism.—Warter and co¬ 
workers (Presse med. 68:5, 1960) determined the 
aldosterone concentration in the urine of 59 pa¬ 
tients with essential hypertension. Twelve of these 
showed evidence of hyperaldosteronism. The uri¬ 
nary aldosterone levels were 10 to 30 meg. in 24 
hours. In none of the patients was Conn’s syndrome 
observed. In one patient with a clear-cut hypo¬ 
kalemia, the hypertension was definitely of renal 
origin. Therefore, hypertension, hypokalemia, and 
hyperaldosteronuria are not sufficient criteria for 
the diagnosis of Conn’s syndrome. A patient with 
high blood pressure may manifest hyperaldoste¬ 
ronism even when a moderate salt restriction, 
which would not affect a normal subject, is im¬ 
posed. Such hyperaldosteronism makes any sodium 
intake in these patients dangerous. 


Serum Transaminase and Aldolase Levels and 
Myopathy.—Breton and co-workers (Presse med. 
67:2329, 1959) stated that increased serum trans¬ 
aminase and aldolase levels early in the course of 
a disease strongly suggested a myopathy. At this 
stage these tests are of great diagnostic value. In 
a young child, greatly increased levels of these 
enzymes confirm the presence of myelopathic mus¬ 
cular atrophy. Low values rule out this condition. 
In older children the same is generally true, but 
subnormal levels of these enzymes do not exclude 
the diagnosis. On the contrary, the amyotrophy is 
not of neurogenic origin if the transaminase and 
aldolase levels are not definitely increased. 

Having recognized the most common causes of 
error, such as hepatic disease and certain isolated 
modifications of aldolasemia, as found in rachitic 
patients, for example, it is relatively simple to avoid 
errors of interpretation if several successive analy¬ 
ses of various enzymes are performed. Some ob¬ 
servers believe that increased values indicate an 
unfavorable prognosis. Pearson, however, believes 
that they indicate a rapid dystrophic course 
without relation to the eventual severity of the 


Alpha-Chymotrypsin in Plastic Surgery—Dufour- 
mental and co-workers (Presse med. 68:213, 1959) 
studied the action of alpha-chymotrypsin in 47 
patients who had had plastic operations. The drug 
was given intramuscularly in a daily dose of 5 mg. 
for three or four postoperative days. In some pa¬ 
tients the treatment was continued for two weeks. 
The drug greatly reduced postoperative swelling, 
favored the cicatrization and good nutrition of the 
flaps, and prevented venous thrombosis. 


meffler’s Syndrome.—H. Boucher and co-workers 
Presse med. 68:57, 1960) stated that in Europe 
meffler’s syndrome is often due to ascariasis. It is, 
lowever, sometimes difficult to prove the presence 
if the parasite. Loeffler’s syndrome is associated 
vith an incomplete parasite life-cycle (absence o 
iva in the stools). This may be due to infestation 
vith an ascaris from a lower animal, and therefore 
lot viable in man, or with a human ascariasis that 
•tms an abbreviated course. The krvae of t 
tscaris species commonly found m pigs, dogs, 
!ats die rapidly within the human intestine. Also, 
jecause of a kind of immune reaction frequen 
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adults, the system gets rid of parasitic larvae 
quickly. In a series of 41 case histories the authors 
show that ascaridic Loeffler’s syndrome with incom¬ 
plete parasite life-cycle is by far the most fre¬ 
quently seen Loefflerian lesion, at least in adult 
patients. For this reason skin testing with a lyophi- 
lized antigen is a valuable diagnostic aid in such 
cases. 

Pulmonary Tuberculosis.—E. Bernard and co-work¬ 
ers (Prcsse med. 6S:209, 1960) compared the results 
obtained in a group of adult patients with pul¬ 
monary tuberculosis treated daily with 15 mg. of 
isoniazid per kilogram of body weight and in an 
analogous group given the usual daily dose of 5 mg. 
per kilogram. The patients in both groups were also 
given a daily dose of 15 Gm. of PAS intravenously. 
At the end of three months of treatment, roent¬ 
genograms indicated marked improvement in pa¬ 
tients receiving the larger dosage. This advantage 
was most apparent in the patients until extensive or 
cavitary lesions but was less evident in those with 
infiltrative or nodular lesions. A more rapid and 
frequent cure was obtained with the larger dosage. 
Tolerance to the larger dosages was satisfactory. In 
only one patient was it necessary to discontinue 
the treatment. The authors believed that the neuro- 
psychical manifestations attributed to isoniazid 
were observed only in subjects with a previous 
history of neurosis. In all other subjects such mani¬ 
festations were rare and did not constitute a contra¬ 
indication to the use of the increased dosage. 

Rehydration.—A. Avachian (Presse med., Dec. 26, 
1959) devised an apparatus for aspirating body 
fluids in infants with stasis and for perfusing vari¬ 
ous therapeutic solutions in those with severe 
toxicosis, uremic coma, and surgical ileus. He 
introduced two tubes into the nostrils. The first was 
passed into the j'ej'unum, and the other tube re¬ 
mained in the stomach with its tip about 2 cm. 
below the cardia. The two tubes were fixed to the 
upper lip with adhesive tape and were connected 
with an apparatus which possessed two circuits for 
gastric and intestinal perfusion. With the aid of 
the two tubes the author performed gastric and 
intestinal lavage, followed by aspiration of the 
diluted body fluids (resulting from stasis). After 
controlling the gastric and intestinal pH level, he 
proceeded with the therapeutic perfusion. 

The total amount of fluid indispensable for 
rehydration was calculated according to the weight 
of the infant and the degree of dehydration. A 
surplus of 10% may be added to compensate for the 
volume of fluid aspirated. The author began with 
a rapid rehydration for four to six hours, in the 
course of which he perfused 30 to 40% of the total 
amount of fluid. In the second stage, maintenance 
perfusion was given at a slower rate. By way of tire 
intestinal tube, he introduced antibiotics, plasma. 


and vitamins, according to the infant’s needs. In 
364 infants treated by tins method, the case fatality' 
remained below 15%. 

Determination of Biliary Debit.—J. Stalport and 
co-workers (Lyon chir., Nov., 1959) devised an 
apparatus for measuring the function of Oddi’s 
sphincter in the course of an operation. For this 
examination the common bile duct is perfused by 
means of transcystic catheterization. The apparatus 
used includes a rotameter of paraffin oil and an 
electronic relay' which insures the amplification of 
the graphic transmission. Tracings are studied be¬ 
fore and after the intravenous inj'ection of suceinvl- 
choline. A normal tracing at the start represents a 
debit of 1 cc. per minute for a pressure between 10 
and 17 cc. of isotonic sodium chloride solution. The 
debit is subjected to rhythmic variations which may r 
be observed in the tracing. These variations depend 
on the respiratory' movements, the peristaltic waves 
moving through die biliary' passages, and the 
rhythmic opening and closing of the biliary’ duct. 

After the inj'ection of succinylcholine, which 
causes a dilatation of Oddi’s sphincter, there is a 
sudden change in the direction of the tracing. This 
inflexion is constant when the biliary’ passages are 
unimpaired. The biliary' passages may be classified 
as normal, hypotonic, or hypertonic, according to 
the pressure required for obtaining a debit of 1 cc. 
per minute. The succinylcholine test reveals the 
presence of an organic obstruction. It also makes 
it possible to differentiate between an organic and 
a functional obstruction. In case of obstruction due 
simply to hypertonia of Oddi’s sphincter, the inj'ec¬ 
tion of succinylcholine produces a marked dilata¬ 
tion. 

Levomepromazine for Refractory' Pain.—J. Sigwald 
and co-workers ( Therapy , no. 6. 1959) studied a 
series of 12 patients who had neuralgia of the 
trigeminal nerve refractory' to all the usual methods 
of treatment. Ten patients were treated with com¬ 
plete success by the administration of levomepro¬ 
mazine. Treatment was started with a dosage of 
100 mg. per day’, given in divided doses. The daily- 
dosage then was increased to 300 mg. and in some 
patients to 750 mg. As soon as improvement became 
manifest, the dosage was gradually- reduced to 
avoid a sudden withdrawal of the drug. In patients 
with refractory facial neuralgia, cither primary or 
secondary- to an operation on die gasserian ganglion, 
much improvement was obtained, but the treat¬ 
ment should not be interrupted or a relapse may- 
occur. 

Of 22 patients with pain caused by cancer, and 
refractory- to die administration of morphine and 
surgical treatment, 12 obtained excellent and S 
obtained good results. Good results were also ob¬ 
served in patients with pain caused by tabes dor¬ 
salis, in patients with phantom limb, and in those 
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with thalamic syndrome. The drug may be given 
m ramuscularly at first, and after improvement has 
been obtained it may be given by mouth. This 
treatment should be given only to patients who are 
hospitalized. 


GERMANY 

The Silent Gallstone.-E. Bock and H. Henning 
(Au/1. Wchnschr. 14:943, 19 59) stated that on the 
basis of pathological findings it may be supposed 
that 10% of adult men and about 25% of adult 
women have gallstones that cause few if any symp¬ 
toms. Only 50% of such patients remain symptom- 
free after cholecystectomy. Conservative treatment 
is, therefore, preferred, and operation should be 
considered only when conservative measures fail. 
Clear-cut indications for operation are repeated 
attacks of colic and icterus, and the first bout of 
fever makes a relative indication into an absolute 
one. 

To arrive at a better judgment of the indications 
for operation, the authors made a eatamnestic in¬ 
vestigation of 224 patients (207 women and 17 
men). In 142 of them the presence of cholelithiasis 
was confirmed by x-ray and in the rest it was 
deemed highly probable from the history and 
clinical findings. In S patients the cholelithiasis 
was detected by chance, but in 139 its history 
could be traced for up to five years. Considering 
20 to 30 years as the typical age for the develop¬ 
ment of cholelithiasis, and taking into account that 
the average age of the observed patients was 55 to 
60 years, it appears that the gallstone carrier in 
many cases develops symptoms only after a latent 
period of two or three decades. Of the 224 patients 
7S were operated on because of continuously re¬ 
curring colic, fever, and icterus, and 21 refused 
operation. Since the indication for cholecystectomy 
was related not only to the type of biliary disease 
but also to the general operative risk, the number 
of operations remained comparatively low. 

In this series 130 patients were followed up for 
three to seven years after conservative treatment. 
Of these 10 had died, but the biliary disease was 
not a proved contributor to their death. The pa¬ 
tients were divided into three groups according to 
their symptoms. Group 1 had colic only; group 2 
had colic, fever, and icterus; and group 3 was symp¬ 
tom-free. In the follow-up examinations attention 
was paid to such factors as recurrence of colic, 
icterus, and fever, to observation of diet, and to pos¬ 
sible later necessity for cholecystectomy. After three 
to seven years 53 patients (40%) were symptom-free, 
and 77 had a recurrence of biliary symptoms. In 12 
of the symptom-free patients a solitary stone was 
found; in 16 the cholecystogram showed no stones; 
and in the other 25 multiple stones were seen. 
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Thirty-one patients of the group had not ob 
served a special diet. Of the eight in whom "all- 
stones were found only by chance, three later had 
colic but no further complications. Of 21 patients 
who had been advised to have a cholecystectomy 
only 6 had had to be operated on although 13 had 
bouts of colic. The authors concluded that by 
itself, detection of gallstones is not an indication 
for operation, if only because development of an 
inflammation may often be related to a second dis¬ 
ease. Only when this second disease occurs with 
frequent attacks of pain, fever, or congestive icterus 
does the need for cholecystectomy become acute. 
On the other hand, operation is inevitable when, in 
spite of intensive conservative treatment, painful 
attacks or congestive icterus occur and a compli¬ 
cating hepatic or pancreatic affection appears. 


Oral Test for Pregnancy.-Igel and Enold of Berlin 
(Med. Klin. 54:1460-1462, 1959) stated that the 
administration of progesterone to patients with 
primary or secondary amenorrhea is expected to 
produce bleeding, while it has no such effect on 
patients who are pregnant. Recent studies were 
designed to find out whether a preparation consist¬ 
ing of 5 mg. of methylestrenolone and 0.5 mg. of 
methylestradiol per tablet would be a suitable test 
for pregnancy. After the rat-estrus test had been 
made on a series of 101 women in whom pregnancy 
was suspected the patients were given 1 tablet and 
24 hours later another tablet of the preparation. Of 
these women 62 were pregnant, and the result of 
the rat-estrus test agreed with the result of the oral 
test (no bleeding occurred) in 60. 

In one patient the preparation caused slight 
bleeding which had no effect on the pregnancy. 
Her rat test had given a positive result. In another 
patient the biological test gave a negative result 
and the oral test a positive result. Menstruation was 
overdue for only five days. Of the other 39 patients 
34 reacted with bleeding for 1 to 10 (average 4) 
days after taking the tablets. In these patients the 
rat-estrus test gave negative results. In the other five 
the oral test gave false-positive results. Bleeding 
failed to occur because of amenorrhea existing for 
more than three months. The reliability of the oral 
test is, therefore, excellent when secondary amenor¬ 
rhea can be excluded. 


ng from Nose Drops.—A report of the Drug 
ssion (Arztl. Miiteihmgen, no. 2, p. 69, I960) 
that in recent years poisoning in infants and 
hildren due to overdosage with nose drops 
sal sprays containing naphthylimidazole has 
epeatedly observed. Overdosage with such 
xtions may cause marked and even je- 
ning disturbances of the respiratory center, 
e, and somnolence. In order to prevent such 
.i_a.,. „„mrrtis<;inn recommends that (1) tn 
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preparations should not be used as sprays for 
infants and children below 6 years of age because 
the exact therapeutic dosage is difficult to deter¬ 
mine and the danger of overdosage is great, and (2) 
if naphthylimidazoline drops must be used for in¬ 
fants and children under 6 years of age they should 
not be stronger than 0.05% (a dilution 1:2,000), 
because with a concentration of 1:1,000 there is too 
much danger of an overdose. 

The commission urgently requested pharmacists 
to advise customers accordingly when dispensing 
such preparations. It also recommended that the 
makers of nose drops and sprays containing naph- 
thylimidazole should state in a prominent place on 
tire package of such drops and sprays when they 
contain a 0.1% solution that this strength is suit¬ 
able only for adults and children over 6 years of 
age. They should also equip packages of 0.05% 
drops with pipets which hold no more than one 
drop in order to preclude overdosage. 

Peridural Anesthesia.—H. Klosterhalfen of Diissel- 
dorf ( Ztschr. Urol. 52:S4-S9, 1959) used levoproma- 
zine on 164 patients as a basic depressor and 
N-(3 dimethylaminopropyl) phenothiazine for po¬ 
tentiation prior to the beginning of an operation. 
Levopromazine has potent antihistaminic action. 
Its central effect is 30 to 50% greater than that 
of the previously used chlorpromazine. It has about 
the same effect on the autonomic nervous system, 
while its secretion-inhibiting properties are less. 
Levopromazine lowers the blood pressure by 20 to 
25% in the average patient and in hypertensive 
patients by up to 40%. 

One hour before operation patients were given 
a mixed injection containing 50 mg. of levoproma¬ 
zine, 25 mg. of promethazine, and 50 mg. of 
diphenylhydantoin intramuscularly. This injection 
also sufficed for younger patients who did not 
satisfactorily respond to chlorpromazine premedi¬ 
cation. Side-effects were swelling of the nasal 
mucosa and conjunctival injection. N-(3 dimethyl¬ 
aminopropyl) phenothiazine proved suitable for 
ganglionic blocking immediately before operation. 
It has only slight peripheral and central action, 
hardly affects circulation, and is well tolerated on 
intravenous injection, thus providing for short-term 
and individually controlled potentiation. Patients 
were given one or two ampuls (20 or 40 mg.) of 1% 
solution, one ampul of strong preparation (50 mg.) 
intravenously, or a combination with diphenyl¬ 
hydantoin. The injection was given very slowly. Cir¬ 
culation and blood pressure were affected in only 2 
°f the 164 patients, which contrasted well with 
results after chlorpromazine premedication. Sym- 
pathicomimetics are contraindicated because of 
the danger of epinephrine reversal. 


INDIA 

Tuberculosis Survey.—The national tuberculosis 
survey revealed that about 5 million people in 
India, or 1.3% of the population, suffer from pul¬ 
monary tuberculosis. The total number is thus 
much larger than was presumed. The number of 
infectious cases is probably at least 1,500,000, or 
0.4% of the population. The fact that there is such 
a large number of infectious cases in mb an and 
rural areas is a matter of serious concern and 
demands the highest priority' for the antituberculo¬ 
sis campaign in the country's five-year plans. The 
survey has also belied the earlier assumption that 
tile population in urban areas was more affected by 
tuberculosis than that manual areas. For this rea¬ 
son, programs for control of tuberculosis have to 
be extended to rural areas also in the third and 
subsequent plans. 

Grant for Malaria Control.—An additional grant of 
$665,550 has been authorized by the United States 
for India’s malaria eradication program. A supple¬ 
mental agreement signed in January by the govern¬ 
ment of India and the U. S. Technical Cooperative 
Mission provides special funds to procure chloro- 
quine and primaquine phosphate tablets, jeeps, 
microscopes, slides, and calculating machines. 
These will further aid the eight-year-old Indo-U. S. 
efforts to banish malaria from India. The latest 
agreement brings the total of United States assist¬ 
ance to the malaria control and eradication pro¬ 
gram to $6,500,000. 

Chlorpropamide.—C. J. Modi and co-workers 
(/. Indian M. A. 34:92 [Feb. 1] 1960) treated 10 
patients with chlorpropamide for two months. Ml 
were elderly persons with moderately severe or 
severe diabetes. The duration of diabetes varied 
from less than one year to over 20 years. 

The usual diet of the patients was continued 
during the trial. The drug was given in doses of 
250 mg. twice daily for three days and then 250 
mg. once daily in the morning. Five of the 10 
patients were of normal weight, two were oxer- 
weight, and three were underweight. One had re¬ 
ceived carbutamide earlier, four tolbutamide, one 
botlr carbutamide and tolbutamide, and three in¬ 
sulin. The maximum drop in fasting blood sugar 
level occurred in the first week, after which im¬ 
provement was gradual. The normal x’alue was 
reached in three weeks and was maintained. The 
mean 24-hour excretion of sugar fell S2%. Post¬ 
prandial glycosuria x\ r as controlled in one week in 
three patients and in txvo to four weeks in others. 
No patient developed albuminuria at any stage, 
and microscopic examination of the urine showed 
no abnormality'. The drug was well tolerated by all 
the patients, and, aside from the fall in the total 
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leukocyte count seen in four patients no side 
effects were observed. The authors found chlorpro- 
pannde an effective and potent oral hypoglycemic 

V 1 v ,VC ^ t,entS SIl0Wed an excellent response 
anci five a fair response. 


c, iolme Theophyllinate for Cardiac Failure.-Datev 
and Sarclcsai gave choline theophyllinate as a di- 
uret.c agent to eight patients with congestive car¬ 
diac failure due to cor pulmonale, two with edema 
due to cirrhosis of liver, one with edema due to 
malnutrition, and three normal controls (J Posl- 
grrn/. Med. 6:33 [Jan.] 1960). The 11 patients with 
edema received a salt-poor diet containing 1.45 
Gm. of sodium and 2.63 Gm. of potassium, and the 
controls received the regular hospital diet con¬ 
taining 7.15 Gm. of sodium and 2.87 Gm. of potas¬ 
sium. An average dosage of 0.75 Gm. of choline 
theophyllinate was given in 24 hours, and the dos¬ 
age was increased to about 1.0 Gm. a day if there 
was no response. This dose was given orally and 
continued until the edqma disappeared completely. 
Patients with congestive cardiac failure were first 
digitalized. If edema persisted in spite of the 
trial drug, 1 ml. of a mercurial diuretic was given 
intramuscularly. 

Of the eight patients with congestive cardiac 
failure only one did not require mercurials. In the 
rest the response was inadequate when choline 
theophyllinate alone was given, but this agent 
greatly enhanced the diuretic response of the mer¬ 
curial diuretic and enabled the frequency of the 
mercurial injections to be reduced. The patients 
with hepatic cirrhosis did not react so well. In the 
three normal controls no improvement in electro¬ 
lyte excretion was seen after administration of the 
drug. Doses greater than 1 Gm. a day were not 
tolerated. 


Needle Biopsy of Pleura.—M. D. Anjaria and co¬ 
workers (/. Postgrad. Med. 6:9 [Jan.] 1960) used 
needle biopsy of pleura in a series of 36 patients 
with fluid in the pleural space. Penicillin was used 
prophylactically in the first 19 patients, but as no 
infective complications were observed this therapy 
was discontinued. In 2 of these patients not enough 
tissue was obtained for examination, and in 12 the 
tissue obtained was not from the pleura. Of the 
remaining 22, histological examination suggested 
tuberculosis in 11, chronic inflammation in 10, and 
acute inflammation in 1. The authors find this meth¬ 
od safe, quick, and simple, especially in diagnosing 
tuberculosis. There were no deaths or untoward 
complications in this series. 

SGO-T and Coronary Heart Disease.—V. K. Dewan 
and co-workers {]. Indian M. A. 34:128 [Feb. 16] 
1960) estimated serum glutamic oxalacetic trans- 
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anwnase (SGO-T) levels in a series of healthy adult* 
5 patients with manifest liver disease, and 40 ™ 
mnts with coronary heart disease. The levels in L 
after group were determined within 36 hours of 
their first chnieal attack. In 17 of them electro¬ 
cardiogram (ECG) showed typical changes of re¬ 
cent myocardial infarction, in 15 only equivocal 
changes were seen in ECG, and in 8 the ECO 
showed negative findings on two successive occa¬ 
sions The average SGO-T level in normal controls 
was 41.4 units. In patients with liver disease this 
level varied between 52 and 67 units. The SGO-T 
level was higher than 65 units in all patients with 
heart disease and ranged between 65 and 322 units. 
In patients in whom the ECG was normal or 
showed only an ischemic pattern, a high SGO-T 
level helped confirm the clinical diagnosis of myo¬ 
cardial infarction. Patients with frank electrocar¬ 
diographic changes of myocardial infarction showed 
much higher SGO-T levels than those with equivo¬ 
cal or negative findings. This estimation is of value 
in patients with coronary heart disease for con¬ 
firmation of the clinical diagnosis, especially when 
the ECG findings are normal during the first two 
days of an attack. 


JAPAN 


Family Planning.—After more than 10 years the 
government-sponsored family planning program is 
said to he working well. For the first time the ever- 
rising enrollment in elementary schools has been 
checked. * Much more work remains to be done, 
however, for even now the annual figure for abor¬ 
tions is said to number more than one million. The 
present improvement was achieved by a corps of 
•about 32,000 persons, mostly midwives and~sociaI 
workers, especially trained to instruct wives, as a 
group or individually, in the use of contraceptives. 
Each worker may instruct 100 such sessions in a 
month, but the average is 10 or 11 a month. It is 
one thing to become a qualified teacher and quite 
another to gain enough practical experience to sell 
the idea of family planning by sympathetic under¬ 
standing and a real insight into family problems. A 
town of 3,000 population is allotted one instructor 
who is on call at all hours of the day or night. She 
must hold classes at least once a week for group 


non. . T . 

: all instructions are on contraception, ljie 
ctor may be consulted by a childless wife w 10 
s to become pregnant. In such a case she may 
retroflexed uterus or some other abnormality 
•ing a specialist’s help. Because these social 
>rs receive only a nominal salary from tie 
nment they must be imbued with a senserot 
purpose, and above all they must love the 
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Death from Cancer.—The provisional death rate in 
England and Wales in 1959 for all forms of cancer 
in men was 2,261 and in women was 2,063 per mil¬ 
lion of population. These figures show a slight de¬ 
crease from 195S for men and ah increase for wom¬ 
en. The rate for men includes an increase since 1958 
from 784 to S31 per million of population of deaths 
from cancer of tire lung and bronchus and a de¬ 
crease from 1,549 to 1,430 in other forms of cancer. 
The rate for cancer of the lung and bronchus in 
women increased from 119 per million in 1958 to 
123 per million in 1959 and increased for other 
forms of cancer from 1,810 in 1958 to 1,940 in 1959. 
Deaths of men from cancer totaled 51,783, of which. 
18,181 (over 35%) were due to cancer of the lung 
and bronchus. Of a total of 45,333 deaths of women 
from cancer, only 2,882 (just over 6%) were ascribed 
to this cause. 

Corticotropin, Corticosteroids, and Gastric Secre¬ 
tion—The first issue of Gut contains two papers on 
the effects of corticotropin and corticosteroids on 
gastric secretion. In one of these G. P. Crean re¬ 
ported on the measurement of gastric acid secretion 
in terms of maximal histamine secretion in IS pa¬ 
tients during prolonged treatment with corticotropin 
and corticosteroids. The amount of gastric acid 
secretion was suppressed in four, unchanged in 
three, and increased in five patients treated with 
corticotropin. The secretory changes ranged from 
complete suppression (in a patient with initially low 
secretion) to an increased secretion four times that 
in the controls. In each of the five patients treated 
with cortisone, and in one treated with, predni¬ 
solone, secretion was increased, the increases rang¬ 
ing from 33 to 160% of the control level. The effects 
of single intravenous injections, of continuous intra¬ 
venous infusions of hydrocortisone, and of intrave¬ 
nous infusions of corticotropin on the hydrogen ion 
and electrolyte content of basal and maximally 
stimulated secretion were also studied. In these 
experiments the greatest changes were seen in those 
patients in whom acid secretion had been noted to 
increase during prolonged steroid therapy. 

Royal Jelly.—There is no evidence, either theoreti¬ 
cal or from published practical tests, that any of 
the existing preparations of royal jelly produce any 
effect other than that which can be achieved easily 
with any other expensive material which the cus¬ 
tomer believes will do him good. Royal jelly can, 
therefore, be added to the long list of “magic” sub¬ 
stances which, since the beginning of history, human 
beings have persuaded themselves will make them 
younger, healthier, and more beautiful. Such is the 
conclusion reaclifed by Consumers’ Association Ltd., 
and published in the March issue of the monthly 
journal, Which?. The main constituents of royal jelly’ 


are water, protein, carbohydrate, and fat; there are 
small quantities of thiamine, riboflavin, nicotinic 
acid, pantothenic acid, and biotin. 

Expired-Air Resuscitation.—As the result of an in¬ 
vestigation of mouth-to-airwav expired-air resusci¬ 
tation in 22 anesthetized paralysed patients, J. Cox 
and co-workers (Lancet 1:727, 1960) concluded 
that this is an effective method of resuscitation. The 
patients’ lungs were ventilated by expired air for 
periods varying from 15 to 115 minutes. Eight 
donors were used, none of whom had performed 
expired-air resuscitation previously, and in no in¬ 
stance was difficulty' experienced in inserting the 
airway and starting resuscitation. The mouth-to- 
airway method was used, rather than the direct 
mouth-to-mouth method, and it is considered the 
method of choice as the esthetic objections to 
mouth-to-mouth methods are many’. Great difficulty 
was encountered at first in maintaining an adequate 
mouthseal. In the end, the most satisfactory’ seal 
was found to consist of an oval soft rubber sheet 
with foam plastic glued to one surface. The foam 
plastic formed an airtight joint between the pa¬ 
tient’s face and the rubber. The conclusion reached 
was that mouth-to-airwa\’ expired-air resuscitation 
is an effective method and that it should take its 
place as an alternative to the standard methods, to 
which it is in some cases to be preferred. 

Economics of Health Services.—In the April issue 
of Lloyds Bank Review, D. S. Lees pointed out that 
between 1949 and 1958 health expenditure, u'hile 
rising’ dramatically in terms of money, increased in 
real terms by’ no more than 18%. This was about the 
same as the rate for consumer expenditure in gen¬ 
eral and much less than for welfare services. Pie 
contended that it would be difficult to maintain 
that the introduction of the National Health Sendee 
has resulted in a spending spree. Compared with 
the increase in 1938 the per capita increase in real 
terms was only 10%. 

Had people been left to make their own choice, 
they might have spent more rather than less on 
health sendees. Nevertheless, the switch from 
private to public expenditure means, among, other 
things, that the level of taxation is higher than it 
otlienvise would have been by more than 1.4 billion 
dollars. With this sum sales taxes could have been 
abolished or the standard rate of income tax re¬ 
duced by 2S cents. It could be maintained that, if 
taxation had been so much lower, greater incentives 
to work, save, ;md take risks would have raised na¬ 
tional income above its present level and so en¬ 
abled the public to enjoy the present standard of 
health services and to have additional funds for 
other uses. 

An important part of tile case for a national 
health service has been that the expenditure in¬ 
volved would be more than justified bv the con- 
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m the 19th century but has ceased to be so now that 
health expenditures mainly tend to add to the 
number of retired people in the population and to 
the number of women over 45 years of age. The vast 
majority of the population today is in good health 
as much through good luck and good food as 
through good medicine. It is doubtful whether 
further improvement would be an aid to output. 
We are thus faced with the choice between devot¬ 
ing resources to health or devoting them to such 
wealth-producing activity as education or capital 
investments in industry. 


Death from Chewing Gum.-Two deaths due to 
aspiration of chewing gum into the bronchi were 
reported by Stallybrass and Child ( Brit. M. J. 
1:1113, 1960). A man aged 62 years, who enjoyed 
reasonably good health, was found by his wife, 
dead in his garden. At autopsy a single wad of 
chewing gum was found occluding the right main 
bronchus. Although the left ventricle was hyper¬ 
trophied and both coronary arteries showed ad¬ 
vanced calcified atheroma, there was no evidence 
of occlusion or of old or recent myocardial infarcts. 
Death was attributed to vagal inhibition resulting 
from sudden impaction of the chewing gum in the 
bronchus. Another man, aged 62 years, suddenly 
collapsed at work. When medical aid arrived he was 
found to be dead. At autopsy a wad of chewing 
gum was found in the left main bronchus. The main 
bronchus was not totally occluded, and the mucosa 
was inflamed. A little mucopus was present. The 
lungs were congested but showed no evidence of 
infection or collapse. The coronary arteries showed 
severe calcifying atheroma, but there was no throm¬ 
bosis. The purulent bronchitis was taken to indicate 
that the chewing gum had been inhaled some time 
before death and that death was due to coronary 
insufficiency and bronchospasm. The authors have 
been unable to find any report of similar cases. 

Mental Hospital’s Social Club.—What is believed to 
be the first social club of its kind in this country 
was opened at a mental hospital in Nottingham. 
Known as “The Gateway,” it will be run for the 
patients by the patients. It is housed in a modem 
building with a hall equipped with stage and dress¬ 
ing-rooms, lounge, art room, music room, tea bar, 
committee room, and a shop. The center cost 
$70,000 to build and will be run by a committee of 
eight: two patients from each ward of the 120-bed 
hospital. 

Strontium-90 in Milk.—According to the second re¬ 
port of the Radiobiological Research Laboratory of 
the Agricultural Research Council, the average 
amount of strontium-90 in milk increased by about 
40% between December, 195S, and June, 1959. The 
report confirmed the belief that the level of 
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frlTi', 90 in m [ lk is dete ™ed mainly by the 
rate of fall-out in the immediate past and not bv the 

cumulative total in the soil. As the rate of fall-out 
is now decreasing, it was concluded that no further 
increases in the level of strontium-90 in milk are to 

be expected if nuclear weapons tests are not re¬ 
sumed. 

I ? eal S £ e ™ ice failings.—In a study sponsored by 

oinnn U r ffie( ? P , rovincial Hospitals Trust, Britain’s 
-T,UU0 family doctors were charged with failure in 
their role of coordinators of the different services 
for treatment and care of the .sick. The report, by 
Mr. Gordon Forsyth and Dr. Robert F. L. Logan 
concluded that there was a risk of building too 
many hospitals. The 250 beds per 100,000 popula¬ 
tion found to be needed in Barrow for acute illness 
was only one-half the number that the hospital 
planners had thought necessary at the start of the 
National Health Service. The investigators found 
that not all hospital admissions were clinically 
necessary. If allowances were made for this, the 
need for beds decreased to 230 per 100,000. Fewer 
beds would be needed if better outpatient clinics, 
more home nursing facilities, better standards of 
housing, and willingness by the general practitioner 
to undertake home care were provided. The last 
point is crucial to the whole situation. 

Under the National Health Service (NHS) the 
general practitioner is supposed to coordinate all 
the services provided. He has a unique opportunity 
of diagnosing before symptoms appear, when early 
treatment could be lifesaving. The need for early 
diagnosis has been accentuated by the emergence 
of new drugs and healing techniques. Until re¬ 
cently it was of only academic interest to diagnose 
meningitis, cancer, thrombosis, deafness, or melan¬ 
cholia. “It is all very- well in theory to cast the 
general practitioner as. tlie leader of the new ad¬ 
vances in preventive medicine. But has he the 
necessary skill to take up the challenge? The death 
rate from coronary thrombosis in middle-aged men, 
with anticoagulants available, suggests that he has 
not.” 

About 20% of diabetics are undiagnosed and un¬ 
treated until they present complications. The 
average duration of hospital stay, the investigators 
said, is much longer in British than in North Ameri¬ 
can hospitals. One reason is the general practi¬ 
tioner’s failure to integrate the hospital and home 
services. “The way in which the health service 
has developed in relation to general practice does 
not present an encouraging picture. If there s 
really to be a renaissance of general practice, m 
stead of merely lip-service to the geoeml P«- 
titioner then efforts must be made to bring the 
^neral practitioner back to the hospital, perhaps 
with an extension of clinical assistant posts, ac¬ 
companied by modifications in the method . 
incentives of remuneration. 
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DERMABRASION 

To the Editor:—Deep abrasion, under any of its 
several pseudonyms, and multiple excisions have 
emerged since World War II as a pair of related 
modalities offering great help for most patients 
disfigured by acne pitting. Dr. Preston C. Iverson, 
who popularized both techniques in the middle of 
the 1940’s, agrees with me that effective mass use 
has been set back 10 years by disrepute resulting 
from unfortunate and highly inaccurate publicity, 
not entirely confined to lay periodicals. The special 
report by Rattner and Lazar in The Journal, Dec. 
26, 1959, page 2326, helps to correct some of the 
false implications regarding the degree of perfec¬ 
tion and the universality of satisfactory results to 
be anticipated, but it fails to emphasize the follow¬ 
ing essential points. 

For the more hideous deformities of this type, 
use of painstaking multiple excisions (often hun¬ 
dreds in several stages) is the more important of the 
two related techniques and is largely responsible 
for most of the better results. Such excisions are not 
compatible with superficial local anesthesia as 
described in the recent article. 

Improvement of appearance by abrasion is 
primarily related to normal viewing distances and 
lighting conditions. Saucerization tends to reduce 
the intensity' of shadows cast in the center of deep¬ 
er pits, a change rarely noticeable on close inspec¬ 
tion under the harsh lighting of bathroom mirrors. 

Among surgeons with the longest experience in 
abrasive therapy, prognosis for any single patient is 
still deemed all but impossible. Wide variability in 
results does not seem to be well explained by classi¬ 
fication of types. Furthermore, results should not 
be judged within the first few weeks. As skin com¬ 
pletes the regeneration process, many pits tend to 
reappear or again become more prominent. 

In spite of the uncertainties and drawbacks, 
reasonable improvement attained in the average 
patient makes these procedures ones which I would 
unhesitatingly elect for myself or my family. 

E. Hoyt DeKleixe, M.D. 

340 Linwood Ave. 

Buffalo 9, N. Y. 

To the Editor:— The article in The Journal by 
Rattner and Lazar fails to give credit to Dr. Preston 
C. Iverson of Philadelphia for originating the 
method of dermabrasion. In his original paper, 
“Surgical Removal of Traumatic Tattoos of the 
Face,” ( Plast . 4- Reconstruct. Surg. 2:427-432 [Sept.] 


1947) he calls attention to the use of dermabrasion 
for the elimination of traumatic tattoos which he 
encountered as a surgeon working in army hospitals 
during World War II. In a second paper, “Further 
Developments in the Treatment of Skin Lesions by 
Surgical Abrasion,” published in the same journal 
(12:27), he described the application of this tech¬ 
nique to many other facial disfigurements. Iverson’s 
second paper was published in July, 1953,. and 
Kurtin’s in October, 1953 (A. M. A. Arch. Dermat. 
F Syph. 6S:3S9). 

From the paper by Rattner and Lazar one gets 
the impression that Kurtin was the first to report 
on the method of dermabrasion. Credit should be 
given to Kurtin for improving on the method by 
using a rapidly rotating brush and freezing the skin 
with ethyl chloride, but the fundamental concepts 
of dermabrasion should be credited to Iverson’s 
original contribution. It is difficult for any author 
to be familiar with all sources of progress in medi¬ 
cine, but in a review article such as this it seems 
inexcusable to fail to acknowledge that the original 
concept of abrasion was made by Iverson, a plastic 
surgeon, and only modified by Kurtin, a derma¬ 
tologist. I have heard verbally from my colleague, 
Dr. V. H. Kazanjian of Boston, that he had used 
the method even before Iverson’s publication but 
that he did not report it in the surgical literature. 

Bradford Cannon, M.D. 

275 Charles St. 

Boston 14. 

To the Editor:— Take a look at the “before” and 
“after” pictures in the special article on derma¬ 
brasion. Any of the illustrations would demonstrate 
my point, but look particularly at figure 4. The 
"before” picture is taken with a light directed from 
above and to the side to show a maximum of the 
texture of the deformities in the skin. The “after” 
picture is taken with the light straight ahead in 
front of the patient to show the minimum of texture 
of the scars. The “before” picture is taken close to 
the patient, thereby showing the scarring to the 
maximum. The “after” picture is taken farther 
away, thereby minimizing the scarring. Note the 
blackness of the hair at the temples on the before 
picture and its contrast with the dark gravness of 
the temple hair on the after picture. This suggests 
that different films were used or the processing of 
the pictures was altered to make the scarring more 
prominent in the "before” picture and less promi¬ 
nent in the “after” picture. 
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there are few photographic devices that could 
have been used to make these pictures more mis¬ 
leading. U the authors of this article were duped 
by a professional photographer who wanted to 
please them by making their results look good by 
hick photography, I feel sorry for them instead of 
angry. But this is scientific dishonesty, and most 
readers of The Journal will not be aware of the 
trickery. Tiie authors and the editors have slipped. 

Stanley R. Truman, M.D. 
1904 Franklin St. 

Oakland 12, Calif. 

The abocc comments were referred to the authors 
of the article , and they have submitted the follow¬ 
ing reply. 

lo the Editor :—The assignment undertaken by Dr. 
Lazar and me was to discuss dermabrasion for the 
improvement of acne scars in the light of our experi¬ 
ence with the method. We were not asked to write a 
review article. While it may not be technically cor¬ 
rect, usage lias decreed that the term “dermabra¬ 
sion'’ refers to the method introduced by Kurtin. 
Accordingly, we did not think it necessary to review 
the literature thoroughly. Wc referred only to 
specific articles mentioned in the paper. Also, on 
page 232S we made the following statement. “It 
was evident at once that the method was unques¬ 
tionably the best one yet devised for the treatment 
of acne scars. In the past, numerous measures had 
been tried, including scarification, electrodesicca¬ 
tion, surgical excision, surgical shaving, chemical 
caustics, cryoslush therapy, and the widely pub¬ 
licized abrasion with sandpaper, but all procedures 
had been found wanting." Dr. Cannon’s and Dr. 
DeKleine’s points are well taken; we believe, how¬ 
ever, that they embrace a larger subject. 

I asked the photographer to comment on the 
specific points raised in Dr. Truman’s letter. He 
assured me that the film, paper, and processing are 
always the same but that in order to picture the 
scars accurately, it is necessary to alter lighting, 
before and after, and sometimes even to change 
slightly the position of the head. A change in hair 
style is not important as long as the lens centers on 
the scars. He is prepared to support these views be¬ 
fore any body of experts. As to the point that was 
raised in regard to figure 2, he tells me that the 
lighting was identical but that some detail was lost 
in the reproduction. These comments were then 
firmly supported by a production executive in the 
medical book publishing field who is an expert on 
the subject, and after making a careful examination 
he also attested to the authenticity of the photo¬ 
graphs. 

Herbert Rattner, M.D. 

104 S. Michigan Ave. 

Chicago 3. 


J.A.M.A., June 4, I960 


o the Editor :-A review of the literature on 
eim abrasion shows that Kromayer, in 1905, pub- 
hshed an account of use of a motor-powered instru¬ 
ment to improve scars and other disfigurements of 
the skin. He also noted that ethyl chloride could be 
used as an anesthetic and skin hardener. In 1929 
ivi omayer first mentioned a leveling operation for 
smallpox scars, and in 1933 he published another 
paper on abrasion with steel burs, which he used 
foi superficial conditions such as juvenile warts 
freckles, and pigmentations. In 1947 Iverson re¬ 
ported on his use of carpenters’ sandpaper, grit 
0-00, wrapped around a 3-in. (7-cm.) roll of gauze 
bandage. He successfully removed traumatic tattoos 
from the faces of patients under general anesthesia. 
In 1948 McEvitt applied the use of sandpaper to 
treat postacne scarring. In 1952 Kurtin introduced 
his method of corrective surgical planing of the 
skin. The abrasion was performed with motor- 
driven steel brushes, and ethyl chloride was used 
as a local anesthetic and skin hardener. The use of 
ethyl chloride provided a rigid bloodless field for 
abrasion which helped make this method adaptable 
as an office procedure. After Kurtin’s report medical 
interest in dermabrasion was stimulated, so that at 
present it is a widely used procedure. 

V. L. Conley, Ph.D. 

Secretary 

A. M. A. Committee on Cosmetics 
URINARY CONTROL 

To the Editor:—In his splendid article, “Develop¬ 
ment of Urinary Control in Children,” which ap¬ 
peared in The Journal, March 19, page 1256, Dr. 
Muellner states, “Man’s ability to void at any degree 
of bladder filling is a unique biological phenomenon 
which no otheb-mammal manifests. An apparent 
exception is the male dog (and other canines), who 
is able to deposit small amounts of urine at each 
pillar and post.” 

I have two female Dalmatians, mother and 
daughter, aged 10% and 7% years, who show the 
same characteristic to a marked degree. Possibly 
the fact that they have both been spayed has some¬ 
thing to do with this phenomenon. Often they will 
deposit small amounts of urine in as many as a 
dozen places within a few minutes, usually in places 
which have recently been used by male dogs. This 
would tend to confirm Dr. Muellner’s statement 
that this act “is more closely related to the sex drive 
than to the ordinary function of micturition. Un 
many occasions, when I take them both out the 
mother , dog will wait patiently until her daughter 
has finished voiding and will then proceed to void 
on the same spot; the reverse never happens. 

Jacob Schneider, M.D. 

Box 1002 

Thiells, N. Y. 
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FOREIGNMEDICAL GRADUATES 

To the Editor:—The letter from Henry S. Gupta in 
The Journal, March 19, page 1321, points up the 
lack of uniformity in the requirements of the 
specialty boards in the United States. Dr. Gupta 
implies that foreign doctors are discriminated 
against by all the specialty' boards, regardless of 
whether or not they have graduated from a fully 
approved medical school in them own country and 
have completed the required course of approved 
residency training in America. This is not the case. 
Several of the specialty boards, including those for 
surgery and pathology, admit to examination physi¬ 
cians from foreign countries who are still citizens of 
their own country. On the other hand, a certain few 
of the boards do not, including those for obstetrics 
and gynecology, dermatology, internal medicine, 
and orthopedic surgery. 

As Dr. Gupta points out, many physicians who 
are citizens of foreign countries and who come to 
this country for postgraduate training do so to equip 
themselves to return to their native land better 
qualified to practice good medicine. It would ap¬ 
pear that we should do all in our power to facilitate 
the training of foreign physicians coming to our 
shores, in the interest of better medical care the 
world over; improved hygiene, especially in the 
backward countries; and closer fellowship with 
medical colleagues on every continent. Properly 
trained, it is but natural tbev should desire the 
prestige afforded from certification by a specialty 
board. It is time our specialty boards established 
more uniform requirements for certification. 

Stanley B. Weld, M.D. 

S5 Jefferson St. 

Hartford 14, Conn. 

FOREIGN SCHOOLED INTERNS 

To the Editor:—As a foreign graduate I was inter¬ 
ested in your recent editorial on the problem of 
the foreign-trained intern (/. A. M. A. 172:1048 
[March 5] 1960). From personal experience, I am 
able to confirm the fact that certain hospitals look- 
on the foreign graduate as a source of cheap labor 
to be exploited for examining patients without con¬ 
sideration to furthering their medical education or 
skills. 

Some remarks in your otherwise excellent edi¬ 
torial are presumptuous. Most medical graduates 
have been used to adequate food and middle-class 
surroundings. For a sophisticated, educated person 
there is little to admire in most of American televi¬ 
sion, and American movies are available the world 
over. The food I received in tire internship, which I 
left in short order, was as low in quality as any I 
had eaten in England during the worst part of the 
war. Furthermore, a foreign intern has little oppor¬ 
tunity to enjoy the high standards of living of Amer¬ 
ica except as a spectator when stipends are so small. 


Another problem is the concentration of foreign 
interns in nonteaching hospitals. Most of these 
hospitals pay a higher stipend than do the teach¬ 
ing hospitals, and as foreign graduates are totally 
dependent on their stipend, having no family or 
other means of supplementing it, such as working 
wives, the}' gravitate toward higher paying insti¬ 
tutions. 

Although the problem is not simple, it can be 
solved. I left a poorly run internship, in which I 
was exploited, for a superior, well-supervised, well- 
taught internship in Ohio in a nonteaching hos¬ 
pital. Such an internship requires the will and 
cooperation of the entire medical staff and, most 
important, the administration. 

The state licensing boards also have a part to 
play. If a physician cannot be licensed in the 
state in which he is doing his internship, he nat¬ 
urally feels resentful. He is considered responsible 
and trained well enough to treat many types of 
emergencies and seriously ill persons, often with 
little supervision, while working in an exploitative 
situation, but he cannot be trusted to the inde¬ 
pendent practice of medicine with reasonable 
rewards. 

There are good hospitals that are not affiliated 
with teaching hospitals which give the foreign 
graduate an excellent background and training. 
Those hospitals that do not live up to the stand¬ 
ards required should be disapproved for all intern 
training under both the matching plan and the 
State Department’s exchange visitor program. I 
believe that the State Department has been too 
lax in approving poorly run programs under the 
exchange visitor program. By raising the standards 
required citizens of the United States would give a 
far better impression of the United States and its 
medicine to the foreign graduate, both to the one 
who remains and the one who returns to his home 
land; also, better patient care would be insured. 

Michael J. Keith, M.D. 

745 Graydon Ave. 

Norfolk 7, Va. 

HOME VISITS TO INVALID PATIENTS 

To the Editor:—In the article, “The Psychotherapy 
of Paralysis Agitans,” by Doshay, in The Journal, 
March 26, page 1347, I was moved by the report of 
the invalid woman who had to be dragged to the 
psychiatrist’s office every two months until her sick 
husband finally died from the strain of these efforts. 
The conclusion drawn was that better community 
facilities would have prevented this tragedy. I must 
admit that while my practice was confined to insti¬ 
tutional work I too had tubular vision which 
allowed me to see only a limited spectrum of 
solutions to problems of this sort. I am familiar 
with the geography of New York City, and I know 
that the route from Presbyterian Hospital to Staten 
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isiand is a direct one and has only a ferry and a 
tew tiaflic lights as hindrances. I am sure that a 
more direct approach to this patient’s problems 
would have preserved her husband’s life; a car trip 
could have been made by the psychiatrist to the 
patients home once every two months. This is a 
most reasonable suggestion because these infre¬ 
quent visits obviously were not for physiotherapy. 

^ e should deplore the current trend of some 
specialists to refuse home visits even when they 
know that the patient cannot travel without great 
difficulty. I cannot understand how a physician who 
is aware of these conditions can shamelessly write 
a report of such a case in a medical journal. I am 
certain that one home visit to this patient would 
have given the psychiatrist more insight into her 
problems than a dozen interviews obtained just 
after she was dragged from house to car and from 
ear to office. I hope my letter will help move some 
specialists from the desk where they write sad 
laments to the bedside where they can do some 

good. . f __ w ^ 

MENDEL Kmm, M.D. 

7710 Fourth Ave. 

Brooklyn 9, N. Y. 

TREATMENT OF MALIGNANT 
PLEURAL EFFUSION 
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latinonian exchange 


for Dr w T1 Snf n° 6XpreSS my adn ««« 
fox Dr. Forakers skillfully written satire, “Latino- 

man Exchange, which unfortunately was rather 

buried on page 168 of The Journal, Feb 'V I 

hope many others found it because the kind ’of 

situation it describes is all too prevalent. 

Having served my clinical clerkship at Strong 
Memorial Hospital in Rochester in 1938 to 1939 
and my internship in the Children's Medical Serv¬ 
ice at Bellevue Hospital in 1939 to 1940, I am one 
of those who learned medicine at its uncrowded 
best and with the enormous privilege of constant 
close personal contact with great teachers as well 
as top residents. The changed picture which exists 
today and which is so well illustrated in the biting 
description of Metrocolossal University can only 
lead to loss on all sides. On the one hand we admit 
our desperate need for foreign residents to man 
our medical services, and on the other hand we 
muff the opportunity to make them really useful 
to us and useful to their own communities when 
they return home. 

One such pungent article will, I think, do more 
than 50 lectures to bring home these points. I hope 
you will have more such satires on some of the 
glaringly weak points in modern medical practice. 


To the Editor:—' “Treatment of Malignant Pleural 
Effusion by Talc Pouch-age,” by George J. Haupt 
and others, in The Journal, Feb. 27, page 918, has 
caught my attention. I believe that the procedure 
described is absolutely unnecessary. We now have 
such adequate chemotherapeutic agents as nitrogen 
mustard or thio-TEPA which will accomplish the 
same purpose more effectively. In addition, repeated 
injections of these drugs will cause far less mor¬ 
bidity and give much better results than any method 


involving thoracotomy. 


Warren Z. Lane, M.D. 
767 Post Rd. 

Darien, Conn. 


The above comment icas referred to the authors 
of the article cited , and they have submitted the 
following reply. 

To the Editor:—It was because of our unsatisfactory 
experience with the use of colloidal radioactive gold 
and chemotherapeutic agents that we adopted the 
procedure of talc poudrage. In our hands, recurrent 
pleural effusions due to malignant pleural tumors 
by repeated thoracentesis and installation of chemo¬ 
therapeutic agents were eliminated in only about 
50% of the patients. On the other hand, as we re¬ 
ported in our article, we have never failed to elimi¬ 
nate such effusions by talc poudrage. 

George J. Haupt, M.D, 

1025 Walnut St. 

Philadelphia 7, 


Mary Steichen Caldebone, M.D. 
245 Kings Point Rd. 

Great Neck, N. Y. 


ETHYL ALCOHOL LEVELS IN THE BLOOD 


To the Editor:— With reference to the effects of 
alcohol used as an antiseptic on the alcohol con¬ 
tent of the blood. Dr. Heise, in The Journal, 


March 12, page 1197, agrees with Dr. Beeman that 
‘alcohol... should not be used when blood alcohol 
rests are made,” but the reason given is that this 
procedure would cause needless arguments in 
xmrt.” May I point out that this reason is entirely 
beside the point? Far more important than “need¬ 
less arguments” are morality and justice. 

I have found 0.2% or more alcohol in blood 
entirely as a result of alcohol used to sterilize the 
tlan (Am. J. Med. Jurisprudence 2:261 [July] 1939; 
Oanad. Bar Rev. 26:1437 [Dec.] 1948). The question 
>f whether the alcohol entered into the blood be¬ 
muse the syringe had been rinsed with alcohol to 
withdraw the blood or for some other reason is ot 
purely academic interest. The important objection 
o alcohol as an antiseptic is not that it may cans ^ 
leedless arguments but that innocent persons may 
rnnvicted because of false blood alcohol values. 


I. M. Rabinowitch 

P. O. Box 9 

Val David, Quebec. 
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INTERNAL MEDICINE 

Critical Study of Flocculation Tests: Their Replace¬ 
ment by Sandor’s Reticuloendothelial Diagram. E. 
Aron and R. Vargues. Presse med. 68:103-104 (Jan. 
23) 1960 (In French) [Paris]. 

Sandor’s reticuloendothelial diagram (SRD) is 
described and compared with several hepatic floc¬ 
culation tests usually applied for diagnostic pur¬ 
poses. The flocculation tests attempt to determine 
the quantitative changes in some serum proteins 
with the use of several artificial means of precipita¬ 
tion, while the SRD, obtained by varying the pH, 
gives an accurate picture of the serum globulin 
balance without modifying the blood proteins or 
changing their nature. Sandor’s technique consists 
in precipitating the globulins by successive addi¬ 
tions of a buffer solution, and determining the op¬ 
tical densities with a photometer. In normal serums 
the gamma-globulins precipitate at pH value of 6.5 
to 7.5, and tire alpha-globulins, at 4.5 to 5.5. When 
the pH is 7.5, the quantity of insoluble globulins 
is minimal (0.50 Gm. per liter). If this quantity is 
higher, as is the case in cirrhosis and hepatitis, the 
gamma-globulin precipitate is measurable. Pon- 
deral analysis of the precipitating globulins at a 7.5 
pH led to the conclusion that the concentration of 
gamma-globulins must be higher than 1 Gm. per 
liter to give a precipitate which can be detected by 
opacimetric methods. Thus, the increase or de¬ 
crease in precipitation in tire alkaline zone corre¬ 
sponds to either a hypergammaglobulinemia or a 
hypogammaglobulinemia. 

The SRD, as adjusted for clinical application, 
gives an accurate quantitative and qualitative dis¬ 
tribution of insoluble globulins. In normal serums 
the curve is always the same. In icterogenic hepa¬ 
titis there is a significant and simultaneous increase 
in beta-globulins and gamma-globulins. In obstruc¬ 
tive jaundice there is a hyperbetaglobulinemia, 
sometimes with a slight hyperalphaglobulinemia. 
In liver cirrhosis there is a typical diagram which 
at the same time stresses the fall in alpha-globulins 
and a moderate increase in gamma-globulins. Al- 

The place of publication of the periodical appears in brackets pre¬ 
ceding each abstract. . . 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi¬ 
zation and by persons in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association." Periodical files 
cover 1956 to date for English language and 1958 to date for for¬ 
eign language journals. Xo photoduplication services are ^available. 
N’o charge is made to members, but the fee for others is 15 cents in 
stamps for each item Only three periodicals may he borrowed at one 
time, and they must not be kept longer than five days. Periodicals pub¬ 
lished by the American Medical Association are not available for lending 
hut can be supplied on purchase order. Reprints as a rule ore the 
property of authors and can he obtained for permanent possession oni> 
from them. 


though they confirm these findings in a general way, 
the flocculation tests distort and magnify the 
changes in the serum globulin picture as a result 
of the artificial devices used. The SRD, because of 
its precision and simplicity', should replace the floc¬ 
culation tests in hepatology. 

The Epidemiology of Primary Atypical Pneumonia. 
H. B. Harding and R. A. Snyder. A. M. A. Arch. 
Int. Med. 105:217-232 (Feb.) 1960 [Chicago], 

The authors report on an explosive outbreak of 
a severe respiratory infection at Northwestern Uni¬ 
versity' in Evanston, Ill. Nineteen persons became 
ill with the disease in a period of 22 days. Fever 
accompanied by headache, malaise, and general¬ 
ized aching occurred within a 4-day period in 14 
of these persons, followed by secondary' cases in 5 
persons over an interval of 5 days. Within 2 or 3 
days co ugh, which varied in productivity', devel¬ 
oped. Physical findings in the chest were at vari¬ 
ance with the chest roentgenograms. Of 14 persons 
with marked x-ray lesions, 5 showed only slight 
physical signs of pneumonitis. Two other patients 
with no abnormal shadows on chest roentgenograms 
showed marked physical evidence of pneumonitis. 
A thorough study of this outbreak was made with 
the aid of bacteriological, virological, and serologic 
methods. The outbreak was classified as primary- 
atypical pneumonia, because the symptoms were 
typical, the chest roentgenograms of 14 of the pa¬ 
tients were characteristic, and cold agglutinin 
studies yielded positive results from specimens of 
S of the 10 patients tested. Negative virus comple¬ 
ment-fixation studies further supported the diag¬ 
nosis. 

The study of this outbreak led to an investigation 
of 96 sporadic cases of primary atypical pneumonia 
in patients who came to some of Northwestern Uni¬ 
versity- medical school’s affiliated hospitals and 
clinics between January, 1953, and March, 1957. 
In these patients the cold agglutinin test proved to 
be a more successful method of demonstrating 
serologic evidence of this disease than did the ag¬ 
glutinin test for Streptococcus MG organisms. The 
sporadic type of tire disease was observed more 
often in the late summer and fall than at other 
times of tire year, and more often in women than 
in men. Of the 96 patients, 21 were treated with 
penicillin, 19 with chlortetracycline (Aureomycin), 
and 21 with oxytetracycline (Terramycin); the re¬ 
maining 35 patients were treated with various com¬ 
binations of penicillin, chloramphenicol, strepto¬ 
mycin, erythromycin, oxytetracycline, tetracycline, 
and Mysteclin (a combined preparation of tetra- 
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eyehne and nystatin). Treatment with the broad- 
spectrum antibiotics was followed by a rather 
prompt drop in fever, but the total time of illness, 
as determined by chest roentcenoeram pvirlm™ of 


v -roentgenogram evidence of 

disease, was not significantly altered. 

Evidence for the possible existence of a sub- 
cUme.il type of the disease has also been presented, 
it again has been found that primary atypical pneu¬ 
monia apparently is not due to any of the common 
bacteria or to the better known viruses or rickettsias. 
rite literature concerning the disease has been ex¬ 
tensively reviewed, including the techniques for, 
and the mechanism of, the cold agglutinin and 
Streptococcus MG agglutinin tests. 

Diabetes Mollilus and Carcinoma of the Pancreas. 
B. Lemass. Irish J. M. Sc. 0:16-3-1 (Jan.) 1960 
[Dublin]. 

1 he author observed a patient with a strong fam¬ 
ily history of diabetes mellitus, in whom the classi¬ 
cal symptoms of diabetes mellitus developed, and 
who then suddenly had obstructive jaundice. At 
laparotomy it was found that there was a small 
carcinoma localized at the head of the pancreas 
and obstructing the common bile duct. The patient 
survived a partial pancreatectomy for 5 years. This 
case raised some questions in the author’s mind re¬ 
garding the character and behavior of diabetes 
mellitus as a manifestation of pancreatic tumor. 
He reviewed the records of 66 patients with pan¬ 
creatic carcinoma seen at the Royal Victoria Hos¬ 
pital, Montreal, over the period 1944-1954. Of the 
66 patients, 18 (27%) showed glycosuria, and 20 had 
blood sugar levels in the diabetic range. The curves 
plotted on the basis of sugar tolerance tests were 
reduced in 10 patients, and in S they were of dia¬ 
betic character. Contrary to expectations, only 3 
patients gave a positive family history of diabetes, 
and in only 1 of these did diabetes develop in as¬ 
sociation with the carcinoma. 

Malignant disease of the pancreas predominantly 
affects men (M:F = 2:1). Consequently, when dia¬ 
betes develops in a male patient over 40 years of 
age, a possible underlying tumor should be thought 
of, especially if the man has gastrointestinal symp¬ 
toms or back pains which cannot be fully explained 
and which fail to clear up when the diabetes has 
been brought under control. Classical diabetic 
symptoms were noted in only 7 cases in this series. 
Diabetes was recognized before the tumor in 6 
cases, and in 3 of these it preceded all other mani¬ 
festations of the tumor by intervals of 1, 7, and 12 
months respectively. 

Gross examination of the pancreas at autopsy 
revealed that among 30 patients, in whom the tumor 
was confined to the head of the pancreas, there 
were 7 who had diabetes. None of the tumors con¬ 
fined to the tail of the pancreas was associated with 
diabetes, despite the high concentration of islet 


J.A.M.A., June -4, I960 

tissue in the tail. The presence of diabetes in a 
patient suspected of having pancreatic tumor need 
not always mean that the gland is extensively de- 

dt 0yeC !l ^ the tUm ° r and) therefore > hopeless. In 
he author s case-material there were a number of 

diabetic patients in whom gross and microscopic 
examination of the pancreas at autopsy failed to 
reveal extensive islet destruction, and in a few cases 
the tumor was clearly small and localized when 
the carbohydrate tolerance was known to be im- 
paired. In short, there seemed to be much varia¬ 
bility in the extent and nature of the lesion that 
may result in the diabetic state. 

Fourteen of the 20 diabetic patients required 
insulin, and the doses had to be increased as the 
tumor progressed. Although in 10 of the patients 
requiring insulin an average of 26 units per day 
was adequate, the others were relatively resistant 
to it, and their sugar metabolism was poorly con¬ 
trolled by large doses of insulin. 

Asymptomatic Bacilluria in 68 Diabetic Patients. 
R. T. Rengarts. Am. J. M. Sc. 239:159-164 (Feb.) 
1960 [Philadelphia]. 

The author had observed that not infrequently 
diabetic patients entering hospital are found to have 
positive urine cultures despite lack of symptoms of 
urinary tract infection. Furthermore, after appro¬ 
priate treatment for the asymptomatic bacilluria, 
considerable decrease in the daily requirement of 
insulin often occurs. These findings suggested that 
the bacilluria might be of importance clinically, 
and the question arose as to what features char¬ 
acterize the diabetic who enters hospital with 
asymptomatic bacilluria. 

All diabetic patients admitted to one section of 
the Joslin clinic service of the New England Dea¬ 
coness Hospital, Boston, submitted “clean” voided 
specimens of urine for culture, colony count, sensi¬ 
tivity studies, and determination of sugar content. 
Male patients submitted midstream clean voided 
specimens. Females were cleansed with tincture of 
benzalkonium (Zephiran) chloride, 1:1000, and spec¬ 
imens were collected in a sterile container. Sam¬ 
ples from specimens were incubated within one 
hour after voiding. Among the 68 patients (22 males 
and 46 females) without urinary tract disease, -o 
(34%) were found to have asymptomatic bacilluna 
with colony counts greater than 100,000 per milli¬ 
liter of urine. Sixty-eight per cent of the patients 
confined to bed prior to entry had bacilluria to this 
extent, as compared with 14% of the patients no 
confined to bed prior to hospital admission. Find¬ 
ings i n the urinary sediment were of little value 
indicating those patients with asymptomatic bacd- 
luria of significant degree. The sugar content 
the urine showed no consistent correlation wit! the 
frequency of bacilluria or the number of orgasm 
cultured. Organisms causing bacilluria to the exten 
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of 100,000 per milliliter of urine, or greater, were 
most frequently Escherichia coli, Staphylococcus 
albus, and Proteus and Aerobacter organisms. 

Bacilluria with a colony count greater than 100,- 
000 per milliliter of urine was present in 41% of 
females and 1S% of males. Asymptomatic bacilluria 
was definitely more common in diabetic patients 
who had been confined to bed prior to admission 
than in those who had been ambulatory. The author 
concludes that, among diabetic patients entering 
hospital for various reasons, diere is a significant 
percentage with asymptomatic bacilluria despite 
the absence of symptoms referable to urinary tract 
infection. Only by routine cultures and colony count 
carried out with a “clean” voided specimen of urine 
can such bacilluria be found. 

Some Cases of Paraproteinemia Illuminated by Im¬ 
mune Electrophoretic Findings. J. Clausen and 
A. Videbaek. Ugesk. laeger 122:103-107 (Jan. 2S) 
1960 (In Danish) [Copenhagen]. 

In 3 cases of paraproteinemia immune electro¬ 
phoretic diagnosis was made of gamma myeloma 
without Bence-Jones protein, beta-2-A myeloma 
with Bence-Jones protein, and Waldenstrom’s 
macroglobulinemia with abnormal aggregates in 
the serum. In all cases the immune globulins, beta- 
2-A globulin, beta-2-M globulin, and gamma glob¬ 
ulin, were affected; tire paraprotein in the cases of 
myelomatosis was immunologic-ally of either gamma 
globulin or beta-2-A globulin type, and in Walden¬ 
strom’s macroglobulinemia the paraprotein was of 
beta-2-M type. In all cases there was a hypoim- 
munoglobulinemia, which explains the lowered re¬ 
sistance to infection in 2 patients. In one case 
Bence-Jones protein was found in the serum. Serum 
from the patient with Waldenstrom’s macroglob¬ 
ulinemia showed an increase in beta-2-M with de¬ 
pression of tire other 2 immunoglobulins. Paper 
electrophoresis affords excellent help in most cases 
of paraproteinemia, but immune electrophoresis is 
an extraordinarily useful adjunct in the further 
classification and study of these conditions and par¬ 
ticularly in the not infrequent atypical cases of 
paraproteinemia. 

South American Blastomycosis Associated with 
Hodgkin’s Disease. D. L. Alterio and G. del Negro. 
Hospital 57:73-80 (Jan.) 1960 (In Portuguese) [Rio 
de Janeiro], 

The association of deep mycosis with malignant 
lymphoma or reticuloendotlreliosis seems to be 
more than simple coincidence. The authors report 
a case demonstrating the combination of South 
American blastomycosis with malignant lympho¬ 
granulomatosis (Hodgkin’s disease), which they be¬ 
lieve to be the 2nd reported in medical literature. 
The patient, a 49-year-old man, was admitted to 
the Hospital das Clinicas, University of Sao Paulo, 


because of persistent cough, anorexia, loss of 
weight, and a daily temperature that varied be¬ 
tween 39 and 40 C (102.2 and 104 F). The patient 
had a history of ulceration of the mouth and 
pharynx, for which he had been treated, and from 
which he had recovered 15 years before his ad¬ 
mission to the hospital. Direct examination of the 
sputum for Paracoccidioides brasiliensis showed a 
positive result, and therapy with sulfanilamide 
derivatives was instituted. There was some improve¬ 
ment as to tire patient’s temperature and appetite. 
After 10 days of treatment the administration of 
sulfanalamides had to be interrupted because of 
toxic reaction. The patient left the hospital and 
continued under observation as an outpatient. At 
the end of 4 months of unsuccessful chemotherapy, 
a treatment with antiblastomycotic vaccine was 
instituted, a dosage of 1 cc. being injected intra¬ 
muscularly every 4 days, plus administration of 2 
tablets of sulphafurazole every' 6 hours. Again no 
improvement was observed. 

Physical examination revealed 2 important 
changes—mild splenomegaly' and moderate general¬ 
ized adenopathy. At the same time a biopsy' speci¬ 
men from the axillary lymph nodes showed evi¬ 
dence of malignant lymphogranulomatosis. Ther¬ 
apy with triethylene melamine was instituted and 
brought the patient a short remission of symptoms. 
His condition was still unsatisfactory when this 
article w'as written. 

The authors believe that Hodgkin’s disease de¬ 
veloped in this patient while he was suffering from 
South American blastomycosis. It is pointed out 
that the association of mycosis and reticuloeudo- 
theliosis is a problem yet unsolved, but that a pos¬ 
sible explanation is the involvement of lymph nodes 
in the course of mycosis, resulting in transitional 
histopathological and clinical aspects. Thus, the 
complex clinical picture appearing in the course of 
one condition, blastomycosis, may simulate an¬ 
other, retieuloendotheliosis. 

Two Cases of Strongyloides Stercoralis Diagnosed 
by Duodenal Intubation. T. H. Celsi and A. B. 
Trevisan. Prensa med. argent. 46:22S9-2292 (Sept.) 
1959 (In Spanish) [Buenos Aires]. 

The authors report on 2 patients in whom duo¬ 
denal intubation revealed the presence of larvae of 
Strongyloides stercoralis. The 1st patient, a 28- 
year-old woman, was admitted to hospital because 
of epigastric pain, heartburn and vomiting. The 
patient had a history' of gastrointestinal and nervous- 
disorders, but physical examination, roentgeno- 
graphic study, and laboratory tests showed no evi¬ 
dence of peptic ulceration. The finding of S. ster¬ 
coralis larvae by duodenal intubation led to therapy 
with antihelminthic preparations, which resulted 
in clinical and subjective improvement. Subsequent 
intubations were negative, and the patient was dis- 
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thZ ge ? 9 R g0 ° d ,f neral conditi °n- The 2nd pa- 
t . [’ ,l 26-year-old woman, was admitted to hos¬ 
pital with partial obstructive jaundice and symp- 
hthias,s ; Cholecystography was negative 
tor hthiasis, and duodenal intubation yielded S. 
stcrcornlis larvae. Specific clinical treatment of the 
jaundice and antihelminthic therapy resulted in 
complete recovery. The authors believe that duo¬ 
denal intubation is the most adequate method for 
investigation of S. sterocoralis, a parasite that causes 
constant eosinophilia; its presence may result in 
acute conditions with diarrhea and duodenitis, 
which in turn may be an etiological element in ob¬ 
structive jaundice. 
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cardial fibrosis, and the muscular hvnertronhv 

cltei d The? With ^Hg'Standing coronary artery 
disease. The mcreasmg number of women livixw to 
advanced age is a significant factor ' * § 


Cardiac Ilupture Complicating Myocardial Infarc¬ 
tion in the Aged. F. D. Zcman and M. Eodstein. 
A. M. A. Arch. Int. Med. 105:431-443 (March) I960 
[Chicago]. 

Of 365 women and 303 men who died at the 
Home for Aged and Infirm Hebrews of New York 
between 1942 and 1955, and on whom autopsies 
were performed, acute myocardial infarction was 
observed in 44 women and 37 men. Among these 
81 patients there were 16 cases of cardiac rupture, 
15 through the ventricular wall and 1 through the 
base of the posterior papillary muscle; 4 of the pa¬ 
tients were men and 11 were women. Cardiac rup¬ 
ture did not occur in the remaining 65 patients. 
The clinical and autopsy records of the 15 patients 
with cardiac rupture through the left ventricular 
wall were compared with those of 62 patients with¬ 
out cardiac rupture. The incidence of 2.4% of car¬ 
diac rupture in the entire series, and of 19.75% 
among the patients with myocardial infarction, is 
among the highest reported in the literature. The 
average age of 80 years of the patients with rupture 
makes it the oldest series yet reported. The average 
age of 78 years of the patients without rupture is 
also worthy of note. 

The clinical and pathological findings in the pa¬ 
tients with rupture of the heart differed from those 
reported by other observers in patients less ad¬ 
vanced in years in the following respects. The pa¬ 
tients in this series showed a greatly increased in¬ 
cidence of the condition itself, a greater preponder¬ 
ance of women, and less marked correlation with 
undue exertion after infarction, as well as more 
examples of preceding heart failure and of mental 
impairment. The high incidence of rupture in the 
patients of advanced age, attributed by other ob¬ 
servers primarily to the increased incidence of acute 
myocardial infarction in aged women, was strik¬ 
ingly confirmed by this group of patients of ad¬ 
vanced age. Aged women with acute infarction are 
particularly susceptible to cardiac rupture, since, 
with a retarded age of onset of coronary artery 
disease, they lack the protective effects provided 
by the increased collateral circulation, the myo- 


incidence ofoardiacruptuTe to hi8h 

l he diagnosis of acute myocardial infarction in 
older persons is made more difficult, or often missed 
completely, in the absence of autopsies because of 
the frequent presence of complications or over¬ 
shadowing associated diseases and because of the 
impaired sensitivity to pain secondary to. changes 
m the sensorium. The necessity for a high index of 
suspicion of myocardial rupture as a complication 
of infarction in the aged is emphasized. The need 
for careful conservative treatment of infarction in 
the aged is discussed, with particular reference to 
the need for strictly limited activities and sedation, 
as well as for caution in die use of vasopressor 
drugs in the treatment of shock. In view of the 
suspicion that anticoagulant therapy may contribute 
to the occurrence of cardiac rupture, it is note¬ 
worthy that none of the patients in this report were 
given such treatment. The suggestion is made that 
all mortality studies of myocardial infarction at¬ 
tempting to evaluate the effect of anticoagulant 
therapy should include data concerning the age 
and sex of the patients. 

Simultaneous Tachycardias. A. Castellanos Jr., L. 
Azan, and }. M. Calvino. Am. Heart }. 59:358-373 
(March) 1960 [St. Louis]. 

Various combinations of simultaneous tachycar¬ 
dias have been observed to occur in the human 
heart. The coexisting atrial and ventricular forms 
are the most frequent. When esophageal leads were 
used, die incidence of these arrhythmias was found 
to be greater than that reported by other authors. 
This greater incidence was due to the fact that 
without esophageal leads the atrial rhythm in many 
cases could not be interpreted correctly because 
the widened QRS complexes sometimes obscured 
the atrial deflections. Digitalis was the cause of 
these arrhythmias in over 75% of the cases studied. 
This was well demonstrated in cases in which the 
double rhythms were induced by die intravenous 
administration of short-acting digitalis preparations. 
Appropriate treatment with potassium and procaine 
amide usually abolished the tachycardias promptly. 
Contrary to the usual belief, the prognosis was not 
necessarily dependent upon the nature of the dis¬ 
order of the rhythm but chiefly upon the precarious 
conditions of the myocardium. As a rule, these 
arrhythmias were most frequently seen in elder y 
patients with arteriosclerotic heart disease. A sn * 
exception was that of simultaneous tachycardias 
occurring in a 9-year-old girl with rheumatic fever, 
who died several days after sinus rhythm was m- 
stored. Whenever the rate of the lot™ 
was vapid enough, it was conceivable that 
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atrial impulses could not transverse the A-Y junc¬ 
tion because of the refractoriness provoked in the 
latter bv the lower pacemaker. However, it was 
demonstrated that some degree of abnormal re¬ 
fractoriness or true block was present. Yet. obvious¬ 
ly, a complete A-V block did not exist. This im¬ 
pedance to conduction was ascribed mainly to the 
toxic effects of digitalis. 

Tlie “Straight Back” Syndrome: A New Cause of 
Pseudoheart Disease. M. S. Rawlings. Am. J. Car¬ 
diol. 5:338-838 (March) 1960 [New York]. 

The author calls attention to a deformity of the 
chest, which he prefers to call the “straight back" 
syndrome. It is a congenital absence of the normal, 
gentle kyphotic curve of the upper thoracic spine. 
The condition seems to be the opposite of “funnel 
chest”; instead of deformity affecting the sternum, 
there is flattening of the upper thoracic spine. This 
syndrome may produce pseudoheart disease in 1 
of 2 ways. First, as in tunneling of the sternum, 
there is a decrease in the anteroposterior diameter 
of the chest, noticeably in the region of the upper 
thoracic spine. This causes false enlargement of the 
heart in the frontal view, particularly in the great 
vessel area and waist of the heart, since there is 
compression of these structures between the ster¬ 
num anteriorly and the straightened, somewhat 
inwardly displaced thoracic spine posteriorly. The 
second means of producing pseudoheart disease 
seems to be by compressing or kinking the great 
vessels. This distortion appears to produce me¬ 
chanical murmurs in systole located near the base 
of the heart or over the precordium. 

In a period of 3 years the author was able to 
collect 9 cases of straight back syndrome which 
had been masquerading as heart disease. The de¬ 
gree of deformity varied from mild cases with tor¬ 
sion murmur and no enlargement to severe cases 
with actual'widening of the heart shadow. The 
milder cases were more frequent and usually pre¬ 
sented slightly harsh, late systolic murmurs over 
the base of the heart accompanied by increased 
pulmonic closure sounds on auscultation, and “fill¬ 
ing” of the heart waist on x-ray examination. 
Fluoroscopically, this filling represented rotation 
and impingement of the pulmonary conus against 
the retrosternum in the area of the murmurs. One 
of the patients had been refused life insurance 
because of a persistent harsh systolic murmur at 
the base of the heart. Rheumatic fever had first 
been suspected, and as a result the patient spent 6 
weeks at bed rest. In another patient a mistaken 
diagnosis of interventricular septal defect had been 
made. Still another patient had been refused em¬ 
ployment because of an “enlargement of the heart, 
which later was proved to be false on a lateral 
roentgenographic exposure. Recognition of this 
condition may avoid iatrogenic heart disease. 


Spontaneous Perforation of the Esophagus in 
Hodgkin’s Disease: Report of Three Cases and Lit¬ 
erature Review. W. O. West and B. A. Bouronele. 
Am. ]. Gastroenterol. 33:335-342 (March) 1960 
[New York], 

The authors report on 2 women, aged 35 and 45 
years, and on a 65-year-old man with Hodgkin’s 
disease, who were admitted to the Ohio State Uni¬ 
versity Hospital in Columbus, and in whom spon¬ 
taneous perforation of the esophagus occurred. All 
3 patients had a history of established generalized 
disease. The esophagus was the only part of the 
gastrointestinal tract that was involved. Dysphagia 
was the common symptom. This developed 4, 5, 
and 23 months before the diagnosis of perforation 
was made. A roentgen-ray examination of the 
esophagus was performed only in the man before 
the perforation. One of the women and the man 
had received nitrogen mustard therapy 1 and 5 
months before the perforation occurred. None of 
these patients were subjected to esophagoscopy be¬ 
fore the perforation. Two patients responded well 
to local deep roentgen-ray therapy with subsequent 
closure of the perforation; local deep x-ray therapy 
seems to be the treatment of choice. 

A review of the autopsy files of the department 
of pathology of the Ohio State University Hospital, 
covering the years from 1937 to 1959, showed that 
the diagnosis of Hodgkin’s disease was established 
in 170 patients. Of these, gastrointestinal involve¬ 
ment occurred in 26 (15.3Yo). The esophagus was 
involved in 5 (2.97c).of these patients, including 1 
of the 3 patients with spontaneous perforation. Only 
17 cases of esophageal involvement due to Hodg¬ 
kin’s disease were collected from the literature. 
This report brings the total to 24, and spontaneous 
perforation occurred in 5 of these. 

Subacute Bacterial Endocarditis in Old Persons. 
W. J. Gleekler. Geriatrics 15:152-157 (March) 1960 
[Minneapolis]. 

A series of 10 consecutive cases of subacute bac¬ 
terial endocarditis in patients over 55 years, seen 
at the Community Hospital of San Mateo, Calif.. 
were reviewed. Only 3 of the 10 patients had the 
clinical picture commonly associated with the dis¬ 
ease, namely, fever, weight loss, petechiae, and 
other embolic phenomena, and changing heart mur¬ 
murs, splenomegaly, and leukocytosis. Of the re¬ 
maining 7 patients, 3 presented with psychosis, and 
the other 4 patients with atypical symptoms had 
either gastrointestinal disease, renal insufficiency, 
simple wasting, or apoplexy ;is the presenting 
symptom. 

The chief obstacles to the diagnosis of subacute 
bacterial endocarditis in aged persons are the com¬ 
mon occurrence of a variety of pathological proc¬ 
esses of differing etiology in the same person and 



582 


medical literature abstracts 

c\ZifO'T '*v in d i? tin f l,ishi “g most signiBcant 
clinical findings. The disease often seems simply to 

accentuate previously present pathological proc- 
esses, and it is easy to assume that the accentuation 
is due to the advancement of the originally present 
piocesses rather than to a new disease. Thus, a 
slight heart murmur is easily passed off as being 
due to arteriosclerotic heart disease, while it may 
1 i • 5e c ^ ue h> the valvulitis of rheumatic fever 
and consequently, a clinical clue to the cause of 
an obscure fever may be overlooked. A low-grade, 
evanescent fever is easily taken to indicate a “patch 
of bronchopneumonia.” 

In this series of cases a heart murmur was the 
only clinical feature that was present in all the pa¬ 
tients, and the serum protein pattern always showed 
a reversal of the albumin-globulin ratio in the pa¬ 
tients in whom this factor was investigated. The 
detection of a heart murmur in an elderly person, 
therefore, should be a reminder of the possible 
existence of bacterial endocarditis, even if the re¬ 
mainder of the clinical picture seems to suggest a 
psychosis, renal insufficiency, gastrointestinal malig¬ 
nancy, or other illnesses. While formerly the opin¬ 
ion was widely held that subacute bacterial endo¬ 
carditis was strictly a disease of the young, in recent 
years from 10 to 50% of the cases reported in 
several scries have been in patients over 50 years 
of age. This incidence is likely to increase as the 
proportion of our population over 50 years of age 
increases. The success of modern antibacterial 
therapy is a practical reason for attempting to im¬ 
prove the frequency of correct diagnosis of the 
disease. 


The Importance of Unrestricted Diet in Treatment 
of Peptic Ulcer. E. A. Marshall. J. Arkansas M. Soc. 
56:371-37-1 (March) 1960 [Fort Smith], 

The author reports on 3,877 patients with peptic 
ulcer, confirmed by roentgenographic examination, 
who were seen between July, 1946, and July, 1948, 
and were treated by adequate antacid-sedative 
therapy, aluminum hydroxide being administered 
every 30 minutes for 16 hours a day, at bedtime, 
and within 2 and 4 hours after retiring, and one 
alkaline sedative laxative tablet being given every 
2 hours on the odd hour during the day (9 tablets 
daily). By this treatment 14 liters of N/10 hydro¬ 
chloric acid were neutralized per day in an attempt 
to neutralize the corrosive effects of acid for a 
period of 4Va months. Treatment may be considered 
adequate if the patient with ulcer, who is first seen 
on an ulcer diet and in distress, is able to have an 
unlimited diet, without symptoms, in 24 hours. Ot 
the 3 877 patients, the ulcers appeared to heal m 
83 4% There remained, however, 16.6% who could 
not tolerate an unrestricted diet even though taking 
full therapy, as outlined above. In this group neu- 
trali/ation had to be increased to 19.5 liters ot N/10 
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hydrochloric acid. Results showed that in 7.62% of 
the patients the ulcers could.not be healed, and the 
patients could not be made symptom-free no matter 
what amount of alkali or adsorbent was used 
The author contacted 1,036 patients who were 
treated up to July 1, 1955. All these patients had 
enjoyed 34 or more months of relief from the hyper¬ 
acid syndrome while taking no medication and eat¬ 
ing an unrestricted diet. In an average of 34 months 
symptoms had recurred in 446 patients, while in 
590 patients symptoms had not recurred in 4 years 
and 10 months. The use of follow-up roentgeno¬ 
grams as a criterion of healed ulcer is probably 
inadequate. Unrestricted diet was found to be use¬ 
ful in determining adequate treatment, in determin¬ 
ing the time of recurrence of ulcer, and in defining 
medical failures. 

Prognosis of Patients Surviving First Clinically 
Diagnosed Myocardial Infarction. J. L. Juergens, 
J. E. Edwards, R. W. P. Achor, and H. B. Burchell. 
A. M. A. Arch. Int. Med. 105:444-450 (March) 1960 
[Chicago]. 


The authors report on 212 men and 67 women, 
all of whom were residents of Rochester, Minn., 
and who were selected as having had their first 
acute myocardial infarction, the diagnosis of which 
was made at the Mayo Clinic between 1935 and 
1951. The average age at the onset of acute infarc¬ 
tion was 62 years for all the patients—60 years for 
men and 67V2 years for women. Forty-four of the 
279 patients died within one month from the effects 
of the acute infarction. Follow-up information was 
obtained concerning 224 (95%) of the 235 survivors. 
Among the traced patients, 154 (68.8%) survived for 
3 years; 55.4% survived for 5 years, and 29.2% for 
10 years. Five-year survival rates were more favor¬ 
able in the younger age groups and in the men. 
Five-year survival rates in relation to the presence 
or absence of angina pectoris, hypertension, and 
congestive heart failure before the infarction were 
calculated, and these factors, when present, were 
found to have an unfavorable influence on the 
prognosis. Whether the occupation was physically 
strenuous seemed to have little effect on survival. 
The degree to which the patient was able to re¬ 
sume preinfarction activity appeared to be the best 
prognostic indicator. 

Autopsy was performed on 82 patients, oi on 
65% of those in whom death was known to have 
occurred. On pathological examination, the hearts 
of 3 of these patients proved not to have healed 
infarcts. Among the other 79 patients m whom 
healed infarcts were found, anterior location ot the 
infarct was observed in 41 (52%), i. e ; , ie 
common location; posterior infarction, which _ 
observed in 33 patients (42%), was somewhat less 
S While infarctions of the lateral wall in 4 
patients (5%) and of the ventricular septum m on y 
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1 (1%) were uncommon. Subendocardial infarction 
was observed in 54% of the hearts, and transmural 
infarction in 46%. The cause of death was primarily 
cardiac in 65 (S2%) of the 79 patients on whom 
autopsy was performed. These 65 patients were 
divided into 3 categories; death was due to myo¬ 
cardial failure in 17 and to recurrent acute myo¬ 
cardial infarction in 27; in 21 sudden death oc-. 
curred from other cardiac cause than cardiac failure 
or myocardial infarction. Recurrent acute myo¬ 
cardial infarction thus was the most frequent single 
cause of death in this series, but the other 2 cate¬ 
gories had significant numbers also. The greater 
incidence of cardiac death in this study suggests 
that the clinically recognized cases of acute myo¬ 
cardial infarction may be, as a rule, the more severe 
cases of coronary artery disease. 

Urticaria Pigmentosa with Visceral and Skeletal 
Lesions. C. W. H. Havard and R. B. Scott. Quart. ]. 
Med. 28:459-470 (Oct.) 1959 [London], 

A 67-year-old woman was admitted to St. Bar¬ 
tholomew’s Hospital, London, in December, 1956, 
with a complaint of abdominal pain, lassitude, and 
swelling of the ankles. Twelve years previously a 
claret-colored eruption had appeared on the skin 
of the chest, and had spread within 10 months to 
cover the body. Biopsy at that time had established 
the diagnosis of urticaria pigmentosa. For 10 years 
she had suffered from attacks of epigastric pain 
and flatulence, sometimes accompanied by diarrhea. 
On admission to another hospital 3 years previously, 
splenic and hepatic enlargement had been noted. 
In the past 6 months there had been increasing 
lethargy, weakness, abdominal discomfort, and 
swelling of the ankles. The authors describe nu¬ 
merous investigations carried out on this patient in 
whom urticaria pigmentosa was associated with 
lesions in the bones, due to infiltration with mast 
cells, and with enlargement of the liver and spleen. 
Nineteen other reported examples of this syndrome 
arc reviewed. 

Urticaria pigmentosa, like other diseases origi¬ 
nally regarded as merely dermatological, is discov¬ 
ered to be a systemic disease. Enlargement of lymph 
nodes, liver, and spleen, defects of coagulation, 
and skeletal changes have all been recorded in 
association with the characteristic eruption of 
urticaria pigmentosa. The basic anatomic change 
is a multiplication of mast cells in certain tissues 
of the body, notably the skin, bone marrow, lymph 
nodes, spleen, and liver. 

The morbid changes produced are peculiar to 
cells of mesenchymal ancestry, and the disorders 
fall into 5 groups. First, there are the systematized 
diseases of reticular tissue which are neoplastic, 
and to which the term "reticulosarcoma may be 
applied. The 2nd group includes the leukemias, 
Hodgkin’s disease, and the related complaints which 


may be called the reticuloses, that frequently mis¬ 
applied label being used to denote “a group of 
diseases of reticulum in which proliferation is fol¬ 
lowed by differentiation into one or several of the 
possible cell progeny.” A 3rd group, to which the 
name “reticulosis” is equally applicable, comprises 
those lipoidoses which are apparently accompanied 
by a disorder of intracellular lipid metabolism— 
Gaucher’s and Niemann-Piek's diseases. The 4th 
class consists of what was once called the “storage- 
reticuloses,” in which histiocytic proliferation is 
a response to some extracellular perversion of 
metabolism; the hypercholesterolemic xanthoma¬ 
toses provide familiar examples. Finally, systema¬ 
tized reactions of reticular tissue are evoked by 
some infections, and perhaps the most striking in¬ 
stance is kala-azar. 

The systematized mast-cell disease, urticaria pig¬ 
mentosa, must fall into one of diese 5 categories. 
The authors feel that it should be included in the 
2nd class, and perhaps the name “mast-cell reticu¬ 
losis,” while solving no problems of etiology or 
pathogenesis, best indicates the nosological position. 

Primary Aldosteronism: Reports of 2 Cases and 
Review of the Literature. R. T. Manning, M. H. 
Delp, C. F. Kittle, and others. J. Kansas M. Soc. 
61:165-171 6c 1SS (March) 1960 [Topeka]. 

The syndrome resulting from excessive reduction 
of aldosterone by the adrenal was first described 
by Conn in 1955, and about 32 cases have been 
reported. The authors report 2 additional cases; 
both patients were women, one, aged 43 years, 
and the other, 51. In the 2nd patient the spiro- 
Iactone, SC-9420 (Aldactone), was given during a 
balance study when primary aldosteronism was 
suspected. There was evidence that the drug 
blocked the effect of aldosterone on the renal 
tubules. Adrenal adenomas were found and re¬ 
moved in both women, and the results of the 
operations were excellent. 

The authors tabulate data on the 32 cases col¬ 
lected from tire literature and on the 2 presented 
here. Twenty-eight of the 34 patients had adrenal 
adenomas, of which 7 were on the right and 19 
were on the left side; 2 were not reported as to 
location. Four patients had adrenal hyperplasia 
alone, and 2 had adrenal carcinomas. All the patients 
had hypertension, and most showed electrocardio¬ 
graphic changes consistent with hypopotassemia. 
Intravenous pyelogranrs did not contribute to the 
diagnosis, whereas retroperitoneal air study fre¬ 
quently demonstrated a tumor. All showed at least 
one serum specimen that was abnormally low in 
potassium, and many showed increased sodium and 
increased carbon dioxide content. Hyposthenuria 
was a consistent finding, as was impaired urinary 
acidification with excretion of an alkaline urine. 
Elevation in aldosterone excretion was noted, with 
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the majority showing 17-hydroxy and 17-ketosteroid 
exeretuni m the normal range. Left-sided tumors 
uc almost 3 tunes as frequent as those on the 

w-o cxtra ' acJl ' enal lesions have been reported. 

'' ith tins in mind, it would seem best to use the 
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Even when the antibiotic treatment seems to be suc¬ 
cessful, grave complications can be seen, and bone 


postenor approach because of its technical facility 
as compared with abdominal exploration. 

SURGERY 

Ireatincnt °f Anorectal Malignant Melanoma. G. T. 
Pack and F. G. Martins. Dis. Colon & Rectum 
•3:15-2-1 (Jan.-Feb.) i960 [Philadelphia], 

The authors report on 6 women and 1 man, 
between the ages of 50 and 6S years, with anorectal 
malignant melanoma, all of whom had already had 
a conservative local operation. Since the anorectal 
melanoma tends to recur locally and to metastasize 
to regional lymph nodes with great frequency, the 
application of radical surgical principles is impera¬ 
tive. The operation performed by the authors at 
the Memorial Center for Cancer and Allied Diseases 
in New York consisted of a one-stage abdomino¬ 
perineal rectal resection, pelvic lymph node dis¬ 
section, and bilateral dissection of inguinal and 
femoral nodes in continuity with the anus, by 
removing a wide strip of skin, subcutaneous tissues, 
and fascia intervening between the groins and 
the perineum. The interval between biopsy and 
this radical operation varied from 7 to 60 days. In 
3 of the female patients a total hysterectomy with 
bilateral salpingo-oophorectomy was performed in 
order to afford a more thorough pelvic lymph 
node dissection. 

Of the 7 patients, -1 died within 4 to 14 months 
after the operation. Death resulted from metastasis 
to the lungs, spine, brain, retroperitoneum, and 
liver respectively. One patient died of atelectasis 
and ileus within 48 hours postoperatively. Two 
patients are alive, 30 and 32 months after the opera¬ 
tion; one has melanoma, but the other is free of 
the disease. Nineteen patients with malignant 
melanoma of the anorectum were reported on by 
one of the authors in a previous paper in 1952; all 
these patients died. The prognosis for anorectal 
melanoma is bad because of 4 factors: inadequacy 
of early treatment; delay in diagnosis; rapidity of 
dissemination of the cancer; and high degree of 
malignancy. 

Acute Osteomyelitis Treated with Large Doses of 
Antibiotics. P. E. Johansen and V. Lund. Ugesk. 
iaeger 122:78-84 (Jan. 21) i960 (In Danish) 
[Copenhagen]. 

The increasing frequency with which yellow 
staphylococci, producing penicillinase, are the etio- 
lo«ical factor in acute osteomyelitis has necessi¬ 
tated treatment with massive doses of penicillin 
supplemented by other forms of antibiotic therapy. 


resorption with spontaneous fractures is^specialh 
to be feared. In the second half of 1958, 3 patients 
with acute osteomyelitis were treated with anti¬ 
bioses in Marselis Hospital, in Denmark. The 1st 
patient had had a grave acute osteomyelitis: there 
had probably been recurrence, and the process is 
perhaps not yet at rest. Treatment was exclusively 
with antibiotics in the hope that, by omitting 
surgical treatment, the risk of secondary infection 
and sequestration of the femur might be avoided. 
In the 2nd patient moderately grave osteomyelitis 
subsided on treatment. In the 3rd patient early and 
intensive treatment of acute osteomyelitis was 
given. Long-continued treatment with massive 
doses of penicillin was applied, combined with 
other suitable antibiotics chosen, as far as possible, 
by determination of resistance. The sedimentation 
reaction was the guide for the duration of the 
treatment. 

Pheochvomocytoma. L. Ann, Y. Isgren, and C. G. 
Aman. Nord. med. 63:138-139 (Jan. 28) 1960 (In 
Swedish) [Stockholm]. 

In a woman, aged 48 years, who had been well 
until 1950, intermittent attacks of hypertensive 
crises set in, which became increasingly frequent 
and severe, with high urinary output of pressor 
substances. There were hypochromic anemia, 
normal sedimentation reaction, intermittent albu¬ 
minuria and slight bacilluria. Transperitoneal re¬ 
section of a typical pheochromocytoma, the size of 
a small orange, from tire left adrenal was done. The 
tumor was not malignant. The postoperative course 
was uneventful, with prompt return to normal 
output of urinary catechols. Moderate hypertension 
persists, but the renal function is intact. 

Primary Carcinoma of the Lung: A Eollow-Up 
Study Including Pulmonary Function Studies of 
Long-Term Survivors. J. C. Jones, J. L. Robinson, 
B. W. Meyer, and H. L. Motley. J. Thoracic & 
Cardiovas. Surg. 39:144-158 (Feb.) 1960 [St. Louis]. 

The purpose of this paper is twofold: (1) to pre¬ 
sent data on the fate of patients operated on for 
primary carcinoma of the lung and (2) to call atten 
tion to the cardiopulmonary illness faced by those 
who were successfully treated by pneumonectomy. 
Thoracotomy was performed because of primary 
carcinoma of the lung on 513 private patients be¬ 
tween July, 1942, and January 19o9. The gro‘1 
included 68 (13.3%) women. Exploration only w 
carried out in 229 cases, with a mortality of 0 - • 
Of the remaining 284 patients, lobectomy was p 
formed on 87, with 1 death (1.1%), and pneum 
tomy on 197 with 13 deaths (6.6%). giving »•> ovcr-all 
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resection mortality of a little under 5%. Three of 
the 13 deaths after pneumonectomy were of pa¬ 
tients over 70 years of age. 

An increased use of routine chest x-ray exami¬ 
nations during the last half of the study has resulted 
in bringing in more people with peripheral asymp¬ 
tomatic lesions, and in an increase in adenocar¬ 
cinoma in the resected specimen from 12.S to 1S.1% 
Probably for the same reason, there has been an 
increase in the proportion of women from 12.2 to 
lo.97o. Twenty per cent of the 150 patients who 
underwent pneumonectomy survived for 3 years 
or more. Of 52 patients on whom lobectomy was 
performed, 51.9% survived for 3 years or more. 

Especially interesting were 63 patients who un¬ 
derwent pneumonectomy 10 or more years ago. Of 
the 33 who survived one year, 15 died later of car¬ 
cinoma, but 7 died of causes other than carcinoma, 
and the majority of these deaths was attributed to 
cardiac failure. This fact prompted the authors to 
study the cardiopulmonary function of the 11 sur¬ 
vivors. Complete pulmonary function studies could 
be carried out on 9 of the 11 patients. Although all 
but one of these were living satisfactory lives, and 
either working or reasonably active, they all had 
some cardiopulmonary disability". The function 
studies indicated that, except for one case, pul¬ 
monary emphysema was not a significant problem; 
nor was distention of the remaining lung. The ab¬ 
normalities which appeared to be responsible for 
disability were pulmonary fibrosis, bronchospasm, 
and increased resistance of the pulmonary vascular 
bed. Although not proved by cardiac catheteriza¬ 
tion, pulmonary hypertension was inferred to exist. 
Right heart disease appeared to be the greatest 
problem faced by these long-term survivors of 
pneumonectomy. Additional studies directed to¬ 
ward determining causative factors are needed. 

The Natural Course of Arteriosclerosis of the 
Lower Extremities. A. M. Boyd. Angiology 11:10-14 
(Feb., part 1) 1960 [Baltimore]. 

The critical evaluation of any type of treatment 
should be made against the background of the 
natural course of the disease, particularly in a 
generalized progressive disease like arteriosclerosis; 
otherwise, reconstructive operations upon seg¬ 
mental occlusions are difficult to evaluate. The 
author investigated the natural course of intermit¬ 
tent claudication in patients suffering from it but 
having no gangrene or pregangrenous changes. The 
patients attended a special follow-up clinic. Of 
1,440 patients, 144 (10%) were women. The 
average age when first seen was 57.2 years, and 
70% of the patients were between 55 and /4 years 
old. 

It was found that the chance of survival for 5 
years for all patients is 73.5%, but this change is 
almost halved for 10 years (3S.S%), and almost 


halved again for 15 years (22.0%). In 105 patients 
gangrene occurred, requiring mid-thigh ampu¬ 
tation. This figure includes S bilateral amputations. 
Nonfatal coronary or cerebral occlusions occurred 
in 301 patients. The chance of one of these inci¬ 
dents in the first 5 years is highest in the 2 age 
groups, 45 to -54 and 55 to 64 ( 22.0% and 21.9%, 
respectively), and is roughly doubled in the first 
10 years. A further thrombosis in either leg oc¬ 
curred in 29S patients, an important fact to re¬ 
member before undertaking any radical operation 
on a solitary segmental thrombosis. The initial suc¬ 
cess rate of tliromboendarterectomy is 60 to 70% 
and of bypass grafting somewhat higher. The late 
success rate seems to be maintained after thrombo- 
endarterectomy but tends to fall after bypass 
grafting. 

From his investigation into the natural course 
of the disease, the author makes a rough estimate 
of the number of patients in whom surgery' on the 
obstructed segment might be reasonably considered 
but not technically possible. Twenty-five of 100 
patients seen within one vear of the onset of 
intermittent claudication will be 65 or more years 
old, which leaves 75 patients. Coronary or cerebral 
episodes wall have been suffered by 8%. About 
25% of the remaining 69 patients will have a 
diastolic pressure of 100 mm. Hg or more. Of 
the remaining 52 patients, 13 will have diffuse 
arteriosclerotic changes but no segmental throm¬ 
bosis. About IS will have thrombosis of the popli¬ 
teal artery' and, therefore, be unsuitable for recon¬ 
structive procedures, leaving IS patients with a 
femoral and 3 with aorticoiliac occlusions. At least 
half of those with femoral occlusions are found to 
have arteriosclerosis of the vessels in the distal half of 
the leg of sufficient severity to contraindicate by¬ 
pass grafting. At least 1 of the 9 will have more 
diseased distal vessels than the arteriogram indi¬ 
cated. Of the 3 high blocks, 2 will probably be 
operable. From this rough estimate it would seem 
that only about 10 of 100 eases would be suitable 
for reconstructive surgery. 

The patient, may not want to hare a major 
operation to make him able to walk farther, be¬ 
cause he normally does very' little walking; many 
patients are content with the increase in their walk¬ 
ing distance gained by walking more slowly. There 
is a great deal to be said for conservative manage¬ 
ment of arteriosclerosis and in being content to 
allow patients to grow old gracefully. 

Experiences with Sterilization Tests of Catgut. 
M. Fischer. Chirurg. 3L52-5S (Feb.) 1960 (In 
German) [Berlin]. 

On Sept. IS, 1951, the Minister of Public Health 
issued a decree, according to which the production 
of catgut was to be controlled by the government 
in East Germany. Up to June, 1959, 6,455 packages 
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containing 12,910 meters ol catgut were subjected 
to .stenh/.ation tests by government laboratories. 
Clostridium tetani was not found in any of these 
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. . :atgut was observed by the 

author m the course of a 10-year period. No ana¬ 
erobes pathogenic to animals, and, therefore, no 
Clostridia either, were found in a large series of 
tests performed on 30 catgut coils (617.7 meters), 
which had been produced by catgut manufacturers 
in the German Democratic Republic. These tests 
iwealed a contamination rate of o0 tubes among 
-11,1S2 liver bouillon tubes in whose broth a small 
tin cad of catgut had been placed, i. e., one spore 
(aerobic or anaerobic) was detected in 12.4 meters 
of catgut. By assuming that one spore requires 10 M 
of catgut thread, a contamination rate of 0.000008% 
was calculated; besides this very small rate, the 
spores were not pathogenic. Two healthy sheep 
then were killed, and the contents of the small 
intestines (from which catgut is made) were sub¬ 
jected to bacteriological tests. Only a single 
Clostridium organism was found among 2,000 ana¬ 
erobes, and consequently the worst risk of infec¬ 
tion with Cl. tetani, expressed in percentage, would 
be 0.00000000-16. 

These data indicate that the fear of surgeons that 
the employment of catgut for sutures might involve 
the risk of surgical tetanus is apparently unwar¬ 
ranted, since such a risk is improbably small. 
While some - years ago complaints by surgeons 
concerning suspected nonsterility and deficient 
firmness and absorption of catgut were numerous, 
these complaints have diminished, but will never 
cease completely. For common suppuration after 
suture of wounds catgut cannot be made immedi¬ 
ately responsible, because the so-called classic 
causative agents of pus are destroyed in any case 
by today’s sterilization methods. If catgut, like any 
other suture material, absorbs pus germs in the 
course of the surgical intervention, the catgut acts 
only as a mediator, as does any other surgical 
device. Suppuration of sutures results from several 
hereditary and environmental factors, which are 
peculiar to the patient and which depend on his 
actual disposition (“stress-situation ). Hospitalism 
and carrier state (patient and hospital staff) also 
play an important part. 

Conn’s Syndrome: “Primary” Hyperaldosteronism 
Due to Adenoma of the Adrenal Cortex. F. Siguier, 
E E Baulieu, C. Betourne, and others. Semaine 
hop. Paris 36:603-614 (Feb. 28) 1960 (In French) 
[Paris]. 

The authors report a 45-year-old woman who 
had arterial hypertension of 14 years duration. 
Clinically the condition was dominated by extreme 
general weakness, emaciation, spasms, polydipsia, 
and paretic episodes characterized by regression 


There was a persistent hypopotassemia and an in¬ 
creased pH. Aldosterone excretion in the urine was 
found to be significantly elevated above normal 
values whereas the values of 17-ketosteroids and 
17-hydi oxysteroids were normal. Based on these 
findings, an adienal exploration was decided upon, 
although the examination by means of retroperito¬ 
neal insufflation did not clearly show a pathological 
enlargement in the size of the adrenal cortex. The 
operation revealed that the right adrenal was highly 
hypoplastic; a walnut-sized adenoma was found to 
involve completely the left adrenal gland, which 
was resected. 

The postoperative course was characterized by 
a dramatic improvement in the patient’s condition, 
with the disappearance of all symptoms and signs 
within S days after the operation. The patient was 
not given any particular preoperative medication, 
but she received during 4 days' after the operation 
a total of 250 mg. of cortisone. The follow-up exam¬ 
ination of the patient 18 months after the operation 
showed that she was in perfect health. The studies 
on the abnormal sodium and potassium metabolism 
in this patient showed that the variations in aldos- 
teronuria did not explain all the changes in the 
sodium values; there was no parallelism between 
aldosteronism and sodium retention. The potassium 
values, however, progressed with remarkable con¬ 
sistency parallel with the sodium values; if the 
changes in the sodium values were due to aldoste¬ 
rone alone, then the modifications would be sys¬ 
tematically opposed. 

Acute Fulminating Ulcerative Colitis with Colonic 
Distention. G. W. Peskin and A. V. O. Davis. Surg. 
Gynec. & Obst. 110:269-276 (March) I960 [Chicago]. 

The authors report on 6 women and 3 men, be¬ 
tween the ages of 18 and 40 years, with acute 
fulminating ulcerative colitis with abdominal dis¬ 
tention, who were operated on at the Hospital of 
the University of Pennsylvania in Philadelphia. 
Seven of the patients were white, and 2 were Ne¬ 
groes. With the exception of 1 patient who had 
a history of ulcerative colitis for 7 years, and - 
others whose disease had begun 5 years be oie 
admission, the patients were believed to have had 
the disease for less than 1 year. The acute phase 
had been present for one week or less in 6 o 
9 mtients In 7 patients the colon had already per- 
Sd a« the lime of j—£ 

steroid therapy^ before ’the sorgtad intervene, 
but this therapy did not alter the patroogic 

process. 
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The operative treatment in 6 patients consisted 
of an immediate subtotal or total colectomy and 
the establishment of an ileostomy. In one patient 
the procedure was limited to a transverse colos¬ 
tomy, primarily because the patient was in her 6th 
month of pregnancy, and it was considered unwise 
to carry out a colectomy for fear of interruption 
of the pregnancy and excessive bleedings from the 
engorged pelvic veins. One additional patient was 
treated by ileostomy alone, and the postoperative 
course was so poor that abdominal colectomy was 
required within one month. In the last patient de¬ 
compression was accomplished by colostomy, and 
an ileostomy was established; this patient required 
a colectomy at a later date because of abscess 
formation within the peritoneal cavity. In all these 
patients progress was good as far as the underlying 
disease process was concerned, with the exception 
of the patient who had ileostomy alone. One pa¬ 
tient with colectomy and ileostomy died of massive 
gastrointestinal bleeding from a duodenal ulcer, 
and another died after an abdominoperineal re¬ 
section of the rectal stump 2% years after the initial 
subtotal colectomy. The one patient treated by 
transverse colostomy has had several exacerbations 
of the disease, and each time refused surgical inter¬ 
vention. There was no further evidence of an acute 
fulminating process. 

A review of the literature showed that contro¬ 
versy still exists concerning tire therapy of acute 
fulminating ulcerative colitis. Many recent reports 
have substantiated the good results which can be 
achieved with the more radical approach of com¬ 
bined ileostomy and colectomy. The over-all mor¬ 
tality for patients with acute fulminating ulcerative 
colitis treated by the medical method is 57%; ileos¬ 
tomy alone, 50%; and ileostomy and colectomy, 
15.9%. These figures, although selective to a degree, 
should serve to stimulate a more radical approach 
to these patients at an early period in their disease 
process. 

Transthoracic Vagotomy for Stomal Ulceration. 
C. Wells and R. Silberman. Lancet 1:406-407 
(Feb. 20) 1960 [London]. 

The authors report on 17 men and 6 women, 
aged from 28 to 73 years, who underwent trans¬ 
thoracic vagotomy at the Royal Infirmary, Liver¬ 
pool, for stomal ulcers, which developed after 
gastroenterostomy in 4 patients, and after gastric 
resection in 19. Transthoracic vagotomy relieved 
all 4 patients who had had previous gastroenteros¬ 
tomy of their ulcer symptoms, and they were all 
well at tire time of follow-up. In 13 of the 19 pa¬ 
tients with previous gastric resection all symptoms 
were removed by the thoracic vagotomy, and 11 
of these patients were well at the time of follow-up. 
The other 2 had died of unrelated causes. 


Transthoracic vagotomy is simple and safe. The 
reported data show that it is probably the best 
means of treating stomal ulcers occurring after 
otherwise uncomplicated gastrectomy or after 
gastroenterostomy, provided diat the stoma is well 
placed and functioning satisfactorily. The diag¬ 
nostic proof of stomal ulcers is not always easy. 
Estimation of night secretion, which was not rou¬ 
tinely available at the time these patients were 
studied, may prove invaluable. Persisting acidity 
is a reasonable indication .for vagotomy. On a priori 
grounds, vagotomy is necessary in operations of 
the Billroth 1 type for duodenal ulcer. If acidity 
persists after abdominal vagotomy, thoracic vagot¬ 
omy should be undertaken as an adjuvant. In 
patients who have undergone bizarre or multiple 
operations on the stomach and duodenum, the sur¬ 
geon must weigh the dangers and complications 
of a further abdominal operation against the ad¬ 
vantages of actually seeing the lesion. In the pres¬ 
ence of pain suggestive of ulcer, and of continued 
night secretion of acid, thoracic vagotomy is safe 
and worthwhile. In some late and complicated 
cases, disappointments are inevitable whatever is 
done. 

Pneumonectomy for Tuberculosis: An Evaluation 
of 124 Cases. J. E. Hiltz, V. D. Sehaffner, and G. A. 
Kloss. Canad. M. A. J. 82:457-463 (Feb. 27) 1960 
[Toronto]. 

The authors analyzed the results of pneumonec¬ 
tomies performed on 124 patients at the Nova 
Scotia Sanatorium, in Kentville, between 1945 and 
1959. Male and female patients were evenly di¬ 
vided. Their ages ranged from 11 to 56 years, with 
a preponderance in the decades between 20 and 
50 years. Operations were carried out on the right 
lung in 51 patients and on the left in 73. Far- 
advanced disease within the lung on the operative 
side was present in 95 patients; in 29 the disease 
was moderately advanced. In 47 patients the con¬ 
tralateral lung was free of disease, in 54 patients 
it showed a minimal degree of tuberculosis, and 
in 23 tuberculosis was moderately advanced. In all 
patients the contralateral tuberculous lesion was 
considered to be well controlled, and in most pa¬ 
tients the homolateral disease was well stabilized 
before surgery' was undertaken. 

Of the 124 patients, 57 developed a total of 135 
complications postoperativelv. Complications in¬ 
cluded the development of a bronchopleural fistula 
either early (within 4 weeks after operation) or 
late; a stubborn, persisting pleural space; an empy¬ 
ema; moderate or severe wound infection; and 
residual ulcer of the bronchial stump seen bron- 
choscopicallvv In some instances death occurred 
too early for complications to become evident. 
Most of the complications occurred in patients 
between 50 and 59 years of age, and particularly 
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uilous tracheobronchitis, as seen bronchoscopicallv, 
, K ! . 10 Stoutly influence the development of com¬ 
plications winch may he due to the fact that 
antimicrobial therapy was used extensively to brine 
such lesions under control before surgery was can¬ 
ned out. Of 10S patients who were followed up 
- > ,ca « aft « r die operation, 51 were greatly im¬ 
proved, and 24 were moderately improved. A test 
ot the sputum of these 75 patients gave a negative 
result. Of 84 patients who were followed up 5 years 
or more after the operation, 46 were greatly im¬ 
proved, and 6 were moderately improved. The 
sputum test of these patients also showed a nega¬ 
tive result. Only 6 of 35 patients who were fol¬ 
lowed up after 10 years were still alive. Twenty-one 
had died of tuberculosis, and S of nontubereulous 
causes. 

Post-Traumatic Intussusception in Adults. J. A. 
Dixon. Am. Surgeon 26:09-101 (Feb.) 1960 
[Baltimore] 

Intussusception occurs in adults, as a rule, only 
in association with polyp, carcinoma, or diverticu¬ 
lum; idiopathic or primary intussusception is rare. 
The author presents the histories of 4 men in 
whom intussusception was observed. The 1st patient 
had received a gunshot wound in the abdomen. 

At laparotomy 2 penetrating wounds of the cecum 
were found. On exploration of the small intestine 
an antegrade intussusception of the ileum was 
found, which was approximately 16 cm. in length. 
Upon reduction of the intussuception there was 
no evidence of an intraluminal mass. The 2nd 
patient, a 76-year-old man, had been struck by a 
truck, receiving a severe abdominal contusion, a 
fracture of the left ulna, and a partial avulsion 
of the scalp. Shock and abdominal rigidity were 
evident. At laparotomy the patient was found 
to have a transection of the transverse colon. 
Exploration of the small intestine revealed an 
antegrade intussusception, 22 cm. in length and 
easily reduced. No tumor or trauma was noted in 
the region of the intussusception. The colon ends 
were exteriorized. The postoperative course was 
uneventful. These 2 cases presented no diagnostic 
problem. Surgical treatment was indicated, and 
the intussusception was an incidental finding. There 
was no evidence of recurrence after reduction. 
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one of intermittent partial intestinal obstmetion 
Theie was intermittent improvement, but on the 
th postoperative day severe intestinal obstruction 
was evident, and a tender mass was palpable on 
ctal exammahon. A laparotomy was performed, 
and an antegrade intussusception of the ileum 
uas found, approximately 14 cm. in length, ex- 
lemely firm, fibrotic, and irreducible. A resection 
of the ileum with- anastomosis was performed. The 
intussusception showed no tumor or diverticulum 
Die 4th patient was involved in a trench cave-in. 
He sustained injuries to several lumbar vertebrae 
and severe contusions of the abdomen. Exami¬ 
nation of the small intestine during laparotomy 
disclosed 3 antegrade intussusceptions in the lower 
jejunum. Each of these was approximately 10 cm. 
in length and easily reduced. However, the post- 
operative couise was marked by evidence of inter¬ 
mittent intestinal obstruction. A laparotomy was 
performed 24 days after the original injury, and an 
antegrade jejunal intussusception was found, which 
was 13 cm. in length and not reducible. The 
intussusception was resected, and an end-to-end 
anastomosis performed. Examination of the speci¬ 
men showed' no' tumor or diverticulum. On the 
basis of a review of the literature, this 4th case, 
in which intussusception recurred postoperatively 
and required resection , seems unique. 

Surgical Indications in Cholelithiasis: Prophylactic 
Cholecystectomy Elucidated on the Basis of Long- 
Term Follow-up on 526 Nonoperated Cases. 

J. Lund. Ann. Surg. 151:153-162 (Feb.) 1960 [Phila¬ 
delphia]. 

In patients with gallstones the presence of biliary 
colic and of complications is generally accepted 
as an indication for cholecystectomy or other in¬ 
terventions on the biliary tract. Opinions differ 
with regard to the indications for prophylactic- 
cholecystectomy in the presence of stones in order 
to prevent future symptoms and complications. 
The author presents observations on 526 patients 
with gallstones who were not operated on and 
who were followed up for from 5 to 20 years after 
the discovery of the stones. Only patients with 
roentgenologic signs of gallstones were included. 

In 100 patients tire gallstones were accidentally 
discovered during roentgenologic examination of 
the abdomen. The complete series includes all pa* 
tients with cholelithiasis admitted to the open 
hagen County Hospital, Gentofte, Denmark, from 
1936 to 1950, who were not subjected to chole¬ 
cystectomy. Since 1950 more than 90% of chole- 
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lithiasis patients have been subjected to cholecys¬ 
tectomy, but this was not the case before 1950. The 
526 patients included 3SS women and 138 men. 
Twenty-five per cent of the patients died during 
the period of follow-up. The data on 50 patients 
were inadequate, and these were disregarded in 
some of the analyses. 

It was found that, irrespective of the severity' 
of the clinical aspects at the time of the diagnosis 
of gallstones, severe symptoms or complications de¬ 
veloped subsequently in at least one-third to one- 
half of the patients, and complications in the form 
of acute cholecystitis or common duct stones oc¬ 
curred in at least 25%. The prognosis for patients 
with asymptomatic stones, according to previously 
published opinions and to the findings in this se¬ 
ries is about the same as for those who have 
symptoms. 

The mortality' in patients with cholelithiasis was 
2.7%, but subsequent operation has prevented a 
number of deaths. There was a marked increase in 
mortality' with advancing age. Beyond the age of 
60 mortality was 7.2%. Cancer of the gallbladder 
occurred in 3 cases. The risk of the development 
of cancer of the gallbladder in the presence of 
cholelithiasis was found to be no higher than the 
surgical mortality of elective cholecystectomy. 
Thus, although the risk of cancer as such does not 
require prophylactic cholecystectomy, it is, never¬ 
theless, an additional factor militating for surgical 
treatment. 

The author concludes that prophylactic removal 
of the gallbladder is indicated in all patients with 
gallstones who are reasonably good surgical risks. 
This will prevent much future morbidity. With the 
present low mortality of elective cholecystectomy, 
primary operation is likely to carry a lower mor¬ 
tality' than nonoperative treatment. 

Assessment of the Results of Surgical Treatment in 
Portal Hypertension. A. I. Macpherson. Gastro¬ 
enterology 38:142-154 (Feb.) 1960 [Baltimore], 

The author treated 11S patients who had portal 
hypertension at the Edinburgh Royal Infirmary. Of 
these, 22 had extrahepatic and 96 intrahepatic 
obstruction. A satisfactory answ’er to the question 
as to whether the surgical treatment of patients 
with portal hypertension associated with chronic 
hepatic disease is beneficial cannot yet be given. 
The results of medical treatment in a similar series 
of patients at the Mayo Clinic were compared 
with those in this series. The available data indi¬ 
cate that only in the first postoperative year has 
surgical treatment showm beneficial results. It al¬ 
ways has an immediately adverse effect on the 
functioning of the cirrhotic liver, but it seems 
that tire degree and duration of this effect depend 
chiefly on the condition of the liver at the time 
of operation. Moreover, if the patient has survived 
the immediate postoperative period, the liver re¬ 


covers and appears to regain a functional capacity, 
even when the operation has entailed the diversion 
of all the portal blood from the cirrhotic liver cells. 

Whether correction of thrombopenia or granulo¬ 
penia is sufficiently important to justify splenec¬ 
tomy is still controversial, but it appears that when 
there is persistent thrombopenia, the improvement 
of the hemostasis alone, which is obtained by in¬ 
cluding splenectomy as part of the definitive opera¬ 
tion for portal hypertension, outweighs the possi¬ 
ble disadvantages. Hematemesis is such a dramatic 
occurrence that comparison of the number of in¬ 
stances of it, both before and after operation, sug¬ 
gests itself as the most decisive measurement of 
the value of surgical treatment. How'ever, in many 
of the medically treated patients hematemesis is a 
terminal event, and the unpredictability' of bleed¬ 
ing in patients with portal hypertension makes de¬ 
ductions drawn from retrospective comparison of 
its incidence before and after operation of doubt¬ 
ful significance. Even the effect of splenectomy on 
the blood dyscrasia is controversial, since the pre¬ 
sumptive benefit arising from it cannot readily be 
measured. The author believes that die problem of 
when, or even whether, to operate on patients with 
gastroesophageal bleeding and severe impairment 
of hepatic function can be solved only bv experi¬ 
ence and experiment. Each case should be con¬ 
sidered not only as that of a patient to be relieved, 
but also as a source of information to be diought 
about objectively, recorded, and dispassionately 
reviewed. 

GYNECOLOGY & OBSTETRICS 

Fluorescent Antibody Tests for Detection of the 
Gonococcus in Women. W. E. Deacon, W. L. 
Peacock Jr., A. Harris, and others. Pub. Healdi 
Rep. 75:125-129 (Feb.) 1960 [Washington, D. C.] 

The successful application of the fluorescent 
antibody (FA) method for the identification of 
Neisseria gonorrhoeae in men prompted an investi¬ 
gation of die use of this mediod for the detection 
of gonococci in women, the more so since the 
culture mediods available are slow', cumbersome, 
and costly. The aim of this study was the develop¬ 
ment of a rapid FA procedure for N. gonorrhoeae 
detection, capable of obtaining equal or superior 
results to those reported for the culture method. 
Women, constituting die study group, were named 
contacts of men with gonorrhea seen at the clinic 
of die division of veneral disease control, Fulton 
County' Health Department, Atlanta, Ga. 

The authors describe a direct FA mediod, a 
delayed FA method, and a culture method for the 
detection of the gonococcus in women, specimens 
being obtained from die vagina, cervix, and uretlira. 
The results obtained with diese methods in 50 
women contacts are compared in a table. Direct 
FA identification of the gonococcus in women max' 
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at the particular time of examination. This 
iaetor is minimal when the delayed FA procedure 
is used A combination of the direct and delayed 
f'A Diethods was clearly demonstrated as superior 
to the conventional culture method. The delayed 
'A method gave a slightly higher vield of positive 
results m less time than the conventional culture 
method. The delayed FA method was superior 
to the direct method alone. The value of vaginal 
examinations, in addition to the customary urethral 
and cervical tests, is indicated. 

Intrinsic Fetal Risk in Breech Delivery. M. G. 
Potter Jr., C. E. Heaton, and G. YV. Douglas. Obst, 
& Gynec. 15:158-162 (Feb.) I960 [New York]. 

There were 1,256 breech presentations (4.2%) 
among the 29,969 deliveries which occurred on 
the obstetric service of Bellevue Hospital in New 
York from 19-15 to 1956. The authors reviewed 
1,142 of the 1,256 cases of breech presentations 
and analyzed the intrinsic risk involved in this 
type of delivery. Prenatal care was given to 57.1% 
of the patients, i. e., to all primiparas in whom a 
breech presentation was detected, during or shortly 
before the onset of labor, by stereoscopic x-ray 
pelvimetry. The method of delivery included 
pudendal block anesthesia, supplemented by nitrous 
oxide or gas-oxygen-ether. Cesarean section was 
performed on 110 patients; in 62 of these, breech 
presentation was a determining factor in choosing 
the type of intervention. There were 3 fetal deaths 
(4.8%) in this group. 

There were 141 nonviable infants (weight at 
birth under 1,000 Cm. [2 lb. 3 oz.]) and 13 fetal 
deaths attributable to breech delivery. The fetal 
mortality was 5.1% among primiparas and 1.5% 
among multiparas. The only maternal death in 
the whole series occurred in a primipara with 
rheumatic heart disease. Autopsies on 12 of the 13 
infants whose deaths were attributable to breech 
presentation showed a uniform picture of intra¬ 
cranial injury with hemorrhage. Yet only 3 infants 
had been delivered by extraction. The authors 
recommend a careful search for patients showing 
slight to moderate degree of disproportion and a 
more liberal use of cesarean section as a means 
of lowering fetal mortality in breech presentation. 

Acute Renal Failure in Obstetric Patients: Treat¬ 
ment bv Hemodialysis. S. Anthone, R. Anthone, 
and J. E. Doyle. Obst. & Gynec. 15:146-157 (Feb.) 
1960 [New York], 

The various etiological factors and the main 
aspects of management in acute renal failure dur¬ 
ing pregnancy or at delivery are reviewed. A total 
of 29 patients-with acute renal failure were treated 


J-A.M.A, June 4" j 96 q 

at the Buffalo General Hospital from 1954 to 195S 
Eleven patients 38%) had renal failure as a const 
quence of complications of pregnancy. The deter' 
mmmg factor of the disease was transfSon 
reaction m 2 patients, afibrinogenemia and hemor- 
ihage shock m 5, obstruction of a solitary kidnev 
m , and eclampsia in 2. The patients were dialvzed 
from 1 to 3 times during the renal failure, and all 
of them eventually recovered their renal function. 

Hemodialysis should be .considered as an aid 
to medical management of patients in acute renal 
failure and should be applied whenever conserva¬ 
tive measures no longer control the toxic effects 
of the renal shutdown. If acute renal failures 
are properly treated and dialyzed rather early 
thtU) late in their toxic course, a high percentage 
of good results will be the rule in a condition 
that once was considered to have a high mortality 
rate. 

The Pregnanediol Excretion in Suspected Placental 
Insufficiency. C. S. Russel, C. J. Dewhurst, and 
D. H. Blakey. J. Obst. & Gynaec. Brit. Emp. 67:1-10 
(Feb.) 1960 [London]. 

The urinary pregnanediol excretion was studied 
in a group of 58 patients in whom placental 
insufficiency had been diagnosed or was suspected 
to be present. Most of the patients either suffered 
from hypertension or preeclampsia or gave a his¬ 
tory'of a previous stillbirth believed to be due to 
placental insufficiency; a few patients had no such 
associated abnormalities. The clinical diagnosis of 
placental insufficiency was based on the finding of 
a small child who did not grow normally; normal 
size and growth of a child are regarded as evidence 
of good placental function. In 16 cases (group 1) 
a confident diagnosis of placental insufficiency was 
made, and in 14 (group 2) there was no significant 
placental damage; in the remaining 28 cases (group 
3) it could not be decided on clinical grounds 
alone whether there was placental insufficiency 
or not. Pregnanediol studies were earned out in 
all these cases. In group 1, in 14 cases low readings 
confirmed the diagnosis, and in 2 cases normal 
readings demonstrated good placental function 
which was subsequently confirmed. In group 2, 
normal readings were obtained in 13 cases, ap¬ 
parently confirming the diagnosis, and in the 
remaining case low readings suggested some pla¬ 
cental damage. In one of the 13 cases an unex¬ 
plained fetal death in utero occurred In group J, 
readings within the normal range, though below 
normal average, showed reasonable placenta funcj 
tion in 10 cases; low readings showed plnccnt. 
insufficiency in 15 cases, while in 3 cases eqmvoc. 

16 Taking aH 3 groups together, there were 30 cases 
Jh low readings. In all these, there was evidena 
of enough placental damage to affect the eiuid. 
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Eleven babies were stillborn, and 2 died in the 
neonatal period; all the babies were below average 
in weight for the stage of pregnancy. The placentas 
were small and, in addition, showed evidence of 
infarction which was sometimes very severe. By 
contrast, in the 25 cases with normal values there 
was one unexplained death, and tire weights of 
the babies (with this one exception) and of the 
placentas were normal. 

The authors believe that, when placental insuffi¬ 
ciency is a possibility' either because of the previous 
obstetric history or because of the signs in the 
pregnancy under review, measurement of urinary 
pregnanediol is of great value. Sometimes this con¬ 
firms the clinical diagnosis; at other times it 
compels a review' of the clinical diagnosis, and 
occasionally provides startling evidence of the 
severity' of the placental damage. 

PEDIATRICS 

Comparison of the Recurrence Rate of Rheumatic 
Carditis Among Children Receiving Penicillin by 
Mouth Prophylactically or on Indication: A Six- 
Year Study. W. Ngo Lim and M. G. Wilson. New 
England J. Med. 262:321-325 (Feb. IS) 1960 
[Boston]. 

The American Heart Association has recom¬ 
mended that “all individuals with a well-estab¬ 
lished history' of a previous attack of rheumatic 
fever or chorea, or who show definite evidence of 
rheumatic heart disease, should be placed on con¬ 
tinuous prophylaxis throughout life or until new 
knowledge makes this recommendation invalid.” 
This study was limited to children who had at 
least one observed attack of active carditis and 
were attending the cardiac rheumatic clinic of the 
New York Hospital. The recurrence rates of rheu¬ 
matic carditis during the years 1952-1958 among 
110 children receiving continuous penicillin pro¬ 
phylaxis orally (group 1) and 103 patients receiv¬ 
ing penicillin therapeutically for only' 10 days at 
the onset of any’ respiratory infection (group 2) 
were investigated. No attempt was made to evalu¬ 
ate the role of infection due to hemolytic strepto¬ 
cocci in rheumatic fever or to investigate die inci¬ 
dence of streptococcic infection among rheumatic 
children receiving penicillin, but rather to deter¬ 
mine whether cont.nuous prophylaxis with orally' 
given penicillin has any advantage over therapeutic 
administration of penicillin in the management of 
the rheumatic child. 

The recurrence rate for continuous prophylaxis 
was 6.6 per 1,000 patient months for a total of 
2,630 patient mondis. When calculated according 
to interval since last attack, it was 7.5 per 1,000 
patient months for patients with recent attacks 
(less than 2 years), and 3.9 for those with an inter¬ 
val of more than 2 years since the last attack. The 


recurrence rate in the “indicated-therapy'” group 
was 2.9 per 1,000 patient mondis for a total of 
2,744 patient months. When calculated according 
to interval, the rate was 4.6 for recent attacks and 
2.4 for those with longer intervals. 

There was no significant difference in die recur¬ 
rence rate of active carditis among patients receiv¬ 
ing continuous oral prophylaxis and diose on 
adequate penicillin therapy during a respiratory 
illness when die interval since the last attack was 
considered. For children under close medical super¬ 
vision, continuous prophydaxis with orally given 
penicillin has no advantage over adequate peni¬ 
cillin therapy. 

The Influence of Exogenous Iron on Formation of 
Hemoglobin in the Premature Infant. D. Hammond 
and A. Murphy'. Pediatrics 25:362-374 (March) 
1960 [Springfield, Ill.]. 

The present study' was undertaken to evaluate 
certain variables which may influence early and 
late anemias in premature infants, and to deter¬ 
mine the effect of parenterally administered iron 
in the neonatal period. Forty-eight infants bom 
prematurely on the clinic service of the Herbert C. 
Moffitt Hospital of die University of California 
Medical Center were divided into 2 groups and 
were followed up for periods varying from 3 to 
18 months. There were 22 infants in one group 
who served as untreated controls, and 26 in the 
other group who were given a total of 100 mg. of 
iron-dextran complex (Imferon) intramuscularly 
over a period of 2 to 4 days when the infants’ 
weight had reached 1,500 Gm. (3 lb. 5 oz.) and 
weight gain was consistent. The mothers of the 
infants in the control group had an average age 
of 29 years; those of the treated group averaged 
25 years. The estimated duration of gestation was 
36 weeks for the control group, and 34 weeks for 
the treated group. The average birth weight of 
infants in die treated group was 1,9S0 Gm. (4 lb. 
6 oz.), and of those in the control group 2,1S5 Gm. 
(4 lb. 13 oz.). Hematological studies were per¬ 
formed on all infants initially during the first 2 days 
of life, and were repeated between the 4di and 7th 
days weekly thereafter during the hospital stay, 
and monthly during visits to a clinic for healthy 
infants. The infants were given standard formulas 
of modified cow’s milk, supplemented by vitamins 
A, D, and C in amounts sufficient to meet daily- 
requirements. 

Despite the fact that the initial hematological 
studies revealed slightly higher mean values for 
hemoglobin, hematocrit, and erythrocytes in the 
control group, a higher concentration of hemo¬ 
globin developed in the treated group before the 
3rd month of life, and a significantly higher value 
was maintained from that time on throughout the 
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Seitelborger’s Spastic Amaurotic Axonal Idiocy: A 
Report of a Case in a 9-Year-Old Boy with Com¬ 
ment on Visceral Manifestations. H. Nakai, B. H. 
Landing, and W. IC. Schubert. Pediatrics 25:441- 
449 (March) 1960 [Springfield, Ill.]. 

The authors report the clinical and pathological 
findings of a 9Vj-year-old boy who had hypoplastic 
anemia between the ages of S and 26 months, and 
in whom later neurological manifestations devel¬ 
oped with cerebellar and brain stem dysfunction. 
At autopsy the central nervous system showed a 
pattern of lesions, such as deposits of chromolipid 
pigment in basal nuclei, brain stem degeneration 


inn, AOSX 1\ALTS U \,, t 

June 4, 19G0 

The presence of chromolipid pigment in 
renal tubular celk suggests that Sy biopsy t 
examination of the urinary sediment mwht i/ e of 
value m the diagnosis of this disease, ft will be 

eTtabTisl/^^dlfiT’ t0 Study more such Patients to 
establish a definite connection between the de- 

posi s o pigment in the kidneys and spastic ama- 

uratic axonal idiocy, and to prove the diagnostic 

reliability of kidney biopsy and of examination 

or the urinary sediment. 


Conservative Management of Acute Renal Failure. 
S. A. Kaplan, J. Strauss, and A. M. Yoceoglu Pedi¬ 
atrics 25:409-418 (March) I960 [Springfield, Ill.]. 

Conservative treatment was used in 3 children 
with acute renal failure. There were 2 boys and 1 
girl, ranging in age from 7 to 11 years. One patient 
died, but the other 2 completely recovered. It ap¬ 
pears that in the early stages of renal failure the 
voided urine is iso-osmotic with plasma, and may 
represent unmodified fluid from the proximal tu¬ 
bules. Cardiac failure associated with hyperpotas- 
semia or the administration of excessive quantities 
of fluid is the most frequent cause of death in acute 
renal failure. The authors suggest that the amount 
of fluid administered to patients with acute renal 
failure should be. calculated to equal only the in¬ 
sensible water loss plus the volume of urine voided 
over the previous 24 hours. It is best to prevent 
acidosis by giving restricted quantities of sodium 


and gliosis of the dorsal portions of the brain stem 
and spinal cord, and formation of rounded or oval 
hyaline masses, apparently from axons of nerve 
cells. The dorsal horns of the gray matter of the 
cervical cord and the dorsolateral portion of the 
medulla and pons were markedly swollen by astro- 
evtosis and microgliosis. Although none of these 
lesions could be considered pathognomonic, their 
occurrence in combination, with repetitive patterns 
of distribution, appeared to constitute a neuropatho- 
logical entity, which the authors named “spastic 
amaurotic axonal idiocy,” originally described by 
Seitelberger. The patient reported is apparently 
the first male in whom this rare familial disease 
has been recognized. He also had severe testicular 
atrophy, and nodular alteration of the adrenal cor¬ 
tex. Tlie kidneys showed diffuse cortical interstitial 
fibrosis associated with patches of chronic inflam¬ 
mation and more marked interstitial scarring. Many 
tubules and glomeruli had thickened capsular mem¬ 
branes, and several distal convoluted tubules and 
loops of Plenle contained casts. Many loops of 
Henle also showed brown granular pigment in 
tubular cytoplasm similar to that found in the 
brain. Either the renal or the adrenal lesions-very 
possibly both-can be considered responsible tor 
the severe hypoehloremia which marked the termi¬ 
nal illness. 


lactate immediately at the onset of the disease. 
The importance of weighing the patient every 24 
hours is stressed in order to gauge if an excess of 
fluid and electrolytes has-been administered to the 
patient. Hyperpotassemia should be treated with 
potassium exchange resins. It is advisable to ad¬ 
minister calcium gluconate by mouth in case of 
hypocalcemia. Hyperphosphatemia is most effec¬ 
tively reduced by the oral administration of alumi¬ 
num hydroxide gel. The potential usefulness of the 
intravenous administration of fat emulsions in pa¬ 
tients with acute renal failure is emphasized to 
provide for adequate caloric intake. It is necessary 
to observe the patient carefully and to supervise 
the treatment even after the diuretic phase has 
set in, since manifestations of impaired renal func¬ 
tion will persist for several days. 


Atresia with Normal Aortic Valve: Report 
Cases and Review of the Literature. D. U 
m R. D. Rowe, P. E. Conen, and J- W. A. 
vorth. Pediatries 25:450-466 (March) I960 
igfield. Ill.]. 

; authors report on a group of 11 infants and 
2n with mitral atresia in whom a norma 
valve was found at autopsy (Hospital tor 
Jhildren, Toronto). The patients died between 
ms of 1 day and 5 years. The records of 41 
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such cases reported in the literature were also re¬ 
viewed. The average survival was 6 months. The 
general symptoms were cyanosis, dyspnea and 
physical retardation, usually accentuated 2nd heart 
sounds in the pulmonary' area, and single and non¬ 
specific murmurs. Congestive heart failure was fre¬ 
quent, and coarctation not uncommon. On the basis 
of history and physical examination, this malforma¬ 
tion closely resembled a number of congenital car¬ 
diac defects. The roentgenograms usually visualized 
a large heart. Right ventricular hypertrophy with a 
QR pattern in the right precordial leads was a fairly 
consistent electrocardiographic finding. While this 
feature is not specific, it should prove to be a use¬ 
ful diagnostic aid in mitral atresia. Angiocardio¬ 
grams showed a large right atrium and ventricle, 
and simultaneous filling of both great vessels, and 
also demonstrated pulmonary stenosis and trans¬ 
position of the great vessels when present. Cardiac 
catheterization showed a rise in blood oxygen 
saturation in the right atrium, and systemic levels 
of systolic pressure in the right ventricle. Cardiac 
catheterization and angiography' are necessary for 
final clarification of the disease. 

Autopsy’ performed on all the children revealed 
a normal aortic valve; but the left atrium was 
small, and usually communicated with the larger 
right atrium by an atrial defect. Anomalies of the 
venous return were common; The right ventricle 
was large, and the left ventricle was either small, 
rudimentary, or absent. Pulmonary' stenosis or atre¬ 
sia was frequently associated with transposition of 
the great vessels. The ductus arteriosus was usu¬ 
ally patent, and preductal coarctation was common. 
Mitral atresia was associated with major extracar¬ 
diac defects, especially' with asplenia, in nearly 
half of the children. The microscopic appearance 
of the pulmonary arteries was abnormal in some 
older children. 

Medical management of this malformation was 
not attended with success; also, all those with pul¬ 
monary' stenosis, in whom shunt operations were 
performed, died either during or shortly after the 
intervention. At present the importance of the 
defect lies in its differentiation from potentially’ 
operable lesions, and in giving an accurate prog¬ 
nosis to the parents of affected children. 

Long-Term Prognosis of the Nephrotic Syndrome 
in the Child: A Report on 193 Observations. R. 
Debre, J. Marie, P. Royer, and others. Semaine hop. 
Paris 36:531-544 (Feb. 24) 1960 (In French) [Paris]. 

A study of 193 children with the idiopathic 
neplirotic symdrome is reported, 174 of them hav¬ 
ing been observed over a period ranging from 1 
to 30 years. Depending on the treatment received, 
the 193 patients in this study' were divided into 4 
groups. The 1st group was composed of 34 chil¬ 
dren, 24 male and 10 female, who were seen 


between 1927 and 1944 and were treated before anti¬ 
biotics became available. The 2nd group was com¬ 
posed of 36 children, 21 male and 15 female, who 
were treated with antibiotics. The 3rd group was 
composed of 6S children, 41 male and 27 female, 
who received antibiotics and short courses (S to 
15 days) of ACTH or cortisone between 1951 and 
1955. The 4th group consisted of the remainder 
of the patients, but, on an average, 2 patients out 
of each group of 5 could not be followed; there¬ 
fore, only 53 children were taken into considera¬ 
tion; these children were treated with antibiotics 
and long, but discontinuous, courses of ACTH, corti¬ 
sone, or prednisone. In the 1st group 2S children 
were followed; 19 of them died, S recovered, and 
1 suffered from sequelae. In the 2nd group 35 
children were followed; 14 died, IS recovered, and 
3 suffered from sequelae. In the 3rd group 5S chil¬ 
dren were followed; 19 died, 31 recovered, and S 
suffered from sequelae. In the 4th group 30 chil¬ 
dren were followed; 5 died, 19 recovered, and 6 
suffered from sequelae. The authors point out that 
the beneficial effect of antibiotics is evident in the 
data reported. Infection was responsible for 8 
deaths in the 1st group, for 4 in the 2nd group, for 
1 in the 3rd group, and for none in the 4th group. 

The effect that corticotherapv had on the inci¬ 
dence of mortality' due to renal insufficiency is hard 
to determine. Short courses of corticotherapv seem 
to have had no beneficial effect, since the mortality' 
due to renal insufficiency increased from 10 (2S%) 
in group 2 to IS (31%) in group 3. It is also diffi¬ 
cult to assess the effect of long courses, since no 
sufficient time has passed for an adequate follow-up 
evaluation in patients in whom the treatment with. 
corticosteroids was discontinued, and a consider¬ 
able number of patients are still under treatment at 
die time this report has been written. 

Rubella as a Cause of Thrombocytopenic Purpura. 
A. W. Ferguson. Pediatrics 25:400-40S (March) 
1960 [Springfield, Ill.]. 

The author reports a 3-year-old girl and a 7-year- 
old boy r who were admitted to the Roy'al Hospital 
for Sick Children, in Edinburgh, because thrombo¬ 
cytopenic purpura occurred in both after rubella. 
A third child, a 7-year-old boy', is also described 
in whom thrombocytopenic purpura may have been 
secondary’ to a modified rubella infection. The 
serum of 2 of the children appeared to contain 
platelet agglutinins. The audior reviews 16 other 
cases of thrombocytopenic purpura following ru¬ 
bella cited in the literature. Some clinical and 
pathological aspects of acute thrombocytopenic 
purpura in childhood are discussed, and it is sug¬ 
gested that infections mild enough to pass unrecog¬ 
nized, such as rubella, may precipitate the disease 
more frequently than is suspected. 
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Corneal Lenses in Ophthalmic Practice. H. Agat- 

n°?;i A m I ^ rnert ’ and M - Feldstein. Am J. 
Ophth. 49:277-2SG (Feb.) I960 [Chicago]. 

Tlie authors discuss the role of the ophthalmolo¬ 
gist as a consultant, when the patient asks to be 
referred to a contact lens company or to a tech¬ 
nician for fitting. The ophthalmologist is also often 
askecl to perform a routine examination before fit¬ 
ting is begun, and after fitting by a technician. The 
authors define a corneal lens as one which fits over 
the cornea alone and not over the sclera; this in¬ 
cludes lenses of varying sizes, shapes, and details 
of construction, such as the microlens, the contour 
lens, and many others, as well as the somewhat 
larger tuohy-type corneal lens. In contrast, a scleral 
lens has a corneal part, for optical purposes, and 
a part which rests on the sclera. In fitting a contact 
lens, the criteria for proper fit are (1) absence of 
damage to the cornea, and (2) the com fort of the 
patient, comfort including absence of symptoms 
and proper correction of the refractive error. In 
the discussion of the fit and the refraction, it is 
pointed out that fit is mainly concerned with the 
looseness or tightness of the lens, and this, in turn, 
depends on (1) the back surface or base curve, 
(2) the over-all size of the lens, called diameter, 
and (o) the amount and character of the bevel, if 
any. The refraction of the lens is determined by 
the power of the contact lens itself and also by its 
relation to the cornea, since this forms a so-called 
lacrimal lens which affects the refraction of the 
lens-eye combination. 

Advantages of contact lenses over conventional 
spectacles are as follows: 1. There are cosmetic 
and psychological advantages, increase in the field 
of vision in high-refractive error and in aphakia, 
and better visual acuity in patients with irregular 
astigmatism, kerutoconus, and refractive errors in 
the presence of nystagmus. 2. Less aniseikonia re¬ 
sults in correction of monocular aphakia. 3. Magni¬ 
fication in myopia of moderate and high degree is 
an optical advantage. 4. There is no fogging of the 
lenses by mist, rain, snow, mud, or dust, and there 
is a safety factor compared with eyeglasses. Con¬ 
tact lenses are contraindicated in patients with 
epiphora; with excessive dryness of the eye due to 
such conditions as vitamin A deficiency, Sj'dgren's 
syndrome, or pemphigus; with ocular infections or 
allergies; with local neoplasms; with degenerations 
of the cornea; with corneal edema; with a high 
degree of lenticular astigmatism; with severe exoph¬ 
thalmos; with thick or tight lids; with corneal insen¬ 
sitivity; and sometimes in the presence of presby¬ 
opia. Although hyperopes near the presbyopic age 
do well with contact lenses, older myopes who are 
comfortable reading with spectacles may be less 
comfortable with contact lenses. 


J.A.M.A., June 4, 19G0 
Ultrasound in Ophthalmology. G. Baum and 7 

Sioago] d ' Am ' J ' ° PW ’- 49:249 - 261 W m 

The authors discuss tire application of sonar and 
jadar techniques in ophthalmology. Sonar operates 
by sending forth repeated bursts of high-frequency 
sound, that is, greater than 20,000 cps. The sound 
waves strike the tissues and are reflected The 
echoes are sequentially received and presented on 
the cathode-ray tube of a radar receiver. The phy¬ 
sician observes the images of the interior structures 
of the body on the face of the tube. These images, 
or ultrasonograms, are cross sectional views, that 
is, they are compound coronal-sagittal sections of 
the eye and orbit, as viewed from an anteropos¬ 
terior position. This equipment operates at 15 me. 
The face of the tube may be photographed to ob¬ 
tain permanent records of particular views, such as 
are presented in this paper. Motion of the eyes is 
portrayed on the face of the cathode-ray tube much 
as motion of an actor is portrayed on a television set. 

The authors show how analysis of the motion of 
the tissues may facilitate diagnosis on the basis of 
illustrative cases. One of the patients presented 
had a semiopaque cornea and a hemorrhage in 
both die anterior chamber and the vitreous of the 
eye. The interior of this eye could not be visualized 
with any existing ophthalmic instrument. Ultra¬ 
sonic visualization demonstrated both the intra¬ 
ocular pathology and the orbital structures. The 
former proved to be a total retinal detachment, 
which contained within it the vitreous hemorrhage. 
Serial ultrasonography demonstrated the shift in 
position of the detached retina at different levels 
throughout the eye. The diagnosis and location of 
the retina were confirmed by the pathological sec¬ 
tions. Tumors and vitreous hemorrhages also have 
been visualized by ultrasonography in the light- 
opaque eye. 

Another major advantage of ultrasonic visualiza¬ 
tion is its ability to visualize and precisely locate 
radioiucent foreign bodies. Such localization may 
be performed through light-opaque mediums. For¬ 
eign bodies may readily be distinguished, even in 
the presence of amounts of blood which would 
render the fundus opaque to light. Radiopaque 
foreign bodies may also be visualized and localized 
without the use of external markers, which are 
ordinarily required for localization by roentgeno¬ 
logic films. The advantages of ultrasonic visualiza¬ 
tion over roentgenologic visualization are liste . 

In discussing the orbital application of uitra- 
sonography, the authors say that the optic 
check ligaments, and muscles have been v 
Orbital tumors, cysts, and foreign ! 

been demonstrated. Heretofore the 
orbital tumors could only be surmised. / 

L examination offered some assistance onl> 
bone erosion occurred. This paper containsthe A 
report of the ultrasonic visualization of a tumor 
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and radiolucent foreign body within the orbit, and 
is a synopsis of all the forms of ultrasound which 
have been used in ophthalmology. Improved in¬ 
strumentation and further clinical experience hold 
great promise for future diagnostic applications of 
the ultrasonic locator. 

THERAPEUTICS 

Use of Dexamethasone in Adrenal Cortex Inhibi¬ 
tion Tests. J. Decourt, M. F. Javle, J. P. Michard, 
and P. Mauvais. Semaine hop. Paris 36:351-355 
(Feb. 4) 1960 (In French) [Paris]. 

Given by mouth in a dose of 3 mg. per day, 
dexamethasone was found to have an almost com¬ 
plete inhibiting effect on the adrenal cortex. It 
seems that this dose should be adopted in the 
adult as a standard test for the study of hypercor- 
ticalism. The results obtained with this test in 2 
patients will congenital adrenal hyperplasia, in 8 
with tardy virilism, in 2 with pituitary basophilism 
(Cushing’s disease), and in 5 with adrenocortical 
obesity accompanied by hvpercorticalism are re¬ 
ported. In the case of virilizing hvpercorticalism 
it is pointed out that the inhibition test may en¬ 
able differentiation to be made between simple 
hyperplasia and an adrenocortical tumor. The in¬ 
hibition effect is very mild in the course of pitui¬ 
tary basophilism, while the test is quite effective 
in common obesity with hvpercorticalism. Two 
comparative inhibition tests were made in 8 per¬ 
sons; in the 1st test dexamethasone was given in 
the dose indicated above, in the 2nd test the au¬ 
thors used delta hydrocortisone in a dose of 30 mg. 
for 5 days. The results obtained in the 1st test 
were much better than those obtained in the 2nd, 
especially with regard to the elimination of 17-keto- 
steroids and 17-hydroxv-corticosteroids. On the 
basis of a 6-month observation of 3 patients, the 
authors believe that prolonged treatment with a 
daily dose of 1 mg. of dexamethasone should pro¬ 
vide adequate inhibition effect. 

Complications on Peroral Treatment of Diabetes 
Mellitus with Sulfonyl Derivatives. K. Astrom. 
Ugesk. laeger 122:10-18 (Jan. 7) 1960 (In Danish) 
[Copenhagen]. 

Peroral treatment of diabetes mellitus with sul¬ 
fonylurea derivatives causes a number of side- 
effects, mostly not dangerous, but grave complica¬ 
tions can occur. Tolbutamide is tolerated better 
than carbutamide, but the latter has a better anti¬ 
diabetic effect. The most common side-effects until 
both substances are cutaneous changes of allergic 
kind seen mainly at the start of treatment, which 
usually disappear on discontinuation of the treat¬ 
ment or possibly on continuation of the treatment 
in die same or a smaller dose. Not a few cases of 
injury of die bone marrow have affected the mye¬ 
loid system, leading to granulocytopenia. From 


April, 1956, to mid-June, 1959, 133 patients were 
treated with sulfonylurea derivatives, mainly car¬ 
butamide, in the Odense District and City Hospi¬ 
tal, in Denmark. Cutaneous reactions were seen in 
12 patients. Leukocyte and differential blood counts 
in 133 patients revealed a tendency to slight fall 
in die leukocyte count which later became normal. 
In 3 adults the granulocyte values were under 30%, 
the lowest count being 10%. In an infant given 
insulin and carbutamide, the granulocyte values 
fell to 5%. The dirombocytes, counted in 71 pa¬ 
tients, showed a slight tendency to decrease during 
the treatment. In one patient tolbutamide caused 
grave thrombopenia with hemorrhagic diadiesis, 
fever, joint disease, and impaired general condi¬ 
tion; the patient recovered. No changes attributable 
to the treatment were seen in the red blood cell 
picture. Dyspeptic symptoms, mostly at the start 
of treatment, were observed in 10 patients treated 
with carbutamide and in 1 patient treated with 
tolbutamide. On long-term treatment the thrombo¬ 
cytes apparently tend to a steady, if slight, de¬ 
crease, so that continued blood platelet control is 
desirable. 

The Use of Antimalarial Drugs in Patients with 
Rheumatoid Arthritis. H. A. Souza, W. N. Vasquez, 
and J. Houli. Rev. brasil. med. 15:761-762 (Nov.) 
1959 (In Portuguese) [Rio de Janeiro]. 

Sixty patients until rheumatoid arthritis were 
treated with antimalarial drugs for different periods 
of time. These patients were observed in 3 groups. 
Group 1 was composed of 10 patients who had 
been suffering from rheumatoid arthritis for from 
15 days to 3 years. They were treated for longer 
than a year as outpatients, receiving first chloro- 
quine phosphate and later hydroxychloroquine sul¬ 
fate. At die end of 30 days the dose was decreased 
from 2 tablets to 1, or, if the patient’s condition so 
required, it was increased to 3 or even 4 tablets 
The treatment was well tolerated in spite of initial 
anorexia and loss of weight. Therapeutic results 
were observed, on the average, at the end of 30 
days, with relief of the pain, greater mobility’, dis¬ 
appearance of local heat and redness, and of the 
edema. The treatment was interrupted for some 
patients in order to test the permanence of the 
results. These patients continued to be free from 
symptoms for 30 to 45 days. When the symptoms 
reappeared, the treatment was resumed, with the 
same initial favorable results. 

Group 2 was composed of 20 patients who were 
observed for 6 montlis. Good results were obtained 
in 50% of this group under the same therapeutic 
orientation as in group 1. When a patient developed 
intolerance to chloroquine phosphate, this prepara¬ 
tion was replaced by hydroxychloroquine, which 
was generally well tolerated. Group 3 was com¬ 
posed of 30 patients who had been observed for 
periods of 1 to 3 months when this article was 



MEDICAL LITERATURE ABSTRACTS 


l f tien ! s 1 Were toWin 2 the treatment 
. ’ vitn onl >' mild reactions which did not re¬ 
quire interruption of the therapy. The authors be¬ 
lieve that the antimalarial drugs used in this study 
me effective m long-term treatment of rheumatoid 
arthntis, bringing the patients long remissions and 
possibly, cure. 

Experimental Treatment of Angina Pectoris with a 
New Active Principle Extracted from Ammi Vis- 
naga (Visnadin) and Different from Khellin. M. 
•Mouquin and C. Macrez. Prcsse med. 68:257-258 
(Feb. 13) 1960 (In French) [Paris]. 

Thirty patients with angina pectoris and coro¬ 
nary disease, who were under electrocardiographic 
surveillance as outpatients, were treated with Vis¬ 
nadin, a derivative of dihydrofurocoumarin and, 
therefore, different from khellin which is a furano- 
chromonc*. Several of the patients had been hos¬ 
pitalized in the past because of myocardial infarc¬ 
tion. The majority made regular use of trinitrin 
tablets. Visnadin was administered orally in daily 
doses of 2 to 6 tablets (25 or 50 mg.), which were 
alternated with a placebo. The therapy was well 
tolerated except by 5 patients who were over 65 
years of age. Unfavorable reactions were nausea, 
vomiting, and vertigo in 3 patients, gastralgia in 1, 
and generalized pruritus in 1. 

The results of the Visnadin therapy were evalu¬ 
ated in terms of the angina manifestations. Electro¬ 
cardiographic control was not considered entirely 
reliable, since spontaneous changes take place in 
patients with coronary disease. Another criterion 
for evaluation was the amount of trinitrin still 
needed to prevent anginal attacks. The results were 
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posed of 114 patients chosen at random, received 
15 mg. of isoniazid per kilogram of body wSt 

Inle a control group, composed of 90 patients 
also chosen at random, received 5 mg. per kilo 
gram of body weight. In addition, the experimental 
group leceived an intramuscular injection of 200 nw 
of pyridoxine (vitamin B„) 3 times a week and 
both groups received 15 Gm. of PAS daily in intra¬ 
venous perfusion. The results were evaluated in 
terms of radiologic and bacteriological changes 
and were classified as very important, and moderate 
improvement; stationary aspects; and aggravation. 

Radiographic and tomographic findings showed 
important and very important improvement in 
50.8% of the high-dose group and in 38.8% of the 
regular-dose group. The advantages of the higher 
dose were visible at the end of 2 months of treat¬ 
ment and were more pronounced by die end of 
the 3rd month. The patients with cavitation profited- 
from the high-dose treatment to a greater extent 
than the others. Bacteriological findings showed 
that the proportion of patients who remained posi¬ 
tive for tubercle bacilli in the high-dose group (8 
of every 45 patients) was lower than in the regu¬ 
lar-dose group (11 of every 42 patients), a differ¬ 
ence which represents a 35% superiority. Tolerance 
to the drug was satisfactory, with only one patient 
having to interrupt the treatment because of side- 
effects. Although the patients treated with high 
doses of isoniazid had also received pyridoxine as 
a prevention against unfavorable reaction, the au¬ 
thors now believe that this systematic preventive 
treatment is not always necessary. The administra¬ 
tion of pyridoxine is recommended only for patients 
predisposed to nervous disorders. 


considered excellent in 7 patients who became en¬ 
tirely free from symptoms as long as they were 
given Visnadin. The most satisfactory results, 
though, were only palliative and temporary, and 
the symptoms reappeared if the treatment were 
suspended. Good results were obtained in 9 pa¬ 
tients whose attacks were reduced in number to 
one-half or one-third, and whose daily dose of 
trinitrin could also be reduced. Four patients ob¬ 
tained only mediocre results, xvithout any improve¬ 
ment over those obtained xvith other drugs. The 
authors believe that Visnadin, as a preparation of 
low toxicity, represents an additional asset in the 
treatment of coronary insufficiency, and that doses 
of between 0.05 and 0.30 Gm., given orally daily, 
are adequate in almost all eases. 

Treatment of Pulmonary Tuberculosis: ‘'Strong 
Doses of Isoniazid. E. Bernard, A. P. Jarniou, L. 
Israel, M. Enjalbert, and C. Fabre. Presse med. 
68:209-210 (Feb. 6) i960 (In French) [Paris], 

Txvo groups of patients with pulmonary tuber¬ 
culosis were treated during 3 months with different 
doses of isoniazid. An experimental group, com- 


PATHOLOGY 

Itaphylococcus Infections in Hospitals. C. W. 
dndlay Jr., B. A. Johnson, and L. Goode. Dis. 
lolon & Rectum 3:9-14 (Jan.-Feb.) 1960 [Phila- 
elphia]. 

The authors collected data regarding the phage 
ypes of coagulase-positive staphylococci on the 
urgical service of the Presbyterian Hospital, New 
ork. This type of research is an important method 
f studying the epidemiology of staphylococci. An 
ttempt was made to determine the prevalence ot 
ertain phage types, especially type S0-S1, in pa* 
ents admitted with infections and m hospual-m- 
urred infections. The occurrence of these types 
/as also investigated in infections observedAn out- 
atients. To study the possible routes of tram 
fission cultures were taken and typed from m- , 
“s’ personnel, the air of the wards, and from 
ctual infections. The results showed that the me - 
ence of the phage type 80-81 was less m patients 
, en i n the hospital than in those seen m the o 
alien t departments. This was d®rm«d by s ud>; 

W the organisms causing axillary and breast 
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fections during a period of 6 months. In another 
survey the organisms from all staphylococcic infec¬ 
tions occurring in any one-month period were 
typed. Only one of the in-hospital infections was 
due to the 80-81 phage type, whereas almost one- 
tliird of the infections acquired before admission 
were caused by this type. 

Sampling of the air of all wards on the surgical 
service at weekly intervals revealed that phage 
type 52A-79 was a common contaminant, while 
type S0-S1 was rarely obtained. Cultures from in¬ 
fections in 31 nurses working in all parts of the 
hospitals were made and typed over a period of 
7 months. Most of these infections occurred in the 
form of furuncles. Sixty-eight per cent of these in¬ 
fections were due to phage type 80-81, and most 
of the organisms were multiresistant to antibiotics. 
Cultures from the respiratory' tracts and stools of 
ward patients yielded only a small percentage of 
strains of the S0-S1 type. Only' 16% of the post¬ 
operative wound infections that occurred on the 
surgical sendee between March and November, 
1958, were due to type S0-S1. During this period 
there were only' 3 cases in which correlation could 
be detected between the environment and the de¬ 
velopment of infection. Phage type 80-81 was in¬ 
volved in these 3 cases. The much-publicized S0-S1 
type was just as common in outpatients as it was 
among those residing in the hospital. Many of these 
strains were sensitive to all antibiotics. This type 
apparently was more bothersome to the nursing 
personnel than to the ward patients. There was no 
evidence that these organisms were frequently 
transmitted by the air of the ■wards. Although the 
distribution of phage types may change from year 
to y'ear, this method will be useful should infection 
problems arise, and it will also provide valuable 
data for retrospective evaluation. 

Histological Aspects of the Auricular Appendix in 
Patients with Mitral Stenosis. L. V. Decourt, M. R. 
Montenegro, N. Sawaya, and R. Castiglioni. Rev. 
Hosp. clin. 14:389-396 (Nov.-Dee.) 1959 (In Portu¬ 
guese) [Sao Paulo, Brazil]. 

Thirty-five patients suffering from pure mitral 
stenosis were selected from a series of 320 patients 
who underwent commissurotomy’ on the cardiologic 
service of the Hospital das Clinicas, University of 
Sao Paulo, for an investigation on the histological 
condition of the auricular appendix. These patients 
were selected on the basis of (1) a complete history 
of rheumatic background, and (2) absence of any 
clinical or laboratory' findings suggestive of present 
rheumatic disease. The patients received premedi¬ 
cation with benzathine penicillin in the dose of 
1.2 million units a week. Eleven of them also re¬ 
ceived digitalis. Roentgenograms, electrocardio¬ 
grams, and hemograms were obtained, as well as 
tests of erythrocyte sedimentation, C-reactive pro¬ 


tein, total proteinemia, and protein flocculation. 
Three different sections were obtained from each 
surgical specimen, and the histological findings 
were classified according to the extension (diffuse 
or focal) and the intensity' of the inflammation. 

The histological examination of the auricular ap¬ 
pendix specimens showed no inflammation in S pa¬ 
tients, nonspecific inflammation in 6, and signs of 
active rheumatic disease in 21. Typical Aschoff 
bodies were found in specimens from patients until 
a negative history for rheumatic fever and from 
patients who had long been asy'mptomatic. Electro¬ 
cardiographic abnormalities were observed in rela¬ 
tion to P-R and Q-T intervals and were always as¬ 
sociated with important histopathological findings. 
The authors believe that clinical and laboratory 
data are insufficient for the diagnosis of subclinical 
rheumatic fever, and recommend that alterations in 
P-R and Q-T intervals be more carefully’ investi¬ 
gated as diagnostic aids. 

Relationship of Viruses to Malignant Disease: I. Tu¬ 
mor Induction by SE Polyoma Virus. E. A. Mirand, 
J. T. Grace, G. E. Moore, and D. Mount. A. M. A. 
Arch. Int. Med. 105:469-481 (March) 1960 [Chi¬ 
cago]. 

The authors performed tumor-producing experi¬ 
ments in mammals, including hamsters, mice, rats, 
rabbits, and monkeys, at the Roswell Park Memo¬ 
rial Institute in Buffalo. Tissue culture fluids con¬ 
taining the tumor-inducing agent (referred to by' 
Stewart and Eddy as “SE polyoma virus”), usually 
obtained by inoculating Swiss mouse embryo tis¬ 
sue cultures with minces of polyoma-induced tu¬ 
mors from mice, hamsters, or rats, were the sources 
of tumor-producing material. The results showed 
that SE polyoma virus induced a wide spectrum 
of tumors in hamsters, mice, and rats. Age was an 
important factor in susceptibility to polyoma virus. 
Strain variations in susceptibility’ in mice were 
noted. Lymphatic leukemia along with parotid tu¬ 
mors developed within 4 months in newhorn 
AKR/Sn mice in which polyoma virus had been 
injected. The virus w’as readily recovered in tissue 
culture from induced tumors. Induced tumors were 
grown on chick chorioallantoic membrane, and the 
virus w'as recovered in tissue culture from these 
egg tumors. The virus did not produce visible 
morphologic changes in the embryonated egg. A 
correlation between cvtopathogenicity of the virus 
in tissue culture and tumor induction was seen. No 
relationship of hormonal factors to tumor induction 
was found. These virus-induced tumors were poorly’ 
transplantable; however, when transplantation was 
successful, the virus-induced tumors obeyed the 
genetic laws of transplantation. The presence of 
inapparent polyoma virus infection was observed 
in several mouse colonies at this institute. 
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Relationship of Viruses to Malignant Disease: 

11 Oncogenic Properties of Cell-Free Filtrates of 

S %Zn TT ; T ; G f UC f ^ E ' A - Mirand, and 

(March) I960 [Chicago]! ^ ^ Med * 105:482491 


I he fact that viruses can cause cancer in a wide 
variety of animals was established again in the 
pieceding paper. Consequently, the authors investi¬ 
gated a large number of human tumors, obtained 
at suigeiy or autopsy, for the presence of onco¬ 
genic vii uses, [extracts of these tumors were inocu¬ 
lated into a variety of established tissue cultures 
in an effort to grow potential oncogenic viruses in 
vitio. bin ids from these tissue cultures were in¬ 
jected into newborn Swiss ICR (Ha) mice and 
hamsters to assess their tumor-producing proper¬ 
ties. Similar extracts were injected directly into 
newborn animals with or without preceding filtra¬ 
tion of the extracts through a bacterial filtei 4 Malig- 
nant tissues from 47 patients with acute leukemia, 
chronic leukemia, Hodgkin’s disease, malignant 
melanoma, soft tissue sarcoma, neuroblastoma, 
nephroblastoma, osteogenic sarcoma, lymphosar¬ 
coma, and gastrointestinal tumors were studied by 
these methods. 

The results showed that no tumors have appeared 
in animals receiving injections of the tissue culture 
preparations. Many tumors have appeared in mice 
which were given direct injections of supernates 
and/or filtrates of human tumors. Most of the ani¬ 
mal tumors were carcinomas of the breast, and the 
latent periods varied from 3 to 9 months. The 
incidence of breast tumors was highest in pregnant 
mice. There was no correlation between the type 
of human tumors employed and the type of tumors 
appearing in mice. Material from human leukemic 
tissues was associated with the greatest number of 
animal tumors. No tumors occurred during this 
time in 3 large groups of contratest animals. The 
possibility that oncogenic viruses are implicated 
is being investigated. Serologic studies showed 
that the polyoma mouse-tumor virus was not in¬ 
volved. 

Bactericidal Action of Penicillin and Tetracycline 
Against Gram-Positive Cocci in Broth and in Blood 
Clots, with a Few Observations Concerning Per¬ 
sisters.” M. Hamburger and J. Carleton. A. M. A. 
Arch. Int. Med. 105-.372-3S2 (March) 1960 [Chi¬ 
cago], 

The authors studied the rate of bactericidal 
action of penicillin and tetracycline against bac¬ 
teria grown in broth or seeded in blood clots sus¬ 
pended in broth. The 4 inicrobic species studied 
were Streptococcus viridans. Staphylococcus aureus, 
Staph, albus, and Diplococcus pneumoniae, type 2, 
which .had been recovered from patients with bac¬ 
terial endocarditis. Special attention was accorded 
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« ‘the X P '£ Steiliralio " of b-oth culture 
the clot. Because m infections like bacterial 
endocarditis the presence of small numbers of “per- 
sisteis (bacteria which remain viable in antibiotic- 
containing environments after most of the sibling 
have been killed, but which retain their in vitro 
sensitivity to the same antibiotic) mav pave the 
wav tor relapse, experiments were continued, when 
possible, until cultures were sterile. This end-point 
could be established with confidence in the case of 
only 2 antibiotics; penicillin and tetracycline. 

Two. oi 3 times as many days were required to 
kill streptococci of the viridans group seeded in 
clots as when the same strains were grown in broth. 
Increasing the concentration of penicillin 100 times 
did not lead to more rapid elimination of the “per- 
sisters.” However, more rapid killing was effected 
in both clots and broth when the inoculum of 
streptococci.was reduced 1,000-fold. A large inocu¬ 
lum of a penicillin-sensitive strain of Staph, aureus 
in broth was rapidly reduced in numbers by either 
high or low concentration of penicillin, though a 
few "persisters” survived for a total of 5 to 9 days. 
The rate of elimination of these “persisters” was 
about the same for both concentrations of anti¬ 
biotic. When the staphylococci were seeded in 
clots, penicillin reduced the bacterial population 
more slowly. During the first 9 days the rate of 
bactericidal action was not significantly different 
with high or low concentration of antibiotic. After 
this .period no staphylococci persisted in clots in¬ 
cubated with the higher concentration of penicillin, 
but were found in small but significant numbers 
as long as the 37th day of incubation with the 
lower concentration. 

Clots seeded with Staph, aureus and incubated 
in penicillin-free broth were divided at the end of 
4 days. One-half was cultured quantitatively; the 
other half was transferred to broth containing no 
penicillin, 0.5 meg. of penicillin per milliliter, or 
50 meg. of penicillin per milliliter. After a week’s 
further incubation, staphylococci in the half clots 
transferred to penicillin-free broth increased theii 
numbers by 10-fold to 100-fold. In the clots trans¬ 
ferred to broth containing 0.5 meg. of penicillin 
per milliliter, the staphylococcic population was 
reduced about 10,000-fold. When the broth con¬ 
tained 50 meg. of penicillin per milliliter, the re¬ 
duction was more than one-million-fold. Similar 
clots were initially incubated in broth containing 
0.5 meg. of penicillin per milliliter. After 4 days 
the staphylococcic population fell 100-fold When 
these clots were divided and reincubated )°i ‘ 
week the “partially poisoned” staphylococci in w 
halves transferred to penicillin-free broth increased 
in numbers, whereas the half-clots transferred » 
broth containing penicillin were sterile or n a . 
sterile. 
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Type 2 diplococci survived as long as 13 days 
when they were seeded in blood clots and incu¬ 
bated in penicillin-free broth. When the broth 
contained 0.5 meg. or 50 meg. of penicillin per 
milliliter, all clots cultured after the 4th day were 
sterile. No “persisters” were observed. 

Tetracycline was more effective against staphy¬ 
lococci in broth than in clots in 2 important re¬ 
spects: 1. The bactericidal rate was faster in broth 
than in clots. 2. The minimal concentration of this 
antibiotic necessary to eradicate a large inoculum 
of staphylococci from a clot was about 10 times 
that which sterilized a broth culture. In both 
broth and clots the bactericidal effect was greater 
either when the concentration of the drug was 
higher or when the inoculum of staphylococci was 
smaller. 

Cancer Cells in Gastric Rinse Water: Chymotrypsin 
Method. B. Bach-Nielsen and E. Amdmp. Ugesk. 
laeger 122:40-43 (Jan. 14) 1960 (In Danish) 
[Copenhagen]. 

Sixty patients observed because of gastric symp¬ 
toms were examined by exfoliative gastric cytology. 
In 45 patients the diagnosis was verified histologi¬ 
cally. Fourteen patients had cancer of the stomach; 
in 11 of these, typical cancer cells had been raised 
on rinsing die stomach with chymotrypsin solution, 
in 2 patients definite diagnosis could not be made, 
and in 1 patient cancer cells could not be raised. 
In 31 patients benign gastric disease was verified. 
Gastric cytological examination gave 3 false-posi¬ 
tive answers, 2 of them due to inexperience on the 
part of die examiners. Cytological examination of 
patients with gastric diseases can undoubtedly be¬ 
come a useful supplement to the methods of exami¬ 
nation usually employed. 

Tlie Effect of the Intestinal Flora on die Growth 
Rate of Mice, and on Their Susceptibility to Ex¬ 
perimental Infections. R. J. Dubos and R. W. 
Schaedler. J. Exper. Med. 111:407-417 (March) 
1960 [New York]. 

Mice delivered with sterile technique by cesarean 
section were used to develop a new mouse colony, 
which has been maintained in an environment pro¬ 
tected from contact with common mouse patho¬ 
gens, but not in the germ-free state. These mice, 
designated as Nelson-Collins-Swiss (NCS), were 
compared with animals of the same sex and age 
coming from the parent colony maintained under 
ordinary conditions. The NCS mice grew more 
rapidly dian ordinary mice on complete diets; 
moreover, they continued to gain weight, aldiough 
at a slower rate, when fed deficient diets which 
caused ordinary mice to stop growing or to lose 
weight. The NCS mice proved much more sus¬ 
ceptible than ordinarv mice to experimental infec¬ 


tions caused by Klebsiella pneumoniae, type G, 
staphylococci, and tubercle bacilli. In contrast, they 
were much more resistant than ordinary mice to 
the lethal effect of large doses of endotoxins. How¬ 
ever, they responded to injection of minute amounts 
of these endotoxins by a marked increase in sus¬ 
ceptibility to staphylococcic infection. 

Bacteriological studies revealed striking quali¬ 
tative differences between the intestinal flora of 
tire NCS mice and ordinary mice. When NCS mice 
were contaminated, either by contact or by feed¬ 
ing, with a strain of Escherichia coli recovered 
from the intestine of ordinary' mice, they ac¬ 
quired the characteristics of these latter animals 
with regard to weight gain on various diets and 
response to bacterial pathogens and endotoxins. 
NCS mice have been found well suited to the 
study of several nutritional, bacteriological, and 
immunological problems, and it appears that their 
production on a large scale will not present un- 
surmountable difficulties. 

An Evaluation of Serum Transaminase in the Jaun¬ 
dice States. H. J. Sacks and G. F. Lanchantin. 
Am. J. Clin. Path. 33:97-10S (Feb.) 1960 [Balti¬ 
more]. 

Since it was demonstrated that the serum glu¬ 
tamic oxalacetic transaminase (SGO-T) increased 
after myocardial infarction, elevated SGO-T values 
have been reported in 6 groups of illnesses. These 
include injury' to skeletal muscle, hepatobiliary' 
disease, extensive damage to the brain, hemolytic 
anemia, certain chemical and drug intoxications, 
and some instances of pulmonary' infarction. This 
paper deals with a study of the level of serum 
transaminase in 120 patients with jaundice of vary'- 
ing etiology', who were admitted to Cedars of 
Lebanon Hospital and Clinic in Los Angeles from 
November, 1956, to January, 1959. Diagnosis was 
occasionally by biopsy', but it was chiefly' clinical 
in the medical cases of jaundice; in the duct ob¬ 
struction cases it was generally' made at surgery 
or autopsy. The SGO-T levels were determined 
serially in most of these patients, and to a less 
extent analyses were made of the serum glutamic- 
pyruvic transaminase (SGP-T). During the early 
phase of the investigation the SGO-T values were 
determined spectrometricalh', but later mostly 
colorimetrically'. When it was found that the color¬ 
imetric values were consistently lower than those 
obtained by spectrophotometric analysis, the au¬ 
thors plotted the results of the 2 methods of analy¬ 
sis against each other, and thus derived the factor 
1.3S, that is, the colorimetric result was multiplied 
by 1.3S in order to arrive at the approximate spec¬ 
trophotometric equivalent, and the spectrophoto¬ 
metric value was divided by 1.3S to find the equiva¬ 
lent colorimetric value. With regard to the SGP-T 
values, however, the conversion factor is 2. 
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srn tT 1 ”? the results> the auth °rs say that the 
exceeded^n lm °T g 3 °£ atients with viral hepatitis 
shHstt S “l 1 instlmces ' T| iere w no. 

an mi m x 7 een , lhe kvds fa serum 

! ' ' and infectious hepatitis (10 

“ WC ‘T 2 p ? ,ients wilh than 300 
nits, but inasmuch as these were convalescing at 

die tune of study, the peak SGO-T value may have 

in nnn mSSCC ‘ highcst value in t] hs series was 
10,000 units. In commenting on the course of 

seium hepatitis in 2 patients, in whom the trans¬ 
aminase values showed essentially the same be¬ 
havior as in patients with infectious hepatitis, the 
authors emphasize the early striking rise of SGO-T 
values prior to the onset of icterus. Studies illus¬ 
trated the importance of obtaining the SGO-T value 
at the ascendancy of the illness, prior to the peak 
of the jaundice. The subsequent course of both 
patients is also typical in that, as the bilirubin con¬ 
tinued to decrease in concentration, the SGO-T 
and SGP-T levels fell in parallel manner. 

In the concluding summary the authors state 
that SGO-T values of 1,000 units or more per milli¬ 
liter were observed to be diagnostic of hepato¬ 
cellular damage. Values exceeding 500 units seem 
to exclude surgical obstructive jaundice, and such 
levels were observed in most instances of viral 
hepatitis, in hepatitis associated with the use of 
iproniazid (Marsilid), and in massive hepatic 
necrosis. The SGO-T levels exceeded 500 units also 
in 3 patients with carcinoma of the liver and in 
3 with pancreatitis. 

SGO-T values of less than 500 units per milli¬ 
liter were not specific for the type of jaundice pres- 
. ent. In this range, SGO-T: bilirubin ratios greater 
than 1:40 presumptively exclude duct obstruction; 
ratios less than 1:40 presumptively exclude hepa¬ 
titis. In the presence of jaundice and levels for 
SGO-T in excess of 500 units, data on SGP-T do 
not provide additional information. With SGO-T 
values of less than 500 units, SGP-T may be of 
help in excluding hepatitis from consideration, if 
the SGO-T:SGP-T ratio exceeds 1:3.18. On the 
other hand, the ratio is not suitable for distinguish¬ 
ing duct obstruction from cirrhosis. 

A New Method of Preservation of Vessels by Em¬ 
bedding the Specimens in a Plastic Material Which 
Hardens Rapidly. G. Carstensen. Chirurg 31:49-52 
(Feb.) 1960 (In German) [Berlin]. 

Eighty-seven thoracic or abdominal aortas ob¬ 
tained from dogs within 2 hours after their ex- 
sanguination were embedded in a thermoplastic 
substance produced by polymerization; the basic 
material is the methyl ester of methacrylic acid. 
The polymerization of the rapidly hardening sub¬ 
stance takes place at room temperature while heat 
is liberated. The monomer methyl methacrylate is 
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called Palaces. Will, fl* aid of an electrical 

tei the removal of the plastic material, die spec} 
men is placed m a sterile sodium chloride soli, 

added! antibiotic and heparin have been 

Transplants of aortas, which had been preserved 
by this technique, were made into the abdominal 
aoitas of 14 dogs. In some of the animals the aorta 
was replaced from closely below the branching off 
of the left renal artery up to the trifurcation (in 
the canine aorta). Thirteen of the 14 animals 
survived this surgical intervention with a patent 
transplant. One animal died of cardiac insufficiency 
with a resulting thrombosis of the graft. The maxi¬ 
mum duration of preservation of the transplanted 
vessels was 75 days. The longest survival time after 
the transplantation was about 140 days. Com¬ 
pletely patent vessels were found in the killed ani¬ 
mals. These findings show that a homologous vas¬ 
cular transplantation is possible after preservation 
of the vessels by embedding them in a rapidly 
hardening plastic material. 

Splenomegalic Cirrhoses. E. C. Pascual. Rev. espan. 
enferm. up. digest. 18:1354-1449 (Nov.) 1959 (In 
Spanish) [Madrid]. 

The author reviews 70 cases of splenomegalic 
cirrhosis mainly from the etiological viewpoint. The 
patients’ ages ranged from 8 to 67 years. The etio¬ 
logical factor was a viral infection in most of the 
70 patients studied; bacterial infections or intoxica¬ 
tions were observed in a few exceptional cases. 
Clinically, the hepatosplenic syndrome manifested 
as chronic congestive splenomegaly (Banti’s dis¬ 
ease), associated with hypersplenism; this was al¬ 
most always characterized by hemolytic anemia 
with splenomegaly of an autoimmunological origin, 
with leukopenia, thrombopenia with purpura, and 
a chronic hepatic condition which developed into 
cirrhosis. 

Anatomicopathologically, there were outstanding 
signs of hyperfunction of the reticuloendothelial 
system, together with the most varied lesions of the 
hepatosplenic vascular system. These lesions were 
often of the lupoid vasculitis type, always asso¬ 
ciated with hyperglobulinemia, therefore, with com¬ 
plete and incomplete antibodies and, above all, 
with autoagglutinins. In most patients these reticu- 
lohistiocytic lesions spread beyond the hepato¬ 
splenic area, with gamma-globulin accumulation in 
the renal glomeruli and in serous endothelium, 
causing hyperplastic and exudative reacrions- T 
reticuloendothelial reactions were often followed 
by collagen hyperproduction with hyperplasia an 
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hyperfunction of fibroblasts and fibrocytes, involv¬ 
ing the endocrine glands and thus resembling 
Selye’s allergic-rheumatic reaction. 

The author believes that the current immuno¬ 
logical theories are insufficient to account for the 
characteristic features of splenomegalic cirrhosis. 
It is his opinion that the clonal-selection theory, 
proposed by Jerne and applied by Burnet and 
others, offers a better explanation. According to this 
theory, movable colonies of mesenchymal cells 
which are present mainly in the spleen, but also in 
the liver, become pathological or forbidden clones 
as a result of mutations. A defective hemostasis 
allows these clones to persist after the embryonic 
stage, and the patient develops some form of auto- 
immunological disease. The pathological clones are 
the source of autoantibodies found in the plasma of 
cirrhotic patients. The author believes that spleno¬ 
megalic cirrhosis presents one of the most intri¬ 
guing problems in modern immunology, and that 
the theory of autoimmunological reaction will be 
one of the main objectives in medicine for the next 
10 years, with many fruitful therapeutic appli¬ 
cations. 

RADIOLOGY 

Hiatal Hernia: Roentgen Incidence and Diagnosis. 
G. N. Stein and A. Finkelstein. Am. J. Digest. Dis. 
5:77 : S7 (Feb.) 1960 [New York], 

The authors made a study' on 100 consecutive 
patients, referred to the radiology department of 
the Graduate Hospital of the University of Pennsyl¬ 
vania, Philadelphia, for roentgenologic study of the 
upper intestinal tract and diagnosis of hiatal hernia. 
The examination of the cardioesophageal junction 
for hiatal hernia requires the patient to be in the 
recumbent position, prone-oblique, the right arm 
at his right side, the left arm resting on the table 
above his head. The left knee and hip are flexed, 
so that the side of the body is elevated between 
10 and 30 degrees, and the head is turned to the 
left. The examination must be made while the 
patient is swallowing the contrast material. The 
fluoroscopist notes how long a time lapse occurs 
between initiation of the swallowing act and the 
arrival of the bolus in the critical area. The authors 
do not believe the examination is diagnostic if films 
are exposed after the main bolus has passed. Only 
large hernias are shown in this manner. The pa¬ 
tient should suck a large mouthful of contrast ma¬ 
terial through a straw and keep it in his mouth 
until the examiner is ready to expose the film. 

The examination must consist of multiple ex¬ 
posures of the cardioesophageal region made in 
various phases of respiration. The authors generally 
use a serialogram, permitting 4 Bucky exposures 
on one 10-b\'-12-in. film. After the patient lias swal¬ 


lowed the barium mixture, the 1st and 3rd ex¬ 
posures are made in deep inspiration to take ad¬ 
vantage of the closing mechanism of the lower 
esophagus. The alternate exposures are made dur¬ 
ing cessation of respiration about midway between 
normal inspiration and expiration, because occa¬ 
sionally hernias are better demonstrated in tills 
stage. The routine examination consists of at least 
2 sets of such serialographic exposures (8 exposures), 
occasionally supplemented by spot films of the 
cardioesophageal junction. 

With this technique of examination, 50 hiatal 
hernias were detected in the 100 patients who 
ranged in age from 20 to 85 years. Although the 
incidence was liigher in patients over the age of 40, 
even in those under 40 it was 34.7%. The authors 
feel that this high incidence is attributable in part 
to the technique of the examination and in part to 
the rather broad definition of the term “hiatal 
hernia.” The roentgenologic diagnosis of hiatal 
hernia is usually of clinical importance only inso¬ 
far as it can be correlated with the patient’s 
symptoms. 

Abnormal Electrocardiograms in Apparently 
Healthy People: I. Long Term Follow-up Study. 
F. A. L. Mathewson and G. S. Vamam. Circulation 
21:196-203 (Feb.) 1960 [New York], 

A long-term study of roentgenologic findings in 
3,983 apparently healthy military and civilian pilots 
was made over a period of approximately 18 years. 
Contacts were renewed annually by means of a re¬ 
turn post card, supplemented by periodic medical 
and electrocardiographic examinations. All the sub¬ 
jects were fit for flying duties when the initial elec¬ 
trocardiograms were recorded. These electrocardio¬ 
grams, taken from the early years of World War II 
until 1948, were normal in 3,832 subjects, but at 
the last examination 41 of them were questionable 
and 44 were abnormal. In the entire series the 
electrocardiograms of 151 persons were abnormal 
on entry'. Myocardial disease developed in 27 (0.7%) 
of the 3,S32 normal subjects and in 5 (3.3%) of those 
with abnormal electrocardiograms on entry'. 

Partial heart block, paroxysmal tachycardia, 
shifts in the RS-T segment, and primary T-wave 
changes tended to occur intermittently, while QRS 
voltage changes, pathological Q waves, complete 
heart block, Wolff-Parkinson-White configuration, 
and bundle-branch block usually remained constant 
once they appeared. At the observed ages and dura¬ 
tions the subjects whose electrocardiograms ex- 
Iiibited partial heart block, Wolff-Parkinson-White 
configuration, and right bundle-branch block have 
remained, with one exception, in apparent good 
health. Low QRS voltage, high QRS voltage, and 
primary' T-wave changes, with or without a shift in 
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the RS-T segment, were the only abnormal electro- 
cardiograph,ccomponents that preceded the onset 
ot myocardial disease. However, these abnormal- 

* h f r i, cmg V\ escnt in many other instances, were 
not followed by onset of a clinical disease. During 
the follow-up period S3 deaths were recorded of 
which i were related to myocardial disease 
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PHYSIOLOGY 

ElFeets of a Short Period of Training of Varying 
Severity on Some Measurements of Physical Fitness. 
J. V. G. A. Durnin, J. M. Brockway, and H. W* 
Witcher. J. Appl. Physiol. 15:161-165 (Jan.) I960 
[Washington, D, C.]. 

I he authors subjected 4-1 physically untrained 
men, 41 between the ages of IS and 22 years and 
3 slightly older, who were in the Royal Air Force, 
to varying degrees of exercise over a 10-day period 
in an attempt to measure the effect of these exer¬ 
cises on their physical fitness. The men were divided 
into 4 groups.. One group, consisting of S men, 
served as controls, and the members of this group 
did only a minimum amount of exercise. The 12 
men in each of the other 3 groups walked 6 miles 
(10 km.), 12 miles (20 km.), and IS miles (30 km.), 
respectively, daily. Fitness was assessed by meas¬ 
urements of pulmonary ventilation, oxygen extrac¬ 
tion, oxygen consumption, and heart rate during a 
standardized physical test on the treadmill. The 
test was done before, during, and after the period 
of training. The group of men walking 12 miles 
daily showed the most marked improvement in fit¬ 
ness, with a significant lowering of pulmonary 
ventilation, oxygen consumption, and heart rate 
during the test. Walking 12 miles daily is an exer¬ 
cise which requires no skill or apparatus and could 
he applied to large groups, such as army recruits, 
in whom an increase in physical fitness might be 
needed at short notice. 

Lung Volumes of Singers. S. S. Heller, W. R. Hicks, 
and W. S. Root. J. Appl. Physiol. 15:40-42 (Jan.) 
1960 [Washington, D. C.]. 

The authors made lung volume determinations, 
including tidal volume, inspiratory capacity, in¬ 
spiratory reserve volume, expiratory reserve vol¬ 
ume, vital capacity, maximum breathing capacity, 
functional residual capacity, residual volume, and 
total lung capacity, on 16 professional singers and 
on 21 persons who had had no professional vocal 
training. Regardless of whether the measurements 
were made in recumbent or standing positions, 
and in terms of the various divisions of lung vol¬ 
ume, no significant differences were found between 
the 2 groups which could not be explained on me 
basis of age, size, or errors involved in making the 
measurements. 


. J iie intradermal route for the administration of 
influenza vaccine Asian strain, type A, was em¬ 
ployed widely in the fall of 1957 when the demand 
tor this vaccine exceeded the supply. The studies 
described were carried out to determine the rela¬ 
tive efficacy of various doses of vaccine in produc¬ 
ing measurable immune responses. When the in¬ 
vestigation • was begun in September, 1957, no 
clinical influenza had been reported in the study 
area. The vaccine used was a single lot of com¬ 
mercially prepared monovalent, Asian A influenza 
vaccine which contained 1,000 chicken cell aggluti¬ 
nation (CCA) units per milliliter. To administer dif¬ 
ferent amounts of the vaccine in the same volume, 
it was diluted with pyrogen-free isotonic sodium 
chloride solution to make 4 concentrations contain¬ 
ing 12.5, 25, 50, and 100 CCA units in 0.1 mi. 

A total of 242 volunteers (civilian employees of 
the Army Corps of Engineers) in Atlanta, Ga., were 
randomly assigned to 5 groups which received 0.1 
ml. of Asian A influenza vaccine intradermally in 
the volar surface of the forearm. Groups 1, 2, 3, and 
4 received 12.5, 25, 50, and 100 CCA units, respec¬ 
tively, and group 5 also received 100 units. Groups 
1 to 4 received a second dose of vaccine after a 2- 
week interval; group 5 received only one injection. 
In October, 195S, 53 weeks after the program had 
begun, a booster vaccination was administered to 
79 volunteers. The booster dose for each was the 
same size as the first dose. Venous blood was col¬ 
lected from all volunteers prior to administratior 
of the 1st injection of vaccine (week 0), prior to the 
2nd dose (week 2), and again 2 weeks later (week 4). 
Additional blood, specimens were obtained from 75 
subjects 16 weeks after the 1st injection. During the 
booster phase of the program, blood specimens were 
collected from all returning subjects just prior to 
the vaccine injection (week 53) and again 2 weeks 
later (week 55). 

The antibodies detectable in the volunteers - 
weeks after the 2nd injection varied with dose from 
44 to 70%, with titers 1:40 or greater. The intra¬ 
dermal booster immunization, administered 53 
weeks after the 1st vaccination, induced market! 
rises in titers which were also related to dose. Th 
creometric mean titers ranged from 1:21 to i.oi 
within 2 weks after the 2nd injections of vacc^ 
and rose to 1:51 to 1:211 within 2 weeks after th 
booster injection. Two separate injections ot ou 
CCA units resulted in better antibody responses 
than single injections of 100 CCAm* 
response to 2 injections of 12.5 CCAom*** 
oood as the response to single doses i times 
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large. Systemic and local reactions increased with 
unit dose of vaccine, but no serious reactions oc¬ 
curred with the lot of vaccine used throughout this 
study. 

A Trial of Bacterial Vaccines for the Common Cold 
in the Royal Air Force. D. L. Miller, J. C. Mc¬ 
Donald, R. E. O. Williams, and J. S. Wilson. Lancet 
1:358-360 (Feb. 13) 1960 [London]. 

The audiors report a controlled trial of bacterial 
vaccines among a total'of 293 flying personnel of 
the Royal Air Force. The men were divided into 
3 groups and were given an autogenous vaccine, a 
pool vaccine, and a phenol saline solution, respec¬ 
tively, in a course of 3 initial doses in October, 

1958, and a reinforcing dose in January, 1959. The 
volunteers were observed until the end of March, 

1959, and records were made of all their respiratory 
infections during this time. The total incidence and 
severity of the respiratory disease rate in the 3 
groups were about the same. It was clear from the 
results that autogenous bacterial vaccines are un¬ 
likely to have any practical application in dealing 
with the problem of the common cold among the 
flying personnel of the Royal Air Force. There was, 
however, a statistically significant reduction in die 
incidence of illness among those who received au¬ 
togenous vaccines between the 3rd and 6th weeks 
after the 3rd and reinforcing doses. Autogenous 
bacterial vaccines, perhaps in greater dosage, may 
therefore merit further investigation among less 
healthy persons. 

Analysis of 247 Consultations for Poisonings in Wis¬ 
consin. W. T. Bruns and J. T. Azzam. Wisconsin 
M. J. 59:143-144 (Feb.) 1960 [Madison], 

The poison information center at die University 
Hospitals in Madison, Wis., operates predominant¬ 
ly as a consultation center, from which practic¬ 
ing physicians can obtain information related to 
intoxication problems. The authors evaluated 247 
inquiries concerning 253 patients. Of diese inquir¬ 
ies, 15% concerned infants in die 2nd year of life, 
and 51% concerned children between 2 and 4 years 
of age. There was a slight predominance of boys 
in the preschool age group; only girls were reported 
for the age range between 10 and 18 years. Infor¬ 
mation regarding the reason for and type of poison 
ingested in die older age group indicated that these 
were mostly abortive suicide attempts. 

Physicians usually do not inquire regarding poi¬ 
sons diat are familiar to diem, and so diis group 
of patients included few cases of poisoning with 
aspirin or the barbiturates. In only 22 instances 
were consultations requested which stated specifi¬ 
cally the involved chemical substance. In die re¬ 
maining 225 calls the chemical composition was 
either completely unknown or the physician wished 


to have his information confirmed. Most of the in¬ 
quiries were concerned with the ingestion of house¬ 
hold products, chiefly hydrocarbons, corrosives, 
bleaches, antiseptics, and pesticides. Drug-induced 
poisonings, regarding which inquiries were re¬ 
ceived, concerned mostiy toxic drugs, tranquillizing 
agents, selenium sulfide, and salicylates. A follow-up 
inquiry was begun for the last 150 patients, regard¬ 
ing whom consultations were requested from the 
university center. Replies were available from 143 
cases (95.3%). These replies revealed that neither 
hospitalization por sequelae occurred in 6S% of the 
cases, hospitalization but no sequelae in 27%, and 
sequelae in 5% (at the time of inquiry 2 to 3 weeks 
after the intoxication); there were no deaths. 

The authors believe that poison information cen¬ 
ters should help reduce the death rate from intoxi¬ 
cation, because they can offer information on most 
commercial products, including the household 
agents. However, a listing of ingredients on the 
container or bottle of all household products would 
facilitate immediate and specific treatment by phy¬ 
sicians of many patients who have been exposed 
to poisons. 

Rabies in Insectivorous Bats of Arizona. W. D. 
Dean, S. T. Maddy, E. L. Cockrum, and H. G. 
Crecebus. Arizona Med. 17:69-77 (Feb.) 1960 
[Phoenix], 

Rabies has been present in Arizona for many 
years, and the number of laboratory-diagnosed 
cases has remained fairly constant during the past 
several years. In 1953 the first case of rabies in a 
bat ever observed in the United States was diag¬ 
nosed in Florida. In 1957 the Arizona State Depart¬ 
ment of Health laboratories diagnosed bat rabies 
for the first time, and a survey was undertaken to 
study the epidemiologic significance of rabies in 
bats in that state. In central and southeastern Ari¬ 
zona during the last half of 1957 and the first half 
of 1958, 552 bats representing 9 species were col¬ 
lected from 16 sites. All persons collecting bats had 
received at least 3 intradermal injections of high 
egg passage chicken-embryo-attenuated (Flurv 
strain) rabies vaccine. The bats were killed with 
chloroform. The brains were pooled in multiples 
of 5, and each pooled composite was inoculated 
into 5 mice. A similar procedure was followed for 
the salivary glands. Rabies virus was isolated from 
the following species: big brown bat (Eptesicus 
fuscus), Mexican free-tail bat (Tadarida brasiliensis 
mexicana), cave myotis bat (Myotis velifer), and 
pallid bat (Antrozus pallidus). At least 13 different 
bats were found to be infected with the rabies 
virus. Considering the vast geographic area and the 
millions of bats living in the area, diis study was 
only a superficial sampling. Nevertheless, it gave 
some indication that rabies in bats is a public health 
problem in Arizona. 
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Biochemical Aspects of Neurological Disorders. Edited by 
John N. Cunnings, M.D., F.R.C.P., Professor of Chemical 
Pathology, Institute of Neurology, National Hospital, Lon¬ 
don, and Michael Kremer, M.D., B.Sc., F.R.C.P. Cloth. 
$8.75. Pp. 230, with illustrations. Charles C Thomas, Pub¬ 
lisher, 301-327 E. Lawrence Ave., Springfield, III.; Blackwell 
Scientific Publications, Ltd. 24-25 Broad St., Oxford, Eng¬ 
land; Ryorson Press, 299 Queen St., W., Toronto 2B, 
Canada, 1959. 

For the neurologist, biochemistry represents the 
future, as is amply demonstrated by this short vol¬ 
ume of lectures delivered in 1957 and 1958 at the 
Institute of Neurology, National Hospital, Queen 
Square, London. These lectures, by 19 British 
biochemists and neurologists, were designed to 
bring together the biochemical and clinical aspects 
of a° variety of neurological disorders not readily 
available in textbooks. The chapters are paired, in 
effect, each pair presenting in order the chemical 
and the broad clinical features of the vitamm-B 
deficiencies, demyelinating diseases, porphyria, dis¬ 
orders of calcium and phosphorus metabolism, cop¬ 
per metabolism, neurological aspects of liver 
disease, anoxic and hypoglycemic states pituitary 
and adrenal dyscrasias, the lipidoses and disorders 
of muscular function. A carefully chosen bibliog¬ 
raphy follows each chapter, and a good index 

creases the book’s reference value. 

It will be readily appreciated that a discussion 
both chemical and clinical aspects of so vast a field 
within scarcely more than 200 pages must be but^ 
sketchy survey; indeed, it is as a general survey 
tint this symposium excels. The serious student can 
‘ Sin to begin here, but he must pro¬ 
ceed at once to the more detailed 
to the more extensive monographs amiable. ^ 

( CI “ rle f c "j 

PubHshetspnngBddlU 

■ the Central Nervous System, by Hen 7 
(Little, Brown and Company, ’’“Ttf^emical 

t“ P lTBnd admirably presented 

rrto a k atevelatfon of the extensive relevaney 


of biochemistry to their daily work and of the 
promising future it offers for further advances in 
diagnosis and therapy. 

The authors are among the most eminent in the 
world; their. admirably succinct discussions are 
judicious and free of quirk and bias, and their 
guidance is sure to further study. Not only is this 
small volume to be recommended but it is to be 
urged on all persons interested in neurological 


disease. 


Roland P. Mackay, M.D. 


Isotonic Tracers: A Theoretical and Practical Manual for 
Biological Students and Research Workers. By G. E. Fran¬ 
cis, Reader in Biochemistry, St. Bartholomew’s Hospital 
Medical College, London, W. Mulligan, Senior Lecturer in 
Biochemistry, Glasgow University Veterinary School, Glas¬ 
gow and A. Wormall, Professor of Biochemistry, St. Bar¬ 
tholomew’s Hospital Medical College. With foreword by G. 
Hevesy. Second edition. Cloth. $8.40; 52s. 6d. Pp. 5-4, wit 
illustrations. Essential Books Division, Oxford University 
Press Fair Lawn, N. J.; 417 Fifth Ave., New \ork 16; Ath- 
lone Press, University of London, 2 Gower St. London, 
W. C. 1, England; distributed by Constable & Company, 
Ltd., 12 Orange St., London, W. C. 2 England; University 
of Toronto Press, Toronto 5, Canada, 1959. 

This book is written as an introduction to the 
theoretical principles and practical applications of 
isotope methodology in the biological sciences. 
The contents of the text are divided into two parts. 
In the first part the authors deal with preparation 
of labelled compounds, measurement of stable and 
radioactive isotopes, determination of radioisotopes 
in biological preparations, interpretations of radio 
activity measurements, radioautography, harnrds 

Of biological processes. Tins part C>t ^ 

°f 6 B ‘id The 1 mmpte” re ch!>sen to give the 
fa bM^und in the appBcation^ 
to* stable and radioactive isotopes used ,n b,o- 

logical studies ’ f the boo k contains a series 

The second part ot tbe s tu- 

of practical exercises d measuring 

dent the techniques of hatotmg The 

isotopes in a variety of | lifted to exer- 
clioiee of experiments l as “ tw0 )a bora- 

cises which can be comp equipment 

toty periods of five or six hours. U J hmlkl 

specified is of British - as 

not should not 

5 btai/suitable counterparts. Tins 
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excellent book is based on the material presented 
in a course in isotopic tracer methodology at the 
Medical College of St. Bartholomew’s Hospital, 
London. The text should prove of great help to 
anyone planning to give a similar course, and it 
should find wide readership among biologists who 
are daily depending more on tagged molecules to 
find the answers to their unsolved problems. 

Joseph Royal, Ph.D. 

Intussusception in Infants and Children. By Mark M. 
Ravitch, M.D., Associate Professor of Surgery, Johns Hopkins 
University School of Medicine, Baltimore. Pediatric surgical 
monograph series. Edited by Mark M. Ravitch. Cloth. $9. 
Pp. 121, with illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scien¬ 
tific Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1959. 

This, the first monograph in a series of pediatric 
surgical monographs, presents a historical account, 
the incidence of occurrence, the clinical course, 
errors in diagnosis, pathological and experimental 
studies, and the treatment related to intussuscep¬ 
tion. An excellent diagram demonstrates the vari¬ 
ous types of intussusception that may be caused by 
the appendix or originate at the ileocecal junction. 
The operative treatment of irreducible intussuscep¬ 
tion is presented as an illustration and includes 
such procedures as exteriorization of the intestine 
with delayed division, and resection with primary 
anastomosis. Nonoperative reduction by barium 
enema with serial roentgenograms and case his¬ 
tories in the legends is easily followed by the 
reader. The case fatality figures quoted favor the 
nonoperative type of reduction. A brief account of 
the primary treatment with barium enema fol¬ 
lowed by completion of reduction by operation is 
given, and illustrative cases are cited. 

The author concludes that all children with 
intussusception deserve a trial with barium enema 
and feels that between 70 and 75% may be cured 
by this treatment. He warns against persistence 
with the barium enema after a point is reached 
where further progress in reduction ceases. If this 
occurs, he recommends operation without delay. 
The format, printing, and illustration in this mono¬ 
graph are excellent for easy readability’. The bibli¬ 
ography should be of great value for students of 

this subject. Arthur F. Abt, M.D. 

Medical X-ray Technique: Principles and Applications. By 
G. J. van der Plants. Translated by G. E. Luton. Published 
in English, Spanish, German and French languages. Cloth. 
$10. Pp. 480, with 229 illustrations. The Macmillan Com¬ 
pany, 60 Fifth Ave., New York 11; N. V. Philips' Gloeilam- 
penfabrieken, Kastanjelaan, Eindhoven, Netherlands, 1959. 

This textbook is different from the usual one on 
tins subject in that discussions of radiographic posi¬ 
tioning, centering, and exposure factors are not in¬ 
cluded. However, a detailed and thorough discus¬ 


sion of the principles and varied applications of 
x-ray in diagnosis and therapy, particularly for 
technicians in training, is presented. The first chap¬ 
ter deals with the discovery’ of x-ray, definitions, 
origin of x-ray’, and the structure and operations 
of the x-ray tube. Subsequent chapters cover in 
adequate detail the entire field of x-rav technique, 
with emphasis on basic principles. The subject mat¬ 
ter is presented in such a manner that the tech¬ 
nician will be well versed in all phases, from the 
nature and properties of x-ray’ and apparatus to the 
varied applications in diagnosis as well as therapy’. 
Chapters dealing with image formation and per¬ 
ceptibility, sharpness, contrast, and detail are most 
informative. A chapter on radioactive isotopes is 
included in the section on therapy’. The genetic 
and biological effects of radiation are discussed. 
The final chapter deals with radiation hazards and 
protective measures in x-ray’ diagnosis and therapy’. 

This book has been published in English, Span¬ 
ish, German, and French. The subject matter is 
well organized, adequately illustrated, and covers 
the basic principles and application of x-ray in 
both diagnosis and therapy’. Since it does not in¬ 
clude the subjects of positioning, centering, or film 
exposure factors, it is recommended to the tech¬ 
nician as a supplement to other books dealing with 
these phases of technique. This book should be in 
the library of even’ director of a training school for 
x-ray technicians. ' Eabl E . Barth, M .D. 

Cancer and Allied Diseases of Infancy and Childhood. 
Edited by Irving M. Ariel, M.D., .Associate Professor of 
Clinical Surgery, New York Medical College, New York, 
and George T. Pack, M.D., Associate Professor of Clinical 
Surgery, Cornell University Medical College, New York. 
27 contributing authors. Cloth. $22.50. Pp. 605, with illus¬ 
trations, Little, Brown & Company, 34 Beacon St., Boston 6; 
J. 6c A. Churchill, Ltd., 104 Gloucester PI., Portman Sq., 
London, W. 1, England, 1960. 

The editors of this volume have correctly inter¬ 
preted a need for a concise presentation, in one 
volume, of the problems of cancer and allied condi¬ 
tions in the pediatric age group. They wisely use 
the experience of others in the compilation of a 
multiple-author book. Such books often lack contin¬ 
uity, but in the main, the editors have here avoided 
this. The chapters on intrathoracic tumors and 
cysts, Wilms’s tumors, tumors of the central nervous 
system, and leukemia and lymphoma are particu- 
larly good. One of the difficulties in preparing a 
book of this kind is to decide whether the chapters 
should be divided along anatomic or pathological 
lines, and although the authors generally follow 
the former classification they deviate from it in the 
chapter on teratoid tumors and dermoid cysts. One 
of the fine aspects of the book is its extensive bibliog¬ 
raphy. Several unusual chapters contribute to the 
versatility’ of the book, including the chapters on 
anemia of cancer in childhood and principles of 
radiation therapy for tumors in children. 
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Two criticisms might be leveled against the book. 
Theie is the inevitable overlap of treatment in sev- 
chapters, and several of the authors have pre¬ 
sented a fuller development of their subject than is 
in keeping with the general outline of the book. This 
is particularly true of the chapters entitled Pre and 
Postoperative Care of Infants and Children and 
tumors and Hyperplasias of the Adrenal Gland. 
Almost monographic consideration of these two 
subjects is undertaken. The value of the book would 
not have been diminished by a greater condensation 
of these chapters. 

This worthwhile volume should be a valuable 
aid in the treatment of children with cancer. 

William B. Kiesewether, M.D. 


Textbook of Otolaryngology. By David D. DeWeese, 
M.D., Clinical Professor of Otolaryngology, University of 
Oregon Medical School, Portland, and William H. Saunders, 
M.D., Associate Professor of Otolaryngology, Ohio State 
University College of Medicine, Columbus. Cloth. $8.75. Pp. 
46-1, with 354 illustrations. C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3; Henry Kimpton, 134 Great 
Portland St., London, W. 1, England, 1960. 


This first edition is intended primarily for medi¬ 
cal students and practitioners but may he read with 
pleasure and profit by others more advanced in the 
specialty. It is clear, concise, authoritative, up-to- 
date, and stylistically unique. Unlike the conven¬ 
tional textbook, it is not encumbered with combina¬ 
tions of the outworn, the new, or the bow to 
tradition. These authors have opinions and they 
make them known. There is no need to discuss the 
various chapters, as they are more than adequate, 
and the illustrations are excellent. Works reflecting 
strong personalities, such as this, are rare. It is a 
distinct pleasure to recommend it 

Samuel J. Pearlman, M.D. 


_Weight Gains, Serum Protein Levels and Health of Breast 

'f'etl and Artificially Fed Infants, Full Term and Premature: 
A Clinical and Biochemical Study Based on 946 Infants and 
Children at the Mothers’ Hospital (Salvation Army) and the 
Queen Elizabeth Hospital for Children, London. By B. 
Levin, M.D., Ph.D., and others. Privy Council, Medical Re¬ 
search Council special report series no. 296. Paper. $2.99. 
Pp. 154, with illustrations. Her Majest ys _Statione ry Office, 
P. O. Box 569, London, S. ET. "i, England; American agent: 
British Information Services, 30 Rockefeller Plaza, New York 
20, 1959. 

This paper-covered book reports a study to estab¬ 
lish standards of serum protein levels in full-term 
and premature infants, both breast fed and given a 
dried-milk formula. The variables studied include 
sex, birth weight, multiple birth, weight gain, 
hemoglobin values, and electrophoresis of serum 
proteins. The book is divided into four parts. 

Part 1 deals with weight gains and hemoglobin 
levels of full-term and premature infants, with a 
comparison of the progress of breast fed and for¬ 
mula fed infants. The protein requirements of 
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premature infants are also included. Part 2 reports 
on the total serum protein, albumin, globulin and 
nonprotein nitrogen levels of full-term and’ pre - 
mature infants. The effects of birth weight, age 
sex, feeding and other factors on these levels are 
given Part 3 covers the serum protein components 
as determined by paper electrophoresis and by salt 
precipitation. There is special reference to gamma 
globulin. Part 4 summarizes both the clinical and 
laboratory data. 

The material presented is well outlined in tables 
and figures. There is an adequate bibliography 
and a comparison with other reported studies on 
protein requirements. This study was made be¬ 
tween 1947 and 1950. It should be of interest to 
those concerned with infant nutrition. 

John A. Bigler, M.D. 


A Practice of Anaesthesia. By W. D. Wylie, M.A., M.B., 
M.R.C.P., and H. C. Churchill-Davidson, M.A., ’ Mil, 
F.F.A.R.C.S. Cloth. $20. Pp. 1056, with 246 illustrations. 
Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11; 
Lloyd-Luke (medical books) Ltd., 49 Newman St., London, 
W. 1, England, 1960. 

This large book contains most of the information 
a physician might need to pass the examinations of 
the American Board of Anesthesiology. For the 
senior anesthesiologist it should be a thrilling reve¬ 
lation to peruse tills book and see how the specialty 
has grown in one lifetime. The relevant aspects of 
physics, anatomy, and pathology as they relate to 
the specialty have been touched on; the relevant 
facets of physiology and pharmacology have been 
treated in detail; and the clinical applications have 
been repeatedly emphasized. The book is printed 
on good paper, is easy to read, and is indexed. Each 
subject has its own bibliography. Without doubt, 
this is the best book available on the market today 
for those who are interested in anesthesiology. 

John S. Lundy, M.D. 


Roentgenologic Diagnosis in Ophthalmology. By Edward 
irtmann, M.D., Chief of Ophthalmic Department, Lan- 
isiere Hospital and American Hospital in Paris, and 
elyn Gilles, M.D., Chief of Roentgenology Department, 
linze-Vingt Ophthalmic Hospital, Paris. Translated by 
orge Z. Carter, M.D., Assistant Professor of Ophtbal- 
logy Albert Eistein College of Medicine, New York, 
lited by Conrad Berens, M.D., F.A.C.S. Lecturer m Opbj 
ilmology, New York University Post-Graduate Medical 
aool, New York. [Original French editionappearedund 
e Radiodiagnostic en ophthalmology, published by Mas 
: & Cie Paris.] Cloth. $15. Pp. 375, with 497 d ustrahons. 
B Lippincott Company, E. Washington Sq„ Philadelphia 

4865 P ?Vestem Ave., Montreal, Canada; Pitaian Medical 

bfshmg Company, Ltd., 39 Parker St., London, W. C.~, 
gland, 1959. 

In April, 1936, the author published an atlas of 
Sinography in ophthalmology 
m out of print. Twenty years later, Hartmann in 
operation with Evelyn Gilles, a roentgenologist, 
Wished a new book in French on roentgenoloy 
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diagnosis in ophthalmology. It was mainly to serve 
as a reference for the roentgenologist and oph¬ 
thalmologist in solving problems encompassing 
these two specialties. It is this text that has been 
competently translated. The book is unusually well 
illustrated with roentgenographic reproductions 
and line drawings showing the main landmarks. An 
unusual variety of films of pathological lesions is 
presented together with pictures of normal ana¬ 
tomic variations. Techniques that are relatively new 
have been presented in the detection of intraocular 
foreign bodies. Generally this book is well written, 
and it will probably become a standard reference 
for the ophthalmologist and a help to the roent¬ 
genologists in considering ophthalmologic prob- 

^ emS ' Frank W. Newell, M.D. 

Emotional Forces in the Family. Edited by Samuel Lieb- 
man, M.D., Medical Director, North Shore Hospital, Win- 
netka. Ill. Cloth. $5. Pp. 157. J. B. Lippincott Company, 
E. Washington Sq., Philadelphia 5; 4865 Western Ave., 
Montreal 6, Canada; Pitman Medical Publishing Company, 
Ltd., 39 Parker St., London, W. C. 2, England, 1959. 

This book is a symposium based on a series of 
lectures given at the North Shore Hospital in 
Winnetka, Ill. It is the fifth in a series. The subjects 
covered by nine physicians, many of whom are 
psychiatrists, include the development of the fam¬ 
ily in the technical age; the role of the mother and 
father and children in the family; the emotional 
impact of in-laws and relatives; the effect of aging 
persons on family life; the individual, the family, 
and the community; the individual, the family, and 
the boss; and the disintegrating impact of modem 
life on the family in America and its explosive 
repercussions. This is a book distinctly for the 
physician, the psychiatric nurse, and the psychiat¬ 
ric social worker. It is too technical, and too fright¬ 
ening in many aspects, for the nonmedical reader. 
It should be a valuable handbook for the general 
practitioner in helping to recognize and interpret 
the emotional forces that influence the physical 
symptoms which bring patients to his office. 

W. W. Bauer, M.D. 

Health Services in the USSR. Report prepared by partici¬ 
pants in study tour organized by World Health Organiza¬ 
tion. World Health Organization public health papers no. 3. 
Paper. 3s. 6d.; 60 cents; 2 Swiss francs. Pp. 58, with illus¬ 
trations. World Health Organization, Palais des nations, 
Geneva, Switzerland; Columbia University Press, Inter¬ 
national Documents Service, 2960 Broadway, New lork 2 1 , 
1960. 

This report presents an outline of the organiza¬ 
tion, operation, facilities, and programs of health 
services in the Soviet Union as studied by repre¬ 
sentatives of 21 countries and involving six areas 
of the U. S. S. R. Information includes organiza¬ 
tional charts and descriptive material on the ad¬ 
ministrative structure for the ministry of health, 


rural medical district, city hospital, and factory 
medical and sanitation department. Material on 
the incidence and treatment of major diseases, en¬ 
vironmental and occupational health, sanatoriums, 
and medical and paramedical training is presented, 
but little mention is made of financing, mental 
health, and geriatrics. The study, sponsored by the 
World Health Organization, took somewhat more 
than five weeks to complete, and a large amount 
of the information was supplied by the U. S. S. R. 
without the advantage of any comparative study 
by the group. However, the report should interest 
both public health officers and medical educators. 

Charles Chapman 

Nr-The Emergency Syndromes in Pediatric Practice. By Al¬ 
fred J. Vignee, M.D., Clinical Professor of Pediatrics, New 
York University, College of Medicine, New York. Cloth. §9. 
Pp. 382, with 14 illustrations. Landsberger Medical Books, 
Inc., 51 E. 42nd St., New York, 1959. 

This well-written, informative book includes 10 
chapters,With a good short outline of the material 
included in each chapter. The material is well pre¬ 
sented, easy to read, and covers the most important 
emergency syndromes seen in pediatric practice. 
The index is not as complete as it should be; one 
has difficult}’ in locating specific references in the 
text. For instance, under acidosis one finds only a 
reference to bums and under dehydration, only 
hyponatremia and pyloric stenosis. No mention is 
made of hypernatremia, which has become an 
important problem in pediatric emergencies. 

The material on fluid and electrolyte replace¬ 
ment is good, but, as in other texts, there is no 
explanation as to how it is determined that 1.8 cc. 
of sixth molar lactate raises the carbon dioxide level 
one volume per 100 ml. and 1.5 cc. of sixth molar 
ammonium chloride lowers the carbon dioxide level 
one volume per 100 ml. This is a worthwhile text¬ 
book on pediatric emergencies as seen by the gen¬ 
eral practitioner and the pediatrician. 

John A. Bicler, M.D. 

The Megaloblastic Anemias. By Victor Herbert, M.D 
Research Assistant in Hematology, Mount Sinai Hospital 
New York. Modem Medical Monographs 18. Editor-in-chief: 
Irving S. Wright, M.D. Consulting editor: Richard H. Orr 
M.D. Cloth. 56. Pp. 162, with illustrations. Crune cc Strat¬ 
ton, Inc., 381 Fourth Ave., New York 16; 15/16 Queen St 
Mayfair, London, W.l, England, 1959. ' ’’ 

The inclusion in this volume of over 600 refe- 
ences indicates the thoroughness with which Dr 
Herbert has reviewed the literature on the me^alo-' 
bias tic anemias. A student of these disorders" the 
audior has digested and evaluated the sreat v !’ -„ h - 
of studies that have been made in this field an^W' 
crystallized this information effectfveV^ This 
useful and thoughtful monogranh. ' 

-M. V.INTEOEE. v 
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QUESTIONS AND ANSWERS 


UNDESCENDED TESTES AND 
GYNECOMASTIA 


To the Editor:—A 31-year-old man has had pro - 
passive enlargement of his breasts for four to 
pee months. lie also has undescended testes 
which have responded neither to hormonal 
t iciapij nor to two operative attempts to bring 
them down from the inguinal canals and only 
one of which is palpable. He has a normal male 
body contour, gynecomastia, sparse axillary and , 
pubic hair, a normal penis, and an atrophic 
scrotum. Flic prostate gland is not palpable. He 
is potent but sterile. Is his gynecomastia due to 
atrophy of the undescended testes? What therapy 
should be given for the breast enlargement? 
Should the testes be removed? 


M.D., Massachusetts. 


Answer.— Gynecomastia is rarely encountered in 
patients with undescended testes. Other conditions 
associated with gynecomastia should be considered, 
especially in this patient, because of the recent 
development of the gynecomastia. It is possible that 
the gynecomastia is related to testicular atrophy 
due to gonadal dysgenesis or to mechanical trauma 
from attempted repair of cryptorchism. Determina¬ 
tion of the sex chromatin pattern may be helpful in 
the diagnosis of gonadal dysgenesis. Feminizing 
tumors of the testis or adrenal glands should be 
considered; measurement of urinary estrogen excre¬ 
tion would be helpful in this regard. Embryonal 
cell carcinoma or chorionepithelioma of the testis 
may be associated with gynecomastia. Measure¬ 
ment of urinary chorionic gonadotropin levels 
would be helpful in this diagnosis. Cirrhosis of the 
liver or hepatitis may be associated with gyneco¬ 
mastia, perhaps because of failure to eliminate 
estrogens. Gynecomastia may be due to the admin¬ 
istration of hormones, such as chorionic gonado¬ 
tropin, estrogens, or androgens. The gynecomastia 
usually subsides on withdrawal of the hormones. 
Digitalis can produce gynecomastia. 

Hormone therapy is usually unsuccessful in the 
treatment of gynecomastia. Gynecomastia may sub¬ 
side after removal of a hormone-producing tumor. 
If necessary for psychic reasons, surgical removal 
of the breast tissue is the treatment of choice. Re¬ 
moval of the testis which cannot be palpated is 
probably indicated in this patient. Gynecomastia 
may be the earliest manifestation of testicular 
tumor. If tumor is not present, pathological exam- 

Thu answers here published have been prepared by competent au¬ 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


mation may give differential diagnostic informa 

soMda ' d ~ - 


ip lUAflON OF INTERNAL 
CAROTID ARTERY 

To the Editor: -This question is a result of the 
current interest in carotid artery insufficiency as 
an etiological factor in unilateral cerebral dis¬ 
ease. What is the significance of calcification in 
the walls of the internal carotid artery where it 
arches above the sella turcica, as seen in lateral 
roentgenograms of the skull? Have any studies 
been carried out to determine the incidence of 
such roentgenographic evidence of calcification 
of the internal carotid artery in this area in each 
age and sex group? Can one conclude that such 
calcification in a man aged 20 years is patho¬ 
logical? 

Joseph Amdur, M.D., Long Beach, L. I., N. Y. 


Answer.— Nerli found carotid siphon calcification 
in 32.9% of 1,483 roentgenograms of the skull; 
calcification was severe in 3.5%. More common in 
male patients, the incidence increased with age. 
It was found in only three patients under 30 years 
of age. In a series of 36 roentgenograms of the 
basisphenoid region with the carotid arteries, after 
removal at autopsy, 28 showed calcification which, 
the author concluded (probably erroneously), cor¬ 
responded to atherosclerosis on gross examination. 

Fisher, in a small series of autopsy specimens 
of the carotid siphon, showed calcification in 100% 
on roentgenograms taken after removal from the 
skull. Histologically this calcium could lie in three 
sites: in the elastic lamina, in the media, or in an 
intimal atherosclerotic plaque. The most common 
location was the elastic lamina and adjacent inner 
media, which corresponds to the linear calcification 
so frequently seen in routine roentgenograms of 
the skull. This form of calcification was not di¬ 
rectly related to the presence of atherosclerosis 
either locally, in the cerebral arterial tree, or in 
the aorta; it could be minimal in the presence 
of severe atherosclerosis or, conversely, severe with 
little or no atherosclerosis. In most cases a mo - 
erate amount of each was present. The linear cal¬ 
cification occurred first in the internal elastica, 
tending to “spare” the region underlying a plaque 
of atherosclerosis. Hypertension appeared to ag 0 ra 
vate it. The calcification in atherosclerotic plaques 
was an entirely different process, showing m post¬ 
mortem roentgenograms as opaque plaques; these 
are rarely visible in routine skull hlms. 
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It is difficult to evaluate calcification in a 20- 
year-old man. Other causes of parasellar calcifica¬ 
tion must be ruled out. If it is arterial and linear, 
it probably bears no relation to atherosclerosis. A 
congenital fusiform or tubular aneurysm of the 
carotid siphon may show premature calcification. 
Hypercalcemia, a vegetarian diet, hypervitamin- 
osis, hypertension, or cerebral angioma may be 
implicated. 

References 
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ALLERGENIC SUBSTANCES FROM INSECTS 
To the Editor:— What is butterfly fever and where 

is it found? il I.D., Illinois. 

Answer.— A search through the available litera¬ 
ture has failed to reveal the term “butterfly fever” 
documented as such. 

If the term butterfly fever is an indigenous one, 
developed through local usage, and relates to an 
allergic condition, the following information is 
pertinent. 

Insects may be a source of inhalant allergens 
and the cause of sensitivity. Insects of the Lepi- 
doptera order, which includes various species of 
moths, butterflies, and caterpillars, have been in¬ 
criminated. Caffrey, an entomologist, working with 
the New Mexico range moth, described in himself 
and several co-workers hay fever-like symptoms, 
including violent paroxysms of coughing and sneez¬ 
ing, which he attributed to contact with moth 
hairs. Butterfly scales are an exogenous allergen, 
and the caddis fly, a sand fly, prevalent in the 
Great Lakes region, can also cause an inhalant 
allergy. One source of reference states, “Parlato 
has demonstrated allergy to the emanations of 
moths and butterflies. The caddis fly is closely re¬ 
lated to the moth, resembling the common clothes 
moth in size and shape. Caddis flies, moths and 
butterflies are the only insects which shed hairy 
scales. Parlato presents evidence of crossed sensi¬ 
tization and believes that a person allergic to any 
of these three will react to an extract of any one. 
The hairs and scales of moths and butterflies are 
often seen on pollen slides and may actually far 
outnumber the pollens. According to Balyeat, 
Stemen, and Tafk the scales appear on slides in 
June and July in Oklahoma at about the time of 
tile grass season and are far more numerous than 
the grass pollen grains.” 

Perlman speculated on the role that component 
substances of insect cuticle, such as chitin and 
artliropodin, play in the production of insect al¬ 
lergy. He concluded, however, that these roles are 
not clearly defined. Silk, which is produced by 
many insects, also is reported to be an allergen. 


Insect allergens have been prepared for use in 
treatment of these conditions, but conclusive re¬ 
sults have not yet been reported. 
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COCCYGODYNIA 

To the Editor -.—Please describe the treatment of 

cocctjgodtjnia, including conservative methods. 

Is injection of hydrocortisone indicated? 

R. S. Srigley, M.D., Altus, Okla. 

Answer.— The treatment will van,', depending on 
whether the condition is of recent origin or chronic. 
When treating a patient with acute coccygeal 
pain, one must determine whether it is due to 
disk protrusion, which may be accompanied by 
coccygeal pain, or to a primary injury to the 
coccyx. 

The usual symptoms and signs of acute injury' to 
the coccyx are pain with sitting, stooping, and defe¬ 
cation and local tenderness on palpation. Roent- 
genographic examination must always be made 
to determine the presence of a fracture, disloca¬ 
tion, asymmetry', or osteoarthritic change. The 
treatment is primarily rest of the injured part. 
Manual reduction of a dislocation or a displaced 
fracture should be attempted and may have to 
be repeated several times. The patient should be 
instructed by the physician how to keep his body 
weight off the coccyx; this involves proper sitting 
posture, usually on a firm chair, and use of a 
rubber ring or sponge cushion. Procaine hydro¬ 
chloride and hydrocortisone may be injected lo¬ 
cally. Some physicians feel that adhesive strapping 
or use of a sacroiliac belt is helpful. Physical ther¬ 
apy', such as locally' applied heat, massage, and 
use of ultrasonic waves may' also be valuable ad¬ 
juncts in the treatment of a patient with an acute 
case. The patient with acute coccygodvnia should 
be warned, at the outset, that his recovery may' 
take several weeks or possibly a few months. 

In a chronic case, roentgenograms should be 
made to rule out the possibility of a local tumor, 
osteomyelitis, tuberculosis, and various other local 
diseases which occasionally' cause coccygodvnia. 
A lumbar disk protrusion should be ruled out. The 
physician should be sure he is not dealing with a 
patient who has a psychoneurotic personality. 

The treatment of the patient with a chronic- 
case of coccygodvnia encompasses the trial of many 
modalities mentioned above in the treatment of 
an acute case. Procaine hydrochloride and hydro¬ 
cortisone injections should certainly be adminis¬ 
tered and should be repeated if necessary. If these 
measures fail, and if the patient is not of a hasi- 
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cally psychoneurotic personality type, coccygec- 
tomy should be offered. The published results in 
-selected cases of coccygectomy have been satis¬ 
factory in from 75 to 90% of patients. 

REPOSITORY ALLERGY INJECTIONS 

To the Editor:— Is a one-shot desensitization treat¬ 
ment for hay fever, involving single annual in¬ 
tact ions of emulsified extract, a medically accept¬ 
able procedure, or is it still in the experimental 
stage? They are referred to as “repository allergy 
injections,” If this procedure is still a matter of 
controversy, please advise where I may obtain 
some up-to-date medical literature and opinions 
regarding its use. 

Lyle G. Ellis, A/.D., Hartford, Conn. 

Answer.— Repository pollen injections were first 
advocated by Loveless (/. Immunol. 79:68 [July] 
1957) and, in the last couple of years, have been 
publicized through the enthusiastic reports of 
Brown (Ann. Allergy 17:358 [May-June] 1959). 
There are several phases of such treatment that 
must be investigated by a larger group of critical 
observers and for a longer period before such ther¬ 
apy can be recommended for general use. The 
questions that must be determined are as follows: 
the effectiveness of such treatment, particularly in 
areas of high ragweed incidence; establishment of 
conditions that will prevent constitutional reac¬ 
tions; and the possibility of producing new types 
of hypersensitivity and other reactions from long¬ 
term treatments. An attempt is being made to study 
these and other factors under controlled conditions 
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diagnosis Such terminology i s rarely used bv 
neurologists and physicians, who interpret die 

with a < ! Srail l, and integnite the filings 

h the clinical problem. Occasionally, medically 

trained interpreters who have had inadequate ex¬ 
perience and training in electroencephalography 
use this device. The equivalent to this expression, 
freely translated, would be “this particular record 
may or may not fit this particular diagnosis.” 

On the other hand, there are few situations in 
which the electroencephalographic picture alone 
can lead to a clinical diagnosis. One situation in 
which this is possible is when a patient, while the 
recording is being made, has a brief clinical seizure 
accompanied by a characteristic seizure pattern, 
such as the spike-and-wave discharge, on the trac¬ 
ing. If the technician notes tiiat a brief interval of 
unresponsiveness occurred during the period of the 
spike-and-wave discharge, the integration of tliis 
observation with the electroencephalographic find¬ 
ings establishes a diagnosis of a brief “absence” or 
petit mal seizure or a specific form of epilepsy. The 
electroencephalographic record alone, however, 
without the clinical finding, would not establish a 
diagnosis of epilepsy. A clinical diagnosis cannot 
be made from the findings of a laboratory test 
such as this without the integration of clinically 
observed data and a clinically factual history. This 
must be done by a licensed and properly trained 
physician. A number of textbooks, such as Harri¬ 
son’s “Principles of Medicine,” contain discussions 
of this problem. 


UNSUCCESSFUL ATTEMPTS AT 


by a selected group of allergists under the super¬ 
vision of a special committee of the Research Coun¬ 
cil of the American Academy of Allergy. Anyone 
interested in such therapy should definitely await 
the outcome of these studies. Reports by Criep 
and associates and Feinberg and associates are due 
for publication in the Journal of Allergy. 

DIAGNOSTIC VALUE OF 
ELECTROENCEPHALOGRAMS 
To the Editor:— Please clarify the following prob¬ 
lem in semantics, which has medicolegal impli¬ 
cations. When an electroencephalographic report 
reads “compatible (or consistent) with alcoholism, 
immaturity, behavior disorder, or mental defi¬ 
ciency,” are the words “compatible with or 
“consistent with” tantamount to a diagnosis of 
such conditions or states? M.D., California. 

Answer.— The words “compatible with or con¬ 
sistent with,” when used in the interpretation of a 
laboratory test such as an electroencephalogram, 
usually constitute a protective device that has been 
developed so that persons who are properly trained 
to read the tracings but do not hold a medical de¬ 
gree can remain within the law by not making a 


SMALLPOX VACCINATION 
To the Editor:— What method of smallpox vac¬ 
cination should be used in a 5-year-old boy in 
whom five separate attempts have failed to pro¬ 
duce a primary reaction? He had not been vac¬ 
cinated prior to these attempts, in which the 
scratch and multiple pressure techniques were 
used. Melvin I. Roth, M.D., Gary, Ind. 


nswer. —When repeated failures in primal') 1 
rination have occurred, a fresh lot of vaccine 
ild be used. Potency and activity may be as- 
:d by demonstrating the capacity of vaccine 
a this lot to produce a primary reaction in other 
dren. To preserve potency, vaccine should be 
t frozen except when used. Vaccination may 
i at another site, such as the opposite arm away 
n the area of previous attempts. The outer sur- 
s of the arm is the best location. The skin should 
horoughly cleaned with acetone and allowed o 
The multiple pressure technique is preferable, 
ence of reaction is not evidence of immunity, 
ndicates an unsuccessful effort. Vaccination 
ild be repeated until a primary reach 
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ABNORMAL GROWTH OF AN INFANT 
To the Editor:— A 28-month-old girl has an in¬ 
fantile body, a somewhat large head, and an 
elfin facial appearance. There is a congenital 
ptosis of the left lid. Physical findings are other¬ 
wise not remarkable. The family history reveals 
that many members of both families have been of 
short stature, with an average height of 5.5 ft. 
The infant has been well since birth, except for 
some early feeding difficulties and repeated up¬ 
per respiratory infections. The latter have been 
reduced by continued administration of gamma 
globulin. About one year ago her serum gamma¬ 
globulin levels were discovered to be in the 
range of 5 to 6 Gm.% or about what we consider 
one-half normal. Normal laboratory findings were 
obtained for urinalysis, blood count, carbon di¬ 
oxide-combining power, and levels of calcium, 
chloride, nonprotein nitrogen, phosphorus, alka¬ 
line phosphatase, potassium, sodium, and choles¬ 
terol. The protein-bound iodine level was 6.2 
mcg.to. The glucose tolerance test (oral) showed 
a fasting level of 79 mg. per 100 cc.; the highest 
level was 90 mg. per 100 cc., and it returned to 
77 mg. in six hours. The value of urinary pituitary 
gonadotropins was 75 mouse units (M. U.). Her 
bone age was roentgenographically determined 
to be about one year. Considering the elevation 
in urinary pituitary gonadotropins, is one justified, 
at this time, in making a diagnosis of ovarian 
agenesis? If so, what treatment should be given? 

P. L. Wachtel, M.D., Freeport, III. 

Answer.—A diagnosis of ovarian agenesis or 
gonadal dysgenesis is justified if the child persist¬ 
ently excretes measurable amounts of pituitary 
gonadotropins in her urine. No treatment is indi¬ 
cated until she reaches the age of adolescence, 
when estrogen therapy may induce the develop¬ 
ment of secondary sex characteristics. 

While gonadal dysgenesis is frequently associ¬ 
ated with such congenital abnormalities as web¬ 
bing of the neck, cubitus valgus, low placement of 
the hairline, and hypertension, elfin facial features, 
low-placed ears, and deficiency of gamma globulin 
are not considered part of the syndrome. A satis¬ 
factory' growth-promoting substance is not avail¬ 
able for general clinical use. 

TREATMENT FOR SARCOIDOSIS 
To the Editor:—/ have a patient who has Boeck’s 
sarcoid. What therapy, if any, aside from ad¬ 
ministration of cortisone acetate, is effective 
against this disease? At what stage in the course 
of the disease is it best to initiate therapy? 

Robert F. Zuch, M.D., Chatham, N. J. 

Answer.—A lthough much has been accomplished 
in the last few years regarding the study' of sar¬ 
coidosis, the true nature of this disease complex 


has >'et to be determined. Specific treatment is 
usually unnecessary’, since spontaneous regression 
may' be anticipated in most patients with this dis¬ 
ease. The patient should be reassured about the 
usually benign course of die disease. Many' of die 
medicaments used in the past have proved ineffec¬ 
tive and may r cause harm by' virtue of their side- 
effects. A basic program of rest, good nutrition, 
and observation is usually all that is required. 

In selected patients adrenal steroid hormones 
have been of benefit when used judiciously. In 
general, they are indicated for the treatment of 
severe manifestadons of the disease which may 
lead to late permanent sequelae, e. g., in patients 
widi progressive symptomatic pulmonary' involve¬ 
ment, or for symptomatic relief from disabling 
dyspnea resulting from pulmonary' fibrosis. Other 
indications for steroid dierapy are the presence 
of uveitis, persistent hypercalcemia with renal im¬ 
pairment, and direct involvement of the heart and 
central nervous system. Local application of ster¬ 
oids should be tried on disfiguring skin lesions 
before systemic therapy is resorted to. The dosage, 
and duration of therapy depend on the duration 
and severity of the disease and the patient’s ini¬ 
tial response. In general, doses in the range of 
20 mg. daily of prednisone or its equivalent in 
other steroid forms may be tried. Courses of ther¬ 
apy usually last two to six months but vary' with 
the individual patient. The risk of precipitating 
or developing active tuberculosis while the patient 
is receiving steroids is present but in actual prac¬ 
tice is not a frequent occurrence. Antituberculous 
drugs need not be given except to the exceptional 
patient in whom tuberculosis cannot be definitely 
excluded. 

ROENTGENOGRAPHIC pelvlmetry 
T o the Editor:— The Colcher-Sussman technique 
of roentgenographic pelvimetry is now available 
to me, but I am having difficulty visualizing the 
symphysis well enough to obtain a good meas¬ 
urement of the true conjugate. Is there a simple 
method (requiring little extra equipment) which 
would allow determination of this measurement 
more accurately? Benjamin E. Morgan, M.D. 

Rocky Mount, N. C. 

Answer.— The Colcher-Sussman technique, in 
which a pelvimeter or some modification of it is 
used, is probably the commonest method of pelvim¬ 
etry' in the United States. Radiation hazard to 
fetus and mother is a prime consideration. Expo¬ 
sure should be kept at a minimum; hence repeated 
exposures should be avoided. 

In positioning the patient for lateral projection 
films, the legs should be extended to avoid over¬ 
shadowing of the femurs on the symphysis. There 
must be no rotation of the patient. The responder 
exposes this lateral projection film with the patient 
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standing rather than recumbent; The true coniu- 
Mto can also be obtained with use of Albert’s posi¬ 
tion the patient reclining at an angle of about 
55 degrees, so that the pelvic inlet is parallel to 
, 0 tab,e t0 P and tb e pelvimeter at the level of 
the symphysis. In lateral projection the graduated 
metal ruler is placed between the buttocks, care 
being taken not to tilt it from the vertical plane. 
The measuiements obtained are, of course, bone 
measurements; allowance must be made for soft 
tissue. 

PROGESTERONE TEST FOR PREGNANCY 
To Tins Editor:--' Would you comment on the use of 

orally administered progesterone as a test for 

pregnancy? 

Frank Howard Richardson, M.D.,Asheville,N.C. 

Answer.— The oral administration of progesterone 
has proved to be a fairly accurate test for pregnancy 
but is not as specific as the commonly used biologi¬ 
cal tests. The test consists of the administration of 
200 to -100 mg. of anhydrohydroxyprogesterone daily 
for three days. If the patient is not pregnant, bleed¬ 
ing will occur three to seven days later. While the 
failure to bleed at the end of seven days ordinarily 
indicates pregnancy, other conditions, such as pre¬ 
menopausal amenorrhea, persistent corpus luteum, 
or corpus luteum cyst, may give a similar negative 
response. Furthermore, it is possible that the bleed¬ 
ing which is induced (presumably by the hormone 
administration) may actually be an early symptom 
of a disturbed pregnancy, i. e., threatened abortion 
or ectopic pregnancy. The only advantage this 
method has over the biological tests is that it does 
not require laboratory facilities to confirm the diag¬ 
nosis of pregnancy. Other disadvantages in addition 
to those mentioned above are that 7 to 10 days are 
required to obtain a result and the possibility that, 
in spite of the physician’s assurance that this medi¬ 
cament cannot produce abortion, the patient may 
be left with the impression that an early abortion 
was induced. This test is of practical value only 
when the ordinary laboratory tests for pregnancy 
are not readily available. 

PROPER USE OF TESTING TAPE 

To the Editor:—/ have recently read an article in 
a popular magazine regarding the use of “Tes- 
Tape” to determine a womans ovulatory cycle. 
The article stated that use of the tape should 
he discontinued , since it contains chemicals that 
can cause serious damage to the reproductive 
organs. I would appreciate comment on this. 

John A. Voss, M.V., Grand Rapids, Mich. 

Answer.— The tape is impregnated with ortho- 
tolidine. This agent is usually used for the detec¬ 
tion of sugar in the urine and is generally available 
without prescription. In view of the chemical rela- 
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tionship of orthotolidine to other agents with known 
potenha for causing abnormal cellular effects !he 

' plied"to thlS n T! USe of orth °tolidine when ap- 
phed to cervical tissue is not established. The 

contact between the cervix and this chemical is a' 
new use of this agent and should be considered 
investigational. The test should be performed 
under the supervision of a physician who can 
evaluate the possible adverse effect, if any, on the 
cervical tissue. Since this new method of testing 
for ovulation and determining the ovulatory cycle 
subsequently was described in the lay literature,' 
and since the material was freely available, a note 
of warning to the public against unsupervised use 
was issued by the Food and Drug Administration. 
Investigational studies will eventually show wheth¬ 
er and in what manner this drug may be safely 
used for this new purpose. The full text of the 
warning statement is available from the U. S. Food 
and Drug Administration, Washington 25, D. C. 

ORIGIN OF THE TERM CHICKENPOX 
To the Editor:— What is the origin of the name 
chickenpox? I am familiar with the origins of the 
terms greatpox and smallpox but cannot derive 
that of chickenpox. 

John E. Beck , M.D., Chamblee, Ga. 

Answer.— “The name is said to have had its 
origin in the Latin word ‘cicer,’ meaning chick-pea. 
It was so called from the indistinct resemblance of 
the eruption to chick-peas. Morton was the first to 
use tire term ‘chickenpox’ and stated that this was 
its popular name in England.” This answer is a 
quotation from Wain s The Story Behind the Word: 
Some Interesting Origins of Medical Terms, 
Springfield, Ill., Charles C Thomas, Publisher, 1958, 

p. 66. 

TRANSFUSION WITH 
INCOMPATIBLE BLOOD 
To the Editor:-!?! The Journal, Jan. 2, page 119, 
there was a question regarding the largest 
amount of incompatible blood ever given a pa¬ 
tient who then survived the resulting reaction. 
While serving as a resident in anesthesiology 
in 1950, I observed a case in which three units 
(1,500 cc.) of blood of the wrong type was in¬ 
advertently administered to a woman during 
performance of a lumbar laminectomy. She had 
a severe reaction but made a complete recovery. 

In a search of the literature at that time I could 
find no instance in which a larger amount of 
mismatched blood had been given with subse¬ 
quent recovery of the patient. 

C. F. Crossley Jr., M.D. 

908 Sir Francis Drake Blvd 

Kentfield, Calif. 
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A. M. A. STAND ON ADMINISTRATION PLAN 

The American Medical Association opposed the 
administration’s aged health care program on 
grounds that it was based “on the false premise that 
almost all persons over 65 need health care and 
cannot afford it.” 

Dr. Louis M. Orr, A. M. A. President, asserted 
“this is not a fact. The truth is that a majority of our 
older people are capable of continuing a happy, 
healthy, and, in many cases productive life. Of the 
more than 15 million persons in the nation over 65 
years of age, only 15% are on old age assistance.” 

The administration plan, offered as a substitute to 
the controversial Forand bill that would use the 
social security^ mechanism to finance health care 
for the elderly, was designed to aid the aged with 
limited incomes to buy broad medical and hospital 
insurance. Under the voluntary plan, the elderly 
who were able to do so would pay part of the cost 
of both medical and hospital care as well as of the 
insurance. Estimated cost of the federal and state 
governments was 1.2 billion dollars annually. Only 
those aged with less than specified incomes could 
participate. 

• Dr. Orr said neither the administration’s proposal 
nor the Forand-type social security approach is 
geared to meet the problems of older persons who, 
"although able to finance other costs, find it diffi¬ 
cult to withstand the additional burden of the cost 
of illness.” 

: He proposed the A. M. A.’s positive eight-point 
program for the health care of the aged as a “sensi¬ 
ble, economical” plan that would preserve freedom 
as well as promote security. If both these objectives 
are to be realized. Dr. Orr said, health care pro¬ 
grams for the aged “must necessarily be limited to 
support for the needy aged and leave to voluntary, 
competitive, private enterprise, those activities 
needed to improve the health care of the rest-.” 

In summary, the A. M. A. program calls for (1) 
. improved preventive medical care for the aged; 
: (2) a state-administered program of federal grants- 
in-aid to states for liberalization of existing old-age 
; assistance programs so that the near-needy could 
: be given health care without having to meet the 
; present rigid requirements for indigency; (3) better 


nursing-home facilities for the long-term care of 
aged persons, especially those over 75 years of age; 
(4) rapid development of health insurance and pre¬ 
payment policies to provide long-term nursing home 
care; (5) expansion of home nursing care services; 

(6) elimination of compulsory retirement and a basic 
change in the attitude that a person who reaches 65 
has suddenly' become nonproductive and senescent; 

(7) health education to instill a “will to live” in older 
persons and to make them aware of the need for 
continuing healthful nutrition; and (8) anti-inflation¬ 
ary curbs to maintain the purchasing power of fixed 
pension and annuity' benefits. 

Later, Dr. Orr, in an address to the Medical So¬ 
ciety' of the State of New York, said that if Congress 
passes a medical aid bill for the elderly' the nation’s 
hospitals will be jammed with persons who do not 
need medical care. 

“Much of the nation now suffers from lack of 
sufficient hospital facilities to care for the critically 
ill of all ages,” said the A. M. A. President. “Sending 
millions of elders with minor ailments to hospitals 
will turn a serious situation into a chaotic one across 
the nation,” he declared. 

The state society earlier had passed a resolution 
urging Congress to take no action on health care 
bills until tire problem had been studied thoroughly. 

AGED HEALTH INSURANCE GAINS 

Almost 50% of Americans 65 years of age or older 
had health insurance at the start of this year, ac¬ 
cording to the latest survey of aged health insur¬ 
ance coverage. 

The survey, conducted by the Health Insurance 
Association of America, disclosed that of the 15,- 
700,000 persons in this age group, an estimated 
7,700,000 had private health insurance. 

The growth of health insurance protection among 
persons aged 65 years and older has been more 
rapid during the past eight years than for the 
population as a whole, due to stepped-up activity' 
by insuring organizations, said the Association. 

In early 1952, only one of four elderly persons 
had health insurance, while one out of two are now 
protect^, the survey showed. 

In adcnfion to the 49% of the 65-and-over group 
with health insurance, another 15%—or 2,400,000 
persons—are officially' classified as indigent, and 
provision is made for their medical needs through 
federal-state old age assistance plans. 

The association, composed of 270 insurance com¬ 
panies, said one new insuring technique has been 
the mass enrollment approach of issuing health 
(Continued on next page) 
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